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Patient Safety Monthly Reporting Plan
The Patient Safety Monthly Reporting Plan Form (CDC 57.75A) 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 into the aggregate data pool for analysis. Each
participating institution is to enter a monthly Plan to indicate the module used, if any, and the events
and locations and/or procedures they monitored.
There must be a Plan completed for every month that data are entered into NHSN although a
facility may choose “No NHSN Patient Safety Modules Followed this Month” as an option. The
Instructions for Completion of Patient Safety Monthly Reporting Plan Form (Table 1) includes brief
instructions for collection and entry of each data element on the form. A minimum of 6 months of at
least one component is required during each calendar year to remain an active participant in NHSN.

Device-Associated Module
Methodology
This module requires active, patient-based, prospective surveillance of device-associated infections
and their corresponding denominator data by a trained infection control professional (ICP). This
means that the ICP shall seek out infections during a patient’s stay by screening a variety of data
sources, such as laboratory, pharmacy, admission/discharge/transfer, radiology/imaging, and
pathology databases, and patient charts, including history and physical exam notes,
nurses/physicians notes, temperature charts, etc. Others may be trained to screen data sources for
these infections, but the ICP must make the final determination. Laboratory-based surveillance
should not be used alone, unless all possible criteria for identifying an infection are solely
determined by laboratory evidence. Retrospective chart reviews should be used only when patients
are discharged before all information can be gathered. Use NHSN forms to collect all required data,
using the definitions of each data field. To minimize the ICP’s data collection burden, others may be
trained to collect the denominator data. These data should be collected at the same time each day.
When denominator data are available from electronic databases (e.g., ventilator days from
respiratory therapy), these sources may be used as long as the counts are not substantially different
from manually collected counts.

Central Line-Associated Bloodstream Infection (CLABSI) Event
Introduction: An estimated 200,000 CLABSIs occur in U.S. hospitals each year. Specifically, these
are primary bloodstream infections that are associated with the presence of a central line or an
umbilical catheter in neonates at the time or before the onset of the infection. Primary bloodstream
infections are usually serious infections that typically caused a prolongation of hospital stay and
increased cost and risk of mortality.
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CLABSI can be prevented through proper management of the central line. These techniques
are addressed in the CDC’s Healthcare Infection Control Practices Advisory Committee
(CDC/HICPAC) Guidelines for the Prevention of Intravascular Catheter-Related Infections 1.
Settings: Surveillance will occur in any of four types of locations: (1) intensive care units (ICU), (2)
specialty care areas (includes hematology/oncology wards, bone marrow transplant units, solid organ
transplant units, inpatient dialysis units, long term acute care areas, (3) neonatal intensive care units
(NICU), and (4) any other patient care location in the institution (e.g., surgical wards).
Requirements: Surveillance for CLABSI in at least one location in the healthcare institution for at
least one calendar month as indicated in the Patient Safety Monthly Reporting Plan (CDC 57.75A).
Definitions: Primary bloodstream infections are classified according to the criteria used, either as
laboratory-confirmed bloodstream infection (LCBI) or clinical sepsis (CSEP). CSEP may be used to
report only a primary BSI in neonates (< 30 days old) and infants (< 1 year old). Report only those
events that are with the nursing care area where the patient was assigned when the BSI was acquired
and are central line-associated (a central line or umbilical catheter was in place at the time of, or
within 48 hours before, onset of the event). If the BSI develops in a patient within 48 hours of
discharge from a location, indicate the discharging location on the infection report, not the current
location of the patient. NOTE: There is no minimum period of time that the central line must be in
place in order for the BSI to be considered central line-associated.


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 infections and
counting central-line days in the NHSN system: Aorta, pulmonary artery, superior vena cava,
inferior vena cava, brachiocephalic veins, internal jugular veins, subclavian veins, external iliac
veins, and common femoral veins.
 NOTE: An introducer is considered an intravascular catheter
 NOTE: In neonates, the umbilical artery/vein is considered a great vessel.
 NOTE: Neither [the location of] the insertion site nor the type of device may be used to
determine if a line qualifies as a central line. The device must terminate in one of these
vessels or in or near the heart to qualify as a central line.
 NOTE: Pacemaker wires and other nonlumened devices inserted into central blood vessels or
the heart are not considered central lines, because fluids are not infused, pushed, nor
withdrawn through such devices.



Infusion: The introduction of a solution through a blood vessel via a catheter lumen. This may
include continuous infusions such as nutritional fluids or medications, or it may include
intermittent infusions such as flushes or IV antimicrobial administration, or blood, in the case of
transfusion or hemodialysis.
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Umbilical Catheter: A central vascular device inserted through the umbilical artery or vein in a
neonate
Temporary Central Line: Non-tunneled catheter
Permanent Central Line: Includes
o Tunneled catheters, including certain dialysis catheters
o Implanted catheters (including ports)

Laboratory-confirmed bloodstream infection (LCBI)
LCBI criteria may be used for all patients.
LCBI must meet one of the following three criteria:
Criterion 1: Patient has a recognized pathogen cultured from one or more blood cultures
and
organism cultured from blood is not related to an infection at another site.
Criterion 2: Patient has at least one of the following signs or symptoms: fever (>38oC), chills, or
hypotension
and
signs and symptoms and positive laboratory results are not related to an infection at another site
and
at least one of the following:
a.
common skin contaminant (e.g., diphtheroids, Bacillus sp., Propionibacterium sp.,
coagulase-negative staphylococci, or micrococci) is cultured from two or more blood cultures
drawn on separate occasions
b.
common skin contaminant (e.g., diphtheroids, Bacillus sp., Propionibacterium sp.,
coagulase-negative staphylococci, or micrococci) is cultured from at least one blood culture
from a patient with an intravascular line, and the physician institutes appropriate
antimicrobial therapy
Criterion 3: Patient < 1 year of age has at least one of the following signs or symptoms: fever
(>38oC, rectal), hypothermia (<37oC, rectal), apnea, or bradycardia
and
signs and symptoms and positive laboratory results are not related to an infection at another site
and
at least one of the following:
a.
common skin contaminant (e.g., diphtheroids, Bacillus sp., Propionibacterium sp.,
coagulase-negative staphylococci, or micrococci) is cultured from two or more blood cultures
drawn on separate occasions
b.
common skin contaminant (e.g., diphtheroids, Bacillus sp., Propionibacterium sp.,
coagulase-negative staphylococci, or micrococci) is cultured from at least one blood culture
from a patient with an intravascular line, and physician institutes appropriate antimicrobial
therapy
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Clinical sepsis (CSEP)
CSEP may be used only to report a primary BSI in neonates and infants.
To report a CSEP, the following criterion must be met:
Patient < 1 year of age has at least one of the following clinical signs or symptoms with no other
recognized cause: fever (>38oC, rectal), hypothermia (<37oC, rectal), apnea, or bradycardia
and
blood culture not done or no organisms detected in blood
and
no apparent infection at another site
and
physician institutes treatment for sepsis.
Numerator Data: The Primary Bloodstream Infection (BSI) Form (CDC 57.75D) is used to collect
and report each CLABSI that is identified during the month selected for surveillance. The
Instructions for Completion of Primary Bloodstream Infection Form (Tables 2 and 2a.) contains
brief instructions for collection and entry of each data element on the form. The Primary BSI form
includes patient demographic information on whether a central line was present, and, if so, the type
of central line the patient had as appropriate to the location; these data will be used to calculate linespecific infection rates. Additional data include the specific criteria met for identifying the primary
BSI, whether the patient died, the organisms isolated from blood cultures, and the organisms’
antimicrobial susceptibilities.
Denominator Data: Denominator data that are collected differ according to the location of the
patients being monitored. For ICUs and locations other than specialty care areas and NICUs, the
number of patients with one or more central lines of any type is collected daily, at the same time
each day, and then summed and the total is reported for the month on the Denominators for Intensive
Care Unit (ICU)/Other Locations (Not NICU or Specialty Care Area (SCA)) (CDC 57.75L).
For specialty care areas, the number of patients with one or more central lines is
dichotomized into those with permanent central lines and those with temporary central lines on the
Denominators for Specialty Care Area (CDC 57.75K). Each is collected daily, at the same time
each day, summed and the total for each is reported for the month. This distinction is made because
permanent lines are commonly used in patients frequenting these areas and may have lower rates of
associated infection than central lines inserted for temporary use. If a patient has both a temporary
and a permanent central line, only the temporary line is counted.
In NICUs, again because of differing infection risks, the number of patients with central lines
and those with umbilical catheters is collected daily, at the same time each day, summed and the
total for each is reported for the month. If a patient has both an umbilical catheter and a central line,
count as an umbilical catheter only. However, on the Denominators for Neonatal Intensive Care
Last Updated 02/23/2007
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Unit (NICU) (CDC 57.75J), patients are further stratified by birthweight in five categories since risk
of BSI also varies by birthweight.
Determination of temporary central line days in any type of patient care area: At the same
time each day, the number of patients with one or more temporary central lines are counted and at
the end of the month these counts are summed and used as a denominator. If a patient has more than
one temporary central line on a given day, this is counted only as one central line day. If a patient
has both a temporary and a permanent central line on the same day, the day is counted as one
temporary central line day.
Determination of permanent central line days in SCA and non-SCA patient care areas: If a
patient has only a permanent central line, include it in the daily permanent central line-day count,
beginning on the day of first access and continuing through the entire stay. If a patient has both a
permanent and a temporary central line on the same day, the day is counted as one temporary central
line day.
Data Analyses: The CLABSI rate per 1000 central line-days is calculated by dividing the number of
CLABSI by the number of central line-days and multiplying the result by 1000. The Central Line
Utilization Ratio is calculated by dividing the number of central line-days by the number of patientdays. These calculations will be performed separately for different types of ICUs, specialty care
areas, and other locations in the institution. Separate rates and ratios will also be calculated for
different types of catheters and birthweight categories in NICUs, as appropriate.

Ventilator-Associated Pneumonia (VAP) Event
Introduction: Pneumonia is the second most common nosocomial infection in the United States
and is associated with substantial morbidity and mortality. Patients with mechanically assisted
ventilation have a high risk of developing nosocomial pneumonia.
Prevention and control of nosocomial pneumonia is discussed in the CDC/HICPAC
document, Guideline for Prevention of Nosocomial Pneumonia. 2 The Guideline strongly
recommends that surveillance be conducted for bacterial pneumonia in ICU patients who are
mechanically ventilated to facilitate identification of trends and for interhospital comparisons.
Settings: Surveillance will occur in any of four types of locations: (1) ICU, (2) specialty care areas
(includes hematology/oncology wards, bone marrow transplant units, solid organ transplant units,
inpatient dialysis units, long term acute care areas), (3) NICU and (4) any other patient care location
in the institution (e.g., surgical wards).
Requirements: Surveillance for VAP in at least one location in the healthcare institution for at least
one calendar month as indicated in the Patient Safety Monthly Reporting Plan (CDC 57.75A).
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Definitions: Pneumonia (PNEU) is identified by using a combination of radiologic, clinical and
laboratory criteria. The following pages outline the various assessment criteria that may be used for
meeting the surveillance definition of nosocomial pneumonia. Report only those events that are
associated with the nursing care area where the patient was assigned when the infection was
acquired and are ventilator-associated (patient was intubated and ventilated at the time of or within
48 hours before the onset of the event). If the PNEU develops in a patient within 48 hours of
discharge from a location, indicate the discharging location on the infection report, not the current
location of the patient. NOTE: There is no minimum period of time that the ventilator must be in
place in order for the PNEU to be considered ventilator-associated.



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

Criteria for Defining Nosocomial Pneumonia: General Comments Applicable to All
Pneumonia Specific Site Criteria:
1.
2.
3.

4.

5.

Physician’s diagnosis of pneumonia alone is not an acceptable criterion for nosocomial
pneumonia.
Although specific criteria are included for infants and children, pediatric patients may meet
any of the other pneumonia specific site criteria.
Ventilator-associated pneumonia (i.e., pneumonia in persons who had a device to assist or
control respiration continuously through a tracheostomy or by endotracheal intubation within
the 48-hour period before the onset of infection, inclusive of the weaning period) should be
so designated when reporting data.
When assessing a patient for presence of pneumonia, it is important to distinguish between
changes in clinical status due to other conditions such as myocardial infarction, pulmonary
embolism, respiratory distress syndrome, atelectasis, malignancy, chronic obstructive
pulmonary disease, hyaline membrane disease, bronchopulmonary dysplasia, etc. Also, care
must be taken when assessing intubated patients to distinguish between tracheal colonization,
upper respiratory tract infections (e.g., tracheobronchitis), and early onset pneumonia.
Finally, it should be recognized that it may be difficult to determine nosocomial pneumonia
in the elderly, infants, and immunocompromised patients since such conditions may mask
typical signs or symptoms associated with pneumonia. Alternate specific criteria for the
elderly, infants and immunocompromised patients have been included in this definition of
nosocomial pneumonia.
Nosocomial pneumonia can be characterized by its onset: early or late. Early onset
pneumonia occurs during the first four days of hospitalization and is often caused by
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6.

7.

8.

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 nosocomial pneumonia, whereas yeasts, fungi, legionellae, and Pneumocystis
carinii are usually pathogens of late onset pneumonia.
Pneumonia due to gross aspiration (for example, in the setting if intubation in the emergency
room or operating room) is considered nosocomial if it meets any specific criteria and was
not clearly present or incubating at the time of admission to the hospital.
Multiple episodes of nosocomial pneumonia may occur in critically ill patients with lengthy
hospital stays. When determining whether to report multiple episodes of nosocomial
pneumonia in a single patient, look for evidence of resolution of the initial infection. The
addition of or change in pathogen alone is not indicative of a new episode of pneumonia.
The combination of new signs and symptoms and radiographic evidence or other diagnostic
testing is required.
Positive Gram stain for bacteria and positive KOH (potassium hydroxide) mount for elastin
fibers and/or fungal hyphae from appropriately collected sputum specimens are important
clues that point toward the etiology of the infection. However, sputum samples are
frequently contaminated with airway colonizers and therefore must be interpreted cautiously.
In particular, Candida is commonly seen on stain, but infrequently causes nosocomial
pneumonia.

Abbreviations:
BAL – bronchoalveolar lavage
EIA – enzyme immunoassay
FAMA – fluorescent-antibody staining of
membrane antigen
IFA – immunofluorescent antibody

LRT – lower respiratory tract
PCR – polymerase chain reaction
PMN – polymorphonuclear leudocyte
RIA -- radioimmunoassay

Reporting Instructions:
 There is a hierarchy of specific categories within the major site pneumonia. Even if a patient
meets criteria for more than one specific site, report only one:
o If a patient meets criteria for both PNU1 and PNU2, report PNU2
o If a patient meets criteria for both PNU2 and PNU3, report PNU3
o If a patient meets criteria for both PNU1 and PNU3, report PNU3
 Report concurrent lower respiratory tract infection (e.g., abscess or empyema) and pneumonia
with the same organism(s) as pneumonia
 Report lung abscess or empyema without pneumonia as LUNG
 Report acute bronchitis, tracheitis, tracheobronchitis, or bronchiolitis without pneumonia as
BRON.
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Site Specific Algorithms for Clinically Defined Pneumonia (PNU1)
Radiology

Signs/Symptoms/Laboratory

Two or more serial chest
radiographs with at least
one of the following1,2:

FOR ANY PATIENT, at least one of the following:

New or progressive
and persistent infiltrate
Consolidation
Cavitation
Pneumatoceles, in
infants ≤ 1 year old

NOTE: In patients
without underlying
pulmonary or cardiac
disease (e.g. respiratory
distress syndrome,
bronchopulmonary
dysplasia, pulmonary
edema, or chronic
obstructive pulmonary
disease), one definitive
chest radiograph is
acceptable.1

-Fever (>38°C or >100.4°F) with no other recognized cause
-Leukopenia (<4000 WBC/mm3) or leukocytosis (>12,000 WBC/mm3)
-For adults >70 years old, altered mental status with no other recognized cause
and
at least two of the following:
3
4
-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, or tachypnea5
-Rales6 or bronchial breath sounds
7
-Worsening gas exchange (e.g. O2 desaturations (e.g., PaO2/FiO2 < 240) , increased
oxygen requirements, or increased ventilator demand)

ALTERNATE CRITERIA, for infants <1 year old:
Worsening gas exchange (e.g., O2 desaturations, increased oxygen requirements, or
increased ventilator demand)
and
at least three of the following:
-Temperature instability with no other recognized cause
-Leukopenia (<4000 WBC/mm3) or leukocytosis (>15,000 WBC/mm3) and left shift (>10%
band forms)
-New onset of purulent sputum3 or change in character of sputum4, or increased
respiratory secretions or increased suctioning requirements
-Apnea, tachypnea5 , nasal flaring with retraction of chest wall or grunting
-Wheezing, rales6, or rhonchi
-Cough
-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:
-Fever (>38.4°C or >101.1°F) or hypothermia (<37°C or <97.7°F) with no other recognized
cause
3
3
-Leukopenia (<4000 WBC/mm ) or leukocytosis (≥15,000 WBC/mm )
-New onset of purulent sputum3, or change in character of sputum4, or increased
respiratory secretions, or increased suctioning requirements
-New onset or worsening cough, or dyspnea, apnea, or tachypnea5..
6
-Rales or bronchial breath sounds.
-Worsening gas exchange (e.g. O2 desaturations, increased oxygen requirements, or
increased ventilator demand)
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Specific Site Algorithms for Pneumonia with Common Bacterial or Filamentous Fungal Pathogens
and Specific Laboratory Findings (PNU2)
Radiology

Signs/Symptoms

Two or more serial
chest radiographs with
at least one of the
following1,2:

At least one of the following:

Laboratory
At least one of the following:

New or progressive
and persistent infiltrate
Consolidation
Cavitation
Pneumatoceles, in
infants ≤ 1 year old

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

Positive growth in blood culture8 not related to another
source of infection

3
Leukopenia (<4000 WBC/mm ) or
3
leukocytosis (>12,000 WBC/mm )

Positive growth in culture of pleural fluid

For adults >70 years old, altered
mental status with no other
recognized cause
and
at least one of the following:

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
1
acceptable.
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New onset of purulent sputum , or
change in character of sputum4, or
increased respiratory secretions, or
increased suctioning requirements

New onset or worsening cough, or
5
dyspnea or tachypnea
Rales6 or bronchial breath sounds
Worsening gas exchange (e.g. O2
desaturations [e.g., PaO2/FiO2 <
240]7, increased oxygen
requirements, or increased
ventilator demand)

Positive quantitative culture9 from minimally
contaminated LRT specimen (e.g., BAL or protected
specimen brushing)
≥5% BAL-obtained cells contain intracellular bacteria
on direct microscopic exam (e.g., Gram stain)
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 culture9 of lung parenchyma
Evidence of lung parenchyma invasion by fungal
hyphae or pseudohyphae
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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 following1,2:

At least one of the following:

At least one of the following

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

Positive culture of virus or Chlamydia from
respiratory secretions

3
Leukopenia (<4000 WBC/mm )
or leukocytosis (>12,000
WBC/mm3)

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

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

Fourfold rise in paired sera (IgG) for pathogen
(e.g., influenza viruses, Chlamydia)

New or progressive
and persistent infiltrate
Consolidation
Cavitation
Pneumatoceles, in infants
≤ 1 year old

and
at least one of the following:

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.1

New onset of purulent sputum3,
or change in character of
sputum4, or increased
respiratory secretions, or
increased suctioning
requirements
New onset or worsening cough
or dyspnea, or tachypnea5
Rales6 or bronchial breath
sounds
Worsening gas exchange (e.g.
O2 desaturations [e.g.,
7
PaO2/FiO2 < 240] , increased
oxygen requirements, or
increased ventilator demand)
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:

Positive PCR for Chlamydia or Mycoplasma
Positive micro-IF test for Chlamydia
Positive culture or visualization by micro-IF of
Legionella spp, from respiratory secretions or
tissue.
Detection of Legionella pneumophila serogroup 1
antigens in urine by RIA or EIA
Fourfold rise in L. pneumophila serogroup 1
antibody titer to 1:128 in paired acute and
convalescent sera by indirect IFA.
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Specific Site Algorithm for Pneumonia in Immunocompromised Patients (PNU3)
Radiology

Signs/Symptoms

Two or more serial chest
radiographs with at least
1,2
one of the following :

Patient who is
immunocompromised13 has at least
one of the following:

New or progressive and
persistent infiltrate

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

Consolidation

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

Laboratory
At least one of the following:

Cavitation
Pneumatoceles, in
infants ≤ 1 year old

NOTE: In patients
without underlying
pulmonary or cardiac
disease (e.g. respiratory
distress syndrome,
bronchopulmonary
dysplasia, pulmonary
edema, or chronic
obstructive pulmonary
disease), one definitive
chest radiograph is
1
acceptable.

New onset of purulent sputum3, or
4
change in character of sputum , or
increased respiratory secretions, or
increased suctioning requirements

Matching positive blood and sputum cultures
with Candida spp. 14, 15
Evidence of fungi or Pneumocystis carinii from
minimally contaminated LRT specimen (e.g.,
BAL or protected specimen brushing) from
one of the following:
- Direct microscopic exam
- Positive culture of fungi
Any of the following from
LABORATORY CRITERIA DEFINED UNDER
PNU2

New onset or worsening cough, or
dyspnea, or tachypnea5
Rales6 or bronchial breath sounds
Worsening gas exchange (e.g. O2
desaturations [e.g., PaO2/FiO2 <
240], increased oxygen
requirements, or increased
ventilator demand)
Hemoptysis
Pleuritic chest pain

Footnotes to Algorithms:
1.Occasionally, in nonventilated patients, the diagnosis of nosocomial pneumonia may be quite clear on the
basis of symptoms, signs, and a single definitive chest radiograph. However, in patients with pulmonary or
cardiac disease (for example, interstitial lung disease or congestive heart failure), the diagnosis of pneumonia
may be particularly difficult. Other non-infectious conditions (for example, 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 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.
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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 reports these data
qualitatively (e.g., “many WBCs” or “few squames”), be sure their descriptors match this definition of
purulent sputum. This laboratory confirmation is required since written clinical descriptions of purulence are
highly variable.
4. A single notation of either purulent sputum or change in character of the sputum, is not meaningful;
repeated notations over a 24 hour period would be more indicative of the onset of an infectious process.
Change in character of sputum refers to the color, consistency, odor and quantity.
5. In adults, tachypnea is defined as respiration rate >25 breaths per minute. Tachypnea is defined as >75
breaths per minute in premature infants born at <37 weeks gestation and until the 40th week; >60 breaths per
minute in patients <2 months old; >50 breaths per minute in patients 2-12 months old; and >30 breaths per
minute in children >1 year old.
6. Rales may be described as “crackles”.
7. This measure of arterial oxygenation is defined as the ratio of the arterial tension (PaO2) to the inspiratory
fraction of oxygen (FiO2).
8. Care must be taken to determine the etiology of pneumonia in a patient with positive blood cultures and
radiographic evidence of pneumonia, especially if the patient has invasive devices in place such as
intravascular lines or an indwelling urinary catheter. In general, in an immunocompetent patient, blood
cultures positive for coagulase negative staphylococci, common skin contaminants, and yeasts will not be the
etiologic agent of the pneumonia.
9. Refer to Threshold values for cultured specimens on page 18. An endotracheal aspirate is not a minimally
contaminated specimen. Therefore, an endotracheal aspirate does not meet the laboratory criteria.
10. Once laboratory-confirmed cases of pneumonia due to respiratory syncytial virus (RSV), adenovirus, or
influenza virus have been identified in a hospital, clinician’s presumptive diagnosis of these pathogens in
subsequent cases with similar clinical signs and symptoms is an acceptable criterion for presence of
nosocomial infection.
11. Scant or watery sputum is commonly seen in adults with pneumonia due to viruses and Mycoplasma
although sometimes the sputum may be mucopurulent. In infants, pneumonia due to RSV or influenza yields
copious sputum. Patients, except premature infants, with viral or mycoplasmal pneumonia may exhibit few
signs or symptoms, even when significant infiltrates are present on radiographic exam.
12. Few bacteria may be seen on stains of respiratory secretions from patients with pneumonia due to
Legionella spp, mycoplasma, or viruses.
13. Immunocompromised patients include those with neutropenia (absolute neutrophil count <500/mm3),
leukemia, 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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PNEUM ONIA FLOW DIAGRAM
Fac ility ID # __ _____ ______

E ve nt # __ _____ ______

E vent D ate _

___/__ _ _/__ _____ __

X-Ray

Instruct ions : Comp lete fo rm onl y if x-ra y c rite ria are met
Patient wi th u nderl yin g di seases1,2 has 2 or more
serial X-ra ys with one of the following:

Patient wi th ou t un derl yi ng disea ses1,2 has 1 or m ore
serial X-ra ys with one of the following:



New



New



Cons olidation



Consolidation



Ca vitation



Ca vitation



Pneumat oceles, in ≤1 y. o.



Pneumat oceles, in ≤1 y. o.

or p rog res sive an d persistent infiltrate

or p rog ress ive an d persistent infiltrate

Signs andSymptoms

At least one of the f ollowing:

At least one of the f ollowing in an
imm un oc om pro mise d patie nt13 :



Fever (> 38° C/10 0.4° F ) with no othe r caus e



Leuko penia ( < 4,00 0 WBC/mm ³) or leu koc ytosis
(> 12,0 00 WBC/ mm³ )



Altered ment al status with no o ther ca use, in > 70 y.o .

At least tw o of t he following:

At least one of the f ollowing:





New onset of pu rulent sputu m,3
or change in cha racte r of
sputum, or ↑ respirato ry
secretions , or ↑ s uctioning
requirem ents 4



New onset or worsening cou gh,
or d yspnea, o r tach ypne a5



Rales 6 or bronc hial b reath
sounds



New ons et or worsening cou gh,
or d yspnea, o r tach ypne a5



Rales 6 or bronchial b reath
sounds



Worsening gas e xc hang e (e. g.,
O2 desats [e.g., Pa O2 /FiO2
< 240],7 ↑ O2 r eq, o r
↑ ventilation deman d)

Laboratory



New onset of pu rulent sputu m,3
or change in cha racte r of sputu m,
or ↑ respirato r y secretions , o r
↑ suc tioning requi rements 4

Worsening gas e xchang e (e. g.,
O2 desats [e.g., Pa O2 /FiO2
< 240],7 ↑ O2 r eq, o r ↑ ventilation
demand )

At leas t one of the f ollowing10-12 :



Positive blood culture n ot
related to anothe r infection 8



Positive c ulture of virus o r
Chla my dia from res pirato r y
secretions

Positive pleural fluid c ulture
Positive quantitativ e c ulture9
from minimally conta minated
LRT s pecimen (e.g., BA L or
protec ted s pecimen
brus hing)



Positive detection of viral antige n
or antibod y f rom respirato ry
secretions (e.g., EIA , FA MA,
shell vial assay, PCR )





> 5% BA L-obt ained cells
c ontain intracellular bacteria
on direct microsc opic exam

4-fold rise in paire d sera (Ig G) for
pathogen (e.g ., Influen za virus es,
Chla my dia)





Histopathologic exa m shows
one of the f ollowing:

Positive PCR fo r Chla mydia o r
Mycoplas ma



Positive micro-IF test for
Chla my dia



Positive c ulture or micro-I F of
Legionella spp from res pirat or y
secretions or tissue

•

Positive quantitati ve
culture 9 of lung
parenc h yma

•

Evidence of lung
parenc h yma in vasion b y
fungal hyphae or
pseudoh yphae



Altered ment al s tatus with no
other c ause, in > 70 y.o.



New ons et of pu rulent sputu m,3 or
change in c haracte r of sput um, o r
↑ respira tor y secretions , o r
↑ suctioning requi rements 4



New ons et or worsening cou gh, o r
dyspnea, or t ac hyp nea5



Rales 6 or bronchial b reath sou nds



Worsening gas e xchang e (e. g., O2
des ats [e.g., Pa O2 /Fi O2 < 240],7
↑ O2 req, o r ↑ ve ntilation demand )



Hemopt ysis



Pleuritic chest pain

At least one of following:




Absces s formation or f oci
of c onsolidation with
intense PMN
acc umulation in
bronchioles and al veoli

Fev er (> 38° C/10 0.4° F ) with no
other c ause

ed
d
mis
ise
pro
om
rom
c
no
mp
u
o
c
m
no
Im
mu
Im

At least one of the f ollowing:

•





Detec tion of Le gionella
pneu mophila s er ogro up 1
antigens in urine b y R IA or EIA



4-fold rise in L. p neu mop hila
antibody titer to > 1:12 8 in paired
acute and c on vales cent s era b y
indirec t IFA



Matching positive blood
and sputum cultu res with
Candida spp14,15



Evidenc e of f ungi or
Pneu mocytis c arinii from
minimally contaminated
LRT s pecimen (e.g., BAL
or pr otected specimen
brushing) f rom on e of the
following:
•

Direct microscopic
exam

•

Positive culture of
fungi

Immunoc
omprom
ised
Immunocom
promised

 PNU2: Pne u mo nia wit h
com m on bac terial or
filam en to us f un gal pa th oge ns


PNU1: Cli nicall y

defi ne d p neu m onia
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PNEUMONIA FLOW DIAGRAM
ALTERNATE CRITERIA FOR INFANTS AND CHILDREN
Facility ID # _____________

Event # _____________

Event Date _ ___/___ _/_________

X-Ray

Instructions: Complete form only if x-ray criteria are met
Patient with underlying diseases1,2 has 2 or more
serial X-rays with one of the following:

Patient without underlying diseases1,2 has 1 or more
serial X-rays with one of the following:

 New or progressive and persistent infiltrate

 New or progressive and persistent infiltrate

 Consolidation

 Consolidation

 Cavitation

 Cavitation

 Pneumatoceles, in ≤1 y.o.

 Pneumatoceles, in ≤1 y.o.

Infants < 1 y.o.

Children >1 or < 12 y.o.

Signs and Symptoms



Worsening gas exchange (e.g., O2 desats [e.g.,
pulse oximetry <94%], ↑ O2 req, or ↑ ventilation
demand)

At least three of the following:


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

and three of the following:


Temperature instability with no other recognized
cause



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



Leukopenia (< 4,000 WBC/mm³)
or leukocytosis (> 15,000 WBC/mm³) and left
shift (> 10% band forms)



New onset of purulent sputum,3 or change in
character of sputum4, or ↑ respiratory secretions,
or ↑ suctioning requirements



New onset of purulent sputum,3 or change in
character of sputum4, or ↑ respiratory secretions,
or ↑ suctioning requirements



New onset or worsening cough, or dyspnea,
apnea, or tachypnea5



Rales6 or bronchial breath sounds



Apnea, tachypnea5, nasal flaring with retraction
of chest wall or grunting





Wheezing, rales6, or rhonchi

Worsening gas exchange ( e.g., O2 desats [e.g.,
pulse oximetry < 94%], ↑ O2 req, or ↑ ventilation
demand)



Cough



Bradycardia (<100 beats/min.) or tachycardia
(> 170 beats/min.)

 PNU1:
Clinically defined pneumonia
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Threshold values for cultured specimens used in the diagnosis of pneumonia

Specimen collection/technique

Values ___

Lung parenchyma*

>104 cfu/g tissue

Bronchoscopically (B) obtained specimens
Bronchoalveolar lavage (B-BAL)
Protected BAL (B-PBAL)
Protected specimen brushing (B-PSB)

>104 cfu/ml
>104 cfu/ml
>103 cfu/ml

Nonbronchoscopically (NB) obtained (Ablind@) specimens
NB-BAL
NB-PSB

>104 cfu/ml
>103 cfu/ml

cfu = colony forming units
g = gram
ml = milliliter

Comment:
* Open-lung biopsy specimens and immediate post-mortem specimens obtained by transthoracic
or transbronchial biopsy
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Numerator Data: The Pneumonia (PNEU) Form (CDC 57.75G) is used to collect and report
each VAP that is identified during the month selected for surveillance. The Instructions for
Completion of Pneumonia Form (Tables 3 and 2a) includes brief instructions for collection and
entry of each data element on the form. The pneumonia form includes patient demographic
information and information on whether or not mechanically assisted ventilation was present.
Additional data include the specific criteria met for identifying pneumonia, whether the patient
developed a secondary bloodstream infection, whether the patient died, and the organisms
isolated from cultures and their antimicrobial susceptibilities.
Denominator data: The number of patients managed with a ventilatory device is collected daily,
at the same time each day, according to the chosen location using the appropriate form (CDC
57.75J, 57.75K, and 57.75L). These daily counts are summed and the total is entered for the
month. The data are collected individually for each of the locations identified.
Data Analyses: The VAP rate per 1000 ventilator-days is calculated by dividing the number of
VAPs by the number of ventilator-days and multiplying the result by 1000. The Ventilator
Utilization Ratio is calculated by dividing the number of ventilator-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, as well as by each birthweight category
in NICUs.

Catheter-Associated Urinary Tract Infection (CAUTI) Event
Introduction: The urinary tract is the most common site of nosocomial infection, accounting
for more than 40% of infections reported by acute care hospitals. Virtually all urinary tract
infections (UTI) are caused by instrumentation of the urinary tract.
Although generally assumed to have low associated morbidity, CAUTI can lead to such
complications as cystitis, pyelonephritis, gram-negative bacteremia, prostatitis, epididymitis, and
orchitis in males and, less commonly, endocarditis, vertebral osteomyelitis, septic arthritis,
endophthalmitis, and meningitis in all patients. Complications associated with CAUTI cause
discomfort to the patient, prolonged hospital stay, and increased cost and mortality.
Prevention of CAUTIs is discussed in the CDC/HICPAC document, Guideline for
Prevention of Catheter-associated Urinary Tract Infections 3.
Settings: Surveillance will occur in any of three types of locations: (1) ICUs, (2) specialty care
areas (includes hematology/oncology wards, bone marrow transplant units, solid organ transplant
units, inpatient dialysis units, long term acute care areas), and (3) any other patient care location
in the institution (e.g., surgical wards).
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Requirements: Surveillance for CAUTI is performed in at least one location in the healthcare
institution for at least one calendar month as indicated in the Patient Safety Monthly Reporting
Plan (CDC 57.75A).
Definitions: Catheter-associated urinary tract infections are classified into two groups with
specific sets of criteria for each: symptomatic urinary tract infections (SUTI) and asymptomatic
bacteriuria (ASB). Report only those events that are associated with the nursing care area where
the patient was assigned when the infection was acquired and are catheter-associated (patient had
an indwelling urinary catheter at the time of or within 7 days before the onset of the event). If the
UTI develops in a patient within 48 hours of discharge from that location, indicate the
discharging location on the infection report, not the current location of the patient. NOTE: There
is no minimum period of time that the catheter must be in place in order for the UTI to be
considered catheter-associated.
•

Indwelling catheter: a drainage tube that is inserted into the urinary bladder through the
urethra, is left in place, and is connected to a closed collection system; also called a Foley
catheter. Does not include straight in-and-out catheters.

Symptomatic urinary tract infection (SUTI)
A symptomatic urinary tract infection must meet at least one of the following criteria:
Criterion 1: Patient has at least one of the following signs or symptoms with no other
recognized cause: fever (>38°C), urgency, frequency, dysuria, or suprapubic tenderness
and
patient has a positive urine culture, that is, >105 microorganisms per cc of urine with no
more than two species of microorganisms.
Criterion 2: Patient has at least two of the following signs or symptoms with no other
recognized cause: fever (>38°C), urgency, frequency, dysuria, or suprapubic tenderness
and
at least one of the following:
a.
positive dipstick for leukocyte esterase and/or nitrate
b.
pyuria (urine specimen with > 10 wbc/mm3 or > 3 wbc/high power field of
unspun urine)
c.
organisms seen on Gram stain of unspun urine
d.
at least two urine cultures with repeated isolation of the same uropathogen (gram
negative bacteria or S. saprophyticus) with > 102 colonies/ml in nonvoided
specimens
e.
< 105 colonies/ml of a single uropathogen (gram-negative bacteria or S.
saprophyticus) in a patient being treated with an effective antimicrobial agent for
a urinary tract infection
f.
physician diagnosis of a urinary tract infection
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g.

physician institutes appropriate therapy for a urinary tract infection.

Criterion 3: Patient < 1 year of age has at least one of the following signs or symptoms with
no other recognized cause: fever (>38°C rectal), hypothermia (<37°C rectal), apnea,
bradycardia, dysuria, lethargy, or vomiting
and
patient has a positive urine culture, that is, > 105 microorganisms per cc of urine with no
more than two species of microorganisms.
Criterion 4: Patient < 1 year of age has at least one of the following signs or symptoms with
no other recognized cause: fever (>38°C rectal), hypothermia (<37°C rectal), apnea,
bradycardia, dysuria, lethargy, or vomiting
and
at least one of the following:
a.
positive dipstick for leukocyte esterase and/or nitrate
b.
pyuria (urine specimen with > 10 wbc/mm3 or > 3 wbc/high power field of
unspun urine)
c.
organisms seen on Gram stain of unspun urine
d.
at least two urine cultures with repeated isolation of the same uropathogen (gram
negative bacteria or S. saprophyticus) with > 102 colonies/ml in nonvoided
specimens
e.
< 105 colonies/ml of a single uropathogen (gram-negative bacteria or S.
saprophyticus) in a patient being treated with an effective antimicrobial agent for
a urinary tract infection
f.
physician diagnosis of a urinary tract infection
g.
physician institutes appropriate therapy for a urinary tract infection.
Asymptomatic Bacteriuria (ASB)
An asymptomatic bacteriuria must meet at least one of the following criteria:
Criterion 1: Patient has had an indwelling urinary catheter within 7 days before the culture
and
patient has a positive urine culture, that is, > 105 microorganisms per cc of urine with no
more than two species of microorganisms
and
patient has no fever (>38°C), urgency, frequency, dysuria, or suprapubic tenderness.
Numerator Data: The Urinary Tract Infection (UTI) Form (CDC 57.75H) is used to collect and
report each CAUTI that is identified during the month selected for surveillance. The Instructions
for Completion of Urinary Tract Infection Form (Tables 4 and 2a) includes brief instructions for
collection and entry of each data element on the form. The UTI form includes patient
demographic information and information on whether or not an indwelling urinary catheter was
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present. Additional data include the specific criteria met for identifying the UTI, whether the
patient developed a secondary bloodstream infection, whether the patient died, and the organisms
isolated from cultures and their antimicrobial susceptibilities.
Denominator data: The number of patients with an indwelling urinary catheter device is
collected daily, at the same time each day, according to the chosen location using the appropriate
form (CDC 57.75J, 57.75K, and 57.75L). These daily counts are summed and the total is entered
for the month. The data are collected separately for each of the locations monitored.
Data Analyses: 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.

Dialysis Incident (DI) Event
Introduction: At the end of 2000, >240,000 patients were being treated with chronic
hemodialysis at >3,600 dialysis centers in the United States. Hemodialysis patients require a
vascular access, which can either be a large blood vessel or catheter that can be punctured to
remove and replace blood. Bacteremias and localized infections of the vascular access site are
common in hemodialysis patients 4, 5, 6, 7, 8. The vascular access types, which are ordered
according to increasing risk of infection, include arteriovenous fistulas created from the patient’s
own blood vessels; arteriovenous grafts constructed from synthetic materials; permanent central
lines ; and temporary central lines. A port access device is a relatively new access type that is
thought to have an infection risk intermediate between grafts and permanent central lines.
Because of frequent hospitalizations and receipt of antimicrobial drugs, hemodialysis patients are
at high risk for infection with drug-resistant bacteria.
Settings: Surveillance will occur in patients who are treated in outpatient hemodialysis centers.
These may be attached to or affiliated with a hospital, but should serve mostly hemodialysis
outpatients.
Requirements: Surveillance for dialysis incidents for at least one month among chronic
hemodialysis patients at an outpatient hemodialysis facility as indicated in the Patient Safety
Monthly Reporting Plan (CDC 57.75A).
Definitions: Data recorded on the Dialysis Incident forms are evaluated with a computer
algorithm to determine whether each incident meets the definitions of one or more events.
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Local access infection: Pus, redness, or swelling of the vascular access site and accessassociated bacteremia was not present and patient was hospitalized or had initiation of an IV
antimicrobial agent.
Access-associated bacteremia: Blood culture positive with source identified as the vascular
access site or unknown.
Vascular access infection: Either local access infection or access-associated bacteremia.
DI Rules for Entering an Event
Numerator Data: For each patient with a hospitalization, outpatient IV antimicrobial start, or
positive blood culture, participating dialysis centers will complete one Dialysis Incident Form
(CDC 57.75E).The data on the Dialysis Incident Form are evaluated by computer algorithm to
determine the presence or absence of several outcome events (see Definitions). The Instructions
for Completion of Dialysis Incident Form (Tables 8 and 2a) includes patient demographic
information and brief instructions for collection and entry of each data element on the form.
Hospitalization: The patient stayed overnight in a hospital, not just those related to infections or
those where the patient was directly admitted from the dialysis unit. Each time a patient is
hospitalized (no matter how soon after the last hospitalization), enter it as a new event. If the
patient was hospitalized and returns to the dialysis unit on IV antimicrobials, both will be
included in the same event -- do NOT enter a second event.
IV antimicrobial start: Include all IV antimicrobial starts, not just those with vancomycin or for
a vascular access problem. If IV antimicrobials are stopped for less than 21 days and then
restarted, this is NOT considered a new event. However, if IV antimicrobials are stopped for 21
or more days and then restarted, this is considered a new event.
Positive blood culture: Include all patients with a positive blood culture even if they did not have
an associated hospitalization or in-unit IV antimicrobial start. Include blood cultures taken as an
outpatient or within 1 day after a hospital admission. If the patient had an associated
hospitalization or in-unit IV antimicrobial start, use the appropriate rule (above) for entering the
event; if the patient had neither, enter a new event for positive blood cultures occurring 21 days
or more after the first.

Denominator Data: The number of chronic hemodialysis patients with each access type who
received hemodialysis at the center during the first two working days of the month is recorded on
the Denominators for Outpatient Dialysis Form (CDC 57.75M). These data are used to estimate
the number of patient-months. Only chronic hemodialysis outpatients are included. The
Instructions for Completion of Denominators for Outpatient Dialysis (Table 9) includes brief
instructions for collection and entry of each data element on the form.
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Data Analyses: The numbers of various events are tabulated, and rates of these events per 100
patient-months calculated by dividing the number of events by the number of patient-months and
multiplying the result by 100. These rates are stratified by vascular access type and compared to
the mean rate of all centers combined.

Medication-Associated Module
Antimicrobial Use and Resistance (AUR) Option
Introduction: Rates of resistance to antimicrobials agents are increasing rapidly at U.S.
hospitals. The two main reasons for this increase are patient-to-patient transmission of resistant
organisms and selection of resistant organisms because of antimicrobial receipt. 9 Previous
studies have shown that feedback of rates of antimicrobial use and resistance to clinicians can
improve the appropriateness of antimicrobial prescribing. Use of the AUR Option will assist
hospitals in collecting data on antimicrobial resistance and/or antimicrobial use so that this
information can be used for prevention purposes. The AUR Option does not collect data on
healthcare-associated infections. Therefore, we strongly encourage the simultaneous collection
of data using the Device-Associated Event Module for the same months and in the same
locations as followed in the AUR Option.
Settings: All data are collected for all three of the following: 1) at least one intensive care unit
or specialty care area (ICU/SCA), 2) all non-ICU/SCA areas combined, and 3) all outpatient
areas combined. Exception: No pharmacy data are collected on outpatient areas.
Requirements: If the AUR Option is chosen, either or both microbiology laboratory and
pharmacy data may be reported for the locations specified below in item 2 for a minimum of 6
months per calendar year (Antimicrobial Use and Resistance (AUR) Microbiology - Laboratory
Data (CDC 57.75P) and Antimicrobial Use and Resistance (AUR) - Pharmacy Data (CDC
57.75Q)). Submission of fewer than 6 months will not be adequate to accurately measure
antimicrobial resistance or use rates. If more than one ICU/SCA is followed, at least 6 months of
data for each ICU/SCA, in addition to the data from the combined inpatient non-ICU/SCA areas
and combined outpatient areas, must be reported.
1. The unit of data collection is one month.
2. An acceptable month of data includes:
a. Data submitted for all three of the following hospital areas: 1) at least one
ICU/SCA, 2) all non-ICU/SCA inpatient areas combined, and 3) all outpatient
areas combined.
b. Each month, each hospital chooses to monitor either microbiology data or
pharmacy data or both and indicates its choice on the Patient Safety Monthly
Reporting Plan (CDC 57.75A)
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c. All data fields on the selected AUR Monthly Report forms are completed for each
hospital area being followed.
The Instructions for Completion of AUR Option (Microbiology and Pharmacy) (Table
10) includes brief instructions on how to complete all data fields on the selected AUR Monthly
Report forms for each hospital area being followed.
Definitions: See Instructions for Completion of AUR Option (Microbiology and Pharmacy)
(Table 11).
Numerator Data:
Microbiology: Antimicrobial susceptibility test results on all nonduplicate, clinical isolates
processed by the laboratory during each study month are reported. Susceptible (S), intermediate
(I), and resistant (R) isolates are stratified by ICU/SCA, combined non-ICU inpatient areas, and
combined outpatient areas. All nonduplicate isolates, whether responsible for hospital-associated
or community-associated infection or for colonization, are reported by participating hospitals,
with the exception of surveillance cultures. Participating hospitals must use Clinical Laboratory
Standards Institute (CLSI)(formerly National Committee for Clinical Laboratory Standards
[NCCLS]) interpretive standards for minimum inhibitory concentration or zone diameter testing
standards to report numbers of susceptible, intermediate, or resistant organisms. Antimicrobial
resistance rates are calculated by using the number of resistant isolates as the numerator.
Pharmacy: The number of grams or million international units (mill. I. U.), as appropriate, are
reported monthly for inpatients for selected oral and parenteral antimicrobial agents. These
amounts are converted to defined daily doses (DDD) for each antimicrobial agent by dividing the
amount used in the inpatient location by the appropriate DDD conversion value (Table 15). 10
Antimicrobial use rates are calculated by using the number of DDD of antimicrobial agent as the
numerator (see Data Analysis below for rate formula).
Denominator Data: Antimicrobial resistance rates are calculated by using the number of tested
isolates as the denominator. Antimicrobial use rate denominators are patient-days per time
period of analysis stratified by area of utilization. If a screening test is used to eliminate
susceptible isolates for further testing to a specific antimicrobial, the total number of isolates
screened or tested should be used in the denominator.
Data Analyses: Antimicrobial resistance data are expressed as prevalence resistance rates per
100 isolates tested (i.e., # resistant isolates / # isolates tested x 100).
Antimicrobial use data are expressed as incidence density rates of DDD per 1000 patientdays stratified by hospital area according to the formula below. Antimicrobials with similar
spectrum or clinical indications are grouped prior to analysis.
DDD per 1,000 patient-days = DDD of antimicrobial x 1000
# Patient-days
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Procedure-Associated Module
Methodology
This module requires active, patient-based, prospective surveillance of operative procedureassociated infections and their corresponding denominator data by a trained infection control
professional (ICP). This means that the ICP shall seek out infections during a patient’s stay by
screening a variety of data sources, such as laboratory, pharmacy, admission/discharge/transfer,
radiology/imaging, and pathology databases, and patient charts, including history and physical
notes, nurses/physicians notes, temperature charts, etc. Others may be trained to screen data
sources for these infections, but the ICP must make the final determination. Post-procedure
pneumonia (PPP) events are monitored only for patients undergoing inpatient operative
procedures and only during the patient’s stay (i.e., do not use post-discharge surveillance
methods for PPP). Use post-discharge surveillance methods to detect SSIs following in- and
outpatient operative procedures. These methods include 1) direct examination of patients’
wounds during follow-up visits to either surgery clinics or physicians’ offices, 2) review of
medical records or surgery clinic patient records, 3) surgeon surveys by mail or telephone, and 4)
patient surveys by mail or telephone (though patients may have a difficult time assessing their
infections) 11. Any combination of these methods is acceptable for use; however, CDC criteria
for SSI must be used. To minimize the ICP’s data collection burden, others may be trained to
collect the denominator data (e.g., OR staff). In addition, downloads of operating room data may
be done (see file specifications).

Surgical Site Infection (SSI) Event
Introduction: In the United States, an estimated 27 million surgical procedures are performed
each year. 12 According to data reported to the NNIS system, SSIs are the third most common
nosocomial infection, accounting for 14% to 16% of all nosocomial infections among
hospitalized patients. 13 From 1986 to 1996, hospitals conducting SSI surveillance in the NNIS
system reported 15,523 SSIs following 593,344 operations (CDC, unpublished data).
Among surgical patients, 38% of all reported infections were SSIs. When surgical
patients with SSI died, 77% of the deaths were reported to be related to the infection, and the
majority (93%) were serious infections involving organs or spaces accessed during the operation
(CDC, unpublished data).
Advances in infection control practices include improved operating room ventilation,
sterilization methods, barriers, surgical technique, and availability of antimicrobial prophylaxis.
Despite these activities, SSIs remain a substantial cause of morbidity and mortality among
hospitalized patients.
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Surveillance of SSI with feedback of appropriate data to surgeons has been shown to be
an important component of strategies to reduce SSI risk. 14, 15 A successful surveillance program
includes the use of epidemiologically sound infection definitions and effective surveillance
methods, stratification of SSI rates according to risk factors associated with SSI development,
and data feedback. 16 The CDC’s recommendations for preventing SSIs were published in
1999.11
Settings: Surveillance will occur with surgical patients in any inpatient/outpatient setting where
the selected NHSN Operative Procedure(s) are performed.
Requirements: Select at least one NHSN operative procedure (Table 11) and indicate selected
procedure on the Patient Safety Monthly Reporting Plan (CDC 57.75A). Collect numerator and
denominator data on all selected procedures for at least one month.
Definitions:
AN NHSN operative procedure is a procedure 1) that is performed on a patient who is an NHSN
patient inpatient or an NHSN outpatient; and 2) 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 before the
patient leaves the OR; and 3) that is included in Table 11.
NHSN Inpatient: A patient whose date of admission to the healthcare facility and the date of
discharge are different calendar days.
NHSN Outpatient: A patient whose date of admission to the healthcare facility and date of
discharge are the same calendar day.
OR: A patient care area that meets the American Institute of Architects (AIA) criteria for an
operating room. This may include an operating room, C-Section room, interventional radiology
room, or a cardiac catheterization lab.
Implant: A nonhuman-derived implantable foreign body (e.g., prosthetic heart valve, nonhuman
vascular graft, mechanical heart, or hip prosthesis) that is permanently placed in a patient during
an NHSN operative procedure and is not routinely manipulated for diagnostic or therapeutic
purposes. Screws, wires, and mesh that are left permanently are considered implants.
A superficial incisional SSI must meet the following criterion:
Infection occurs within 30 days after the operative procedure
and
involves only skin and subcutaneous tissue of the incision
and
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patient 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 tissue from the
superficial incision.

c.

at least 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.
diagnosis of superficial incisional SSI by the surgeon or attending physician.

d.

NOTE: There are two specific types of superficial surgical 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 or chest incision for CBGB)
2. 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 CBGB)
A deep incisional SSI must meet the following criterion:
Infection occurs within 30 days after the operative procedure if no implant is left in place
or within one year if implant is in place and the infection appears to be related to the
operative procedure
and
involves deep soft tissues (e.g., fascial and muscle layers) of the incision
and
patient has at least one of the following:
a.
purulent drainage from the deep incision but not from the organ/space component
of the surgical site
b.
a deep incision spontaneously dehisces or is deliberately opened by a surgeon and
is culture-positive or not cultured when the patient has at least one of the
following signs or symptoms: fever (>38°C), or 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 is found on
direct examination, during reoperation, or by histopathologic or radiologic
examination
d.
diagnosis of a deep incisional SSI by a surgeon or attending physician.
NOTE: There are two specific types of deep surgical incisional SSIs:
1. Deep Incisional Primary (DIP) – a deep incisional SSI that is identified 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)
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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 [leg] incision for CBGB)
An organ/space SSI involves any part of the body, excluding the skin incision, fascia, or muscle
layers, that is opened or manipulated during the operative procedure. Specific sites are assigned
to organ/space SSI to further identify the location of the infection. The table below lists the
specific sites that must be used to differentiate organ/space SSI. An example is appendectomy
with subsequent subdiaphragmatic abscess, which would be reported as an organ/space SSI at the
intraabdominal specific site (SSI-IAB).
An organ/space SSI must meet the following criterion:
Infection occurs within 30 days after the operative procedure if no implant is left in place or
within one year if implant is in place and the infection appears to be related to the operative
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.
purulent drainage from a drain that is placed through a stab wound into the
organ/space
b.
organisms isolated from an aseptically obtained culture of fluid or tissue in the
organ/space
c.
an abscess or other evidence of infection involving the organ/space that is found
on direct examination, during reoperation, or by histopathologic or radiologic
examination
d.
diagnosis of an organ/space SSI by a surgeon or attending physician.
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Specific sites of an organ/space SSI
CODE
SITE
BONE Osteomyelitis

CODE
LUNG

BRST
CARD
DISC
EAR

Breast abscess or mastitis
Myocarditis or pericarditis
Disc space
Ear, mastoid

MED
MEN
ORAL
OREP

EMET
ENDO
EYE
GIT
IAB
IC

Endometritis
Endocarditis
Eye, other than conjunctivitis
GI tract
Intraabdominal, not specified else
Intracranial, brain abscess or
dura
Joint or bursa

OUTI
SA
SINU
UR
VASC
VCUF

JNT

SITE
Other infections of the respiratory
tract
Mediastinitis
Meningitis or ventriculitis
Oral cavity (mouth, tongue, or gums)
Other infections of the male or female
reproductive tract
Other infections of the urinary tract
Spinal abscess without meningitis
Sinusitis
Upper respiratory tract
Arterial or venous infection
Vaginal cuff

Numerator Data: All patients having a selected operation are monitored for signs of SSI. The
Surgical Site Infection (SSI) form (CDC 57.75N) is completed for each such patient found to
have an SSI.
NOTE:
•

If a patient has several NHSN operative procedures prior to an infection, report the
operative procedure code of the operation that was performed most closely in time prior
to the infection date, unless there is evidence that the infection is associated with a
different operation.

•

If more than one NHSN operative procedure was done through a single incision, attempt
to determine the procedure that is thought to be associated with the infection. If it is not
clear (as is often the case when the infection is a superficial incisional SSI), or if the
infection site being reported is not an SSI, use the NHSN Principal Operative Procedure
Selection Lists (Table 13) to select which operative procedure to report.

The Instructions for Completion of Surgical Site Infection Form (Tables 12 and 2a) includes
brief instructions for collection and entry of each data element on the form. The SSI form
includes patient demographic information and information about the operative procedure,
including the date and type of procedure. Information about the SSI includes the date of SSI,
specific criteria met for identifying the SSI, when the SSI was detected, whether the patient
developed a secondary bloodstream infection, whether the patient died, and the organisms
isolated from cultures and the organisms’ antimicrobial susceptibilities.
Denominator Data: For all patients having a procedure selected for surveillance during the
month, complete the Denominator for Procedure form (CDC 57.75O). The data are collected
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individually for each operative procedure performed during the month specified on the Patient
Safety Monthly Surveillance Plan (CDC 57.75A). The Instructions for Completion of
Denominator for Procedure Form (Table 14) includes brief instructions for collection and entry
of each data element on the form.
•

If more than one NHSN operative procedure is performed during the same trip to the OR, a
Denominator for Procedure (CDC 57.75O) record is generated for each operative procedure,
as long as both procedures are being monitored.

•

For bilateral operative procedures (e.g., KPRO), two separate Denominator for Procedure
(CDC 57.75O) are completed. To document the duration of the procedure, 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.

Data Analyses: The SSI rates per 100 operative procedures are calculated by dividing the
number of SSIs by the number of specific operative procedures and multiplying the results by
100. These calculations will be performed separately for the different types of operative
procedures and stratified by risk index. Standardized infection ratios are also calculated using
indirect standardization or multivariate models.

Post-procedure Pneumonia (PPP) Event
Introduction: Patients who undergo thoraco-abdominal operations are at increased risk of
acquiring nosocomial pneumonia, even in the absence of mechanical ventilation. 17, 18, 19 Based
on NNIS system reports, pneumonia was the third most frequently reported nosocomial infection
among hospitalized surgical patients (15%), and among thoracic surgery patients, 34% of the
nosocomial infections reported were pneumonia. Further, when NNIS surgical patients with
nosocomial infections died and the death was attributed to the infection, pneumonia was the most
frequently associated infection (38%). In this group, the risk of surgical patient death due to
nosocomial pneumonia was similar whether or not a mechanical ventilator was used. 20
Prevention of postoperative PNEU includes ambulation and deep breathing as soon as
possible after operation and, in some patients, the use of incentive spirometry.
Settings: Surveillance of surgical patients will occur in any inpatient setting where the selected
NHSN operative procedure(s) are performed.
Requirements: Select at least one NHSN operative procedure and indicate selected operation
on the Patient Safety Monthly Reporting Plan (CDC 57.75A). Collect numerator and
denominator data on all selected operations for at least one month.
Definitions: Pneumonia is identified by using a combination of radiologic, clinical, and
laboratory criteria (see definitions section under VAP event).
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Post-procedure Pneumonia: A pneumonia that meets the criteria after an inpatient operation takes
place.


Report as PPP those pneumonias that are detected prior to discharge following inpatient
operations.



Do not report PPP following outpatient operations.

Numerator Data: All inpatients having the selected procedure are monitored for signs of PPP.
The Pneumonia (PNEU) form (CDC 57.75G) is completed for each such patient found to have a
PPP. The Instructions for Completion of Pneumonia Form (Tables 3 and 2a) includes brief
instructions for collection and entry of each data element on the form. The PNEU form includes
patient demographic information and information about the operative procedure, including the
date and type of procedure. Additional data include the specific criteria met for identifying the
PNEU, whether the PNEU was also associated with the use of a ventilator, whether the patient
developed a secondary bloodstream infection, whether the patient died, and the organisms
isolated from cultures and the organisms’ antimicrobial susceptibilities.
Denominator Data: For all patients having a procedure selected for surveillance during the
month, complete Denominator for Procedure (CDC 57.75O). The data are collected
individually for each inpatient operative procedure performed during the month specified on the
Patient Safety Monthly Surveillance Plan (CDC 57.75A). The Instructions for Completion of
Denominator for Procedure (Table 15) includes brief instructions for collection and entry of
each data element on the form.
Data Analyses: The PPP rates per 100 operative procedures are calculated by dividing the
number of PPPs by the number of specific operative procedures and multiplying the results by
100. These calculations will be performed separately for the different types of operative
procedures.
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Table 1. Instructions for Completion of the Patient Safety Monthly Reporting Plan Form
(CDC 57.75A)
Data Field
Facility ID #
Month/Year
No NHSN Patient Safety
Modules Followed this
Month
Device-Associated Module
Locations

CLA BSI

DI

VAP

CAUTI

Procedure-Associated
Module
Procedures

Last Updated 02/23/2007

Instructions for Data Collection
The NHSN-assigned facility ID will be autoentered by the
computer.
Required. Enter the month and year for the surveillance plan being
recorded; use MM/YYYY format.
Conditionally required. Check this box if you do not plan to follow
any of the NHSN Patient Safety Modules during the month and
year selected.
Conditionally required. If you plan to follow device-associated
events, enter the location codes in this column for those facility
locations from which you will collect data about device-associated
events.
Conditionally required. If you plan to follow device-associated
events, check this box if you will collect central line-associated
bloodstream infection (CLA BSI) data and corresponding
summary (denominator) data for the location in the left column.
Conditionally required. If you plan to follow device-associated
events, check this box if you will collect dialysis incidents (DI)
data and corresponding summary (denominator) data for the
outpatient dialysis location in the left column.
Conditionally required. If you plan to follow device-associated
events, check this box if you will collect ventilator-associated
pneumonia (VAP) data and corresponding summary
(denominator) data for the location in the left column.
Conditionally required. If you plan to follow device-associated
events, Check this box if you will collect catheter-associated
urinary tract infection (CAUTI) data and corresponding summary
(denominator) data for the location in the left column.

Conditionally required. If you plan to follow procedure-associated
events, enter the procedure codes in this column for those NHSN
operative procedures for which you will collect data about selected
procedure-associated events and procedure-level denominator
data.
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Table 1. Instructions for Completion of the Patient Safety Monthly Reporting Plan Form
(CDC 57.75A)
Data Field
SSI (Circle one setting)

Post-procedure PNEU

Medication-Associated
Module
Locations

Microbiology

Pharmacy

Last Updated 02/23/2007

Instructions for Data Collection
Conditionally required. For each selected NHSN operative
procedure in the left column, if you plan to follow SSIs, choose
the patient population for which you will monitor this procedure.
Circle “In” to follow only inpatients, circle “Out” to follow only
outpatients, or circle “Both” to follow inpatients and outpatients.
If SSIs will not be monitored for this procedure for this month, do
not circle any of the choices.
Conditionally required For each selected NHSN operative
procedure in the left column, if you plan to follow Post-procedure
Pneumonia (PPP), circle “In”. If you do not monitor PPP, leave
this unmarked.
NOTE: Inpatient (“In”) is the only option for monitoring postprocedure pneumonia.

Conditionally required. If you plan to follow the antimicrobial use
and resistance (AUR) option, enter the location codes in this
column for those facility locations from which you will collect
data about antibiotic use and/or resistance. If you select this
module, you must choose 1) at least one intensive care unit (ICU)
or specialty care are (SCA) location and 2) all non-ICU/SCA
locations combined and 3) all outpatient locations combined.
NOTE: Pharmacy data are not collected for outpatient locations.
Conditionally required. If you plan to follow the AUR option,
check if you will submit microbiology data for the selected
location.
Conditionally required. If you plan to follow the AUR option,
check if you will submit pharmacy data for the selected location.
NOTE: Pharmacy data are not submitted from outpatient areas.
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Table 2. Instructions for Completing the Primary Bloodstream Infection (BSI) Form (CDC 57.75D)
Data Field
Facility ID #
Event #
Patient ID #

Social Security #
Secondary ID #
Patient Name
Gender
Date of Birth
Event Type
Date of Event
Post-procedure BSI
NHSN Procedure code

ICD-9-CM Procedure Code

Date of Procedure
Location

Date Admitted to Facility
Risk Factors
Last Updated 02/23/2007

Instructions for Data Collection
The NHSN-assigned facility ID will be autoentered by the computer.
Event ID number will be autoentered by the computer.
Required. Enter the alphanumeric patient ID number. This is the patient
identifier assigned by the hospital and may consist of any combination of
numbers and/or letters.
Optional. Enter the 9-digit numeric patient Social Security Number.
Optional. Enter the alphanumeric ID number assigned by the facility.
Optional. Enter the last, first, and middle name of the patient.
Required. Check Female or Male to indicate the gender of the patient.
Required. Record the date of the patient birth using this format:
MM/DD/YYYY.
Required. BSI.
Required. Enter date of this event using this format: MM/DD/YYYY.
Required. Check Y if this event occurred after an NHSN defined
procedure but before discharge from the facility, otherwise check N.
Conditionally required. Answer this question only if this patient
developed the BSI during the same admission as an operative procedure.
Enter the appropriate NHSN procedure code.
NOTE: A BSI cannot be “linked” to an operative procedure unless that
procedure has already been added to NHSN. If the procedure was
previously added, and the “Link to Procedure” button is clicked, the fields
pertaining to the operation will be autoentered by the computer.
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 autoentered 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.
Conditionally required. If procedure performed, enter date using this
format: MM/DD/YYYY.
Required. Enter the nursing care area where the patient was assigned
when the BSI was acquired. If the BSI develops in a patient within 48
hours of discharge from a location, indicate the discharging location, not
the current location of the patient.
Required. Enter date patient admitted to facility using this format:
MM/DD/YYYY.
Required. Answer this question if the location is an intensive care unit
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Table 2. Instructions for Completing the Primary Bloodstream Infection (BSI) Form (CDC 57.75D)
Instructions for Data Collection
Data Field
If ICU/Other locations, Central (ICU) or location other than a specialty care area (SCA) or neonatal
line
intensive care unit (NICU). Check Y if patient had a central line during
the 48 hour period before Event date, otherwise check N.
Risk Factors
Required. Answer these questions if the location is a SCA:
If Specialty Care Area,
Permanent central line
Check Y if patient had a tunneled or implanted central line during the
48-hour period before Event date, otherwise check N.
Temporary central line
Check Y if patient had a non-tunneled central line during the 48-hour
period before Event date, otherwise check N.
Risk Factors
Required. Answer these questions if the location is an NICU:
If NICU,
Central line
Umbilical catheter

Birth weight
Event Details:
Specific Event
BSI (check laboratoryconfirmed or clinical sepsis)
Event Details
If LCBI, indicate pathway

Event Details
Died
Event Details
BSI Contributed to Death
Event Details
Discharge Date
Event Details
Pathogen Identified
Last Updated 02/23/2007

Check Y if patient had a central line during the 48-hour period before
Event date, otherwise check N.
Check Y if patient had an umbilical catheter during the 48-hour period
before Event date, otherwise check N.
Required. Enter patient weight at birth in grams.
Required. Check either laboratory-confirmed (LCBI) or clinical sepsis
(CSEP) indicating the specific site of this BSI event. NOTE: CSEP may
be used only for neonates and infants.
Conditionally required. If LCBI, check the LCBI criteria applicable to
this event:
__ Recognized pathogens: ≥1 blood culture positive
__ Other organisms: ≥2 blood cultures from separate sites drawn on
separate occasions positive for same organism + clinical symptoms
__ Other organisms: ≥1 blood culture positive + clinical symptoms +
antimicrobial therapy
Required. Check Y if patient died during the hospitalization, otherwise
check N.
Conditionally required if patient died. Check Y if the BSI contributed to
death, otherwise check N.
Optional. Date patient discharged from facility using this format:
MM/DD/YYYY.
Required. Enter Y if pathogen identified, otherwise check N. If Yes,
specify pathogen(s) on reverse of form (see Table 2a for instructions).
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Table 2. Instructions for Completing the Primary Bloodstream Infection (BSI) Form (CDC 57.75D)
Data Field

Custom Fields and Labels

Comments

Instructions for Data Collection
NOTE: If LCBI, this field will be autofilled by the computer as Y.
If CSEP, this field will be autofilled by the computer as N.
Optional. Up to two date fields, two numeric fields, and 10 alphanumeric
fields that may be customized for local use (optional). NOTE: Each
Custom Field must be set up in the Facility/Custom Options section of the
application before the field can be selected for use.
Optional. Enter any information on the Event. This information may not
be analyzed.

Table 2a. Instructions for Completion of the Back of the Following Forms:
Primary Bloodstream Infection (CDC 57.75D); Pneumonia (CDC 57.75G); Urinary Tract
Infection (CDC57.75H); Surgical Site Infection (CDC 57.75N); Dialysis Incident (CDC 57.75E)
Data Field

Instructions for Data Collection/Entry

For specified Gram-positive Up to three pathogens may be reported. If multiple pathogens are
and Gram-negative Organisms, identified, enter the pathogen judged to be the most important cause of
Pathogen #
infection as #1, the next most as #2, and the least as #3 (usually this order
will be indicated on the laboratory report).
Antimicrobial agent and
susceptibility results

For Other Organisms,
Pathogen #

Antimicrobial agent and
susceptibility results
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If the pathogen(s) reported are those specified on the form, then for each
antimicrobial agent listed, circle the pathogen’s susceptibility result:
S - Susceptible, I - Intermediate, R - Resistant, N - Not Tested.
Additional antimicrobial agents and susceptibility results may be reported
for up to a total of 20 agents.
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).
For each pathogen, up to 20 antimicrobial agents and susceptibility results
may be reported:
S - Susceptible, I - Intermediate, R - Resistant, N - Not Tested
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Table 3. Instructions for Completion of Pneumonia (PNEU) Form (CDC 57.75.G)
Data Field
Instructions for Data Collection
Facility ID #
The NHSN-assigned facility ID will be autoentered by the
computer.
Event #
Event ID number will be autoentered by the computer.
Patient ID #
Required. Enter the alphanumeric patient ID number. This is the
patient identifier assigned by the hospital and may consist of any
combination of numbers and/or letters.
Social Security #
Optional. Enter the 9-digit numeric patient Social Security Number.
Secondary ID #
Optional. Enter the alphanumeric ID number assigned by the
facility.
Patient Name
Optional. Enter the last, first, and middle name of the patient.
Gender
Required. Check Female or Male to indicate the gender of the
patient.
Date of Birth
Required. Record the date of the patient birth using this format:
MM/DD/YYYY.
Event Type
Required. Enter PNEU.
Date of Event
Required. Enter date of this event using this format:
MM/DD/YYYY.
Post-procedure PNEU
Required. Check Y if this event occurred after an NHSN defined
procedure but before discharge from the facility, otherwise check N.
NHSN Procedure code
Conditionally required. Answer this question only if this patient
developed the PNEU during the same admission as an operative
procedure. Enter the appropriate NHSN procedure code.
NOTE: A PNEU cannot be “linked” to an operative procedure
unless that procedure has already been added to NHSN. If the
procedure was previously added, and the “Link to Procedure” button
is clicked, the fields pertaining to the operation will be autoentered
by the computer.
ICD-9-CM Procedure
Optional. The ICD-9-CM code may be entered here instead of (or in
Code
addition to) the NHSN Procedure Code. If the ICD-9-CM code is
entered, the NHSN code will be autoentered 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.
Date of Procedure
If procedure performed, enter date using this format:
MM/DD/YYYY.
Location
Required. Enter the nursing care area where the patient was
assigned when the PNEU was acquired. If the PNEU develops in a
patient within 48 hours of discharge from a location, indicate the
Last Updated 02/23/2007
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discharging location, not the current location of the patient.
Required. Enter date patient admitted to facility using this format:
MM/DD/YYYY.

Date Admitted to
Facility
Risk Factors
Ventilator Required. Check Y if the patient with PNEU had a device to assist
or control respiration continuously through a tracheostomy or by
endotracheal intubation, inclusive of the weaning period, within the
48-hour period before developing infection, otherwise check N.
Birth weight Conditionally required. If the patient is a NICU patient, enter the
patient’s birth weight in grams.
Event Details: PNEU
Required. Check either Clinically Defined Pneumonia (PNU1),
Specific Event
Pneumonia with specific laboratory findings (PNU2), or Pneumonia
in immunocompromised patients (PNU3), whichever criteria are met
for this event.
Event Details:
Required. Check Y or N to indicate if the patient had a secondary
Secondary Bloodstream BSI.
Infection
Event Details:
Required. Check Y if patient died during the hospitalization,
Died
otherwise check N.
Event Details:
Conditionally required. If the patient died, check Y if the PNEU
PNEU Contributed to
contributed to death, otherwise check N.
Death
Event Details:
Optional. Date patient discharged from facility.
Discharge Date
Event Details:
Required. Enter Y if Pathogen Identified, N otherwise; if Yes,
Pathogen Identified
specify on reverse (See Table 2a for instructions)
Custom Fields and
Optional. Up to two date fields, two numeric fields, and 10
Labels
alphanumeric fields that may be customized for local use (optional).
NOTE: Each Custom Field must be set up in the Facility/Custom
Options section of the application before the field can be selected for
use.
Comments
Optional. Enter any information on the Event.
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Table 4. Instructions for Completion of Urinary Tract Infection (UTI) (CDC 57.75H)
Data Field
Instructions for Data Collection/Entry
Facility ID #
Event #
Patient ID #

The NHSN-assigned facility ID will be autoentered by the computer.
Event ID number will be autoentered by the computer.
Required. Enter the alphanumeric patient ID number. This is the patient
identifier assigned by the hospital and may consist of any combination of
numbers and/or letters.
Social Security #
Optional. Enter the 9-digit numeric patient Social Security Number.
Secondary ID #
Optional. Enter the alphanumeric ID number assigned by the facility.
Patient Name
Optional. Enter the last, first, and middle name of the patient.
Gender
Required. Check Female or Male to indicate the gender of the patient.
Date of Birth
Required. Record the date of the patient birth using this format:
MM/DD/YYYY.
Event Type
Required. Enter UTI.
Date of Event
Required. Enter date of this event.
Post-procedure UTI
Required. Check Y if this event occurred after an NHSN defined
procedure but before discharge from the facility, otherwise check N.
NHSN Procedure code
Conditionally required. Answer this question only if this patient
developed the UTI during the same admission as an operative procedure.
Enter the appropriate NHSN procedure code.
NOTE: A UTI cannot be “linked” to an operative procedure unless that
procedure has already been added to NHSN. If the procedure was
previously added, and the “Link to Procedure” button is clicked, the
fields pertaining to the operation will be autoentered by the computer.
ICD-9-CM Procedure Code Optional. The ICD-9-CM code may be entered here instead of (or in
addition to) the NHSN Procedure Code. If the ICD-9-CM code is
entered, the NHSN code will be autoentered 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.
Date of Procedure
Conditionally required. If procedure performed, enter date.
Location
Required. Enter the nursing care area where the patient was assigned
when the UTI was acquired. If the UTI develops in a patient within 7
days 48 hours of discharge from a location, indicate the
discharging location, not the current location of the patient.
Last Updated 02/23/2007
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Table 4. Instructions for Completion of Urinary Tract Infection (UTI) (CDC 57.75H)
Data Field
Date Admitted to Facility
Risk Factor
Urinary Catheter
Event Details:
Specific Event: UTI

Event Details: Secondary
Bloodstream Infection
Event Details:
Died
Event Details:
UTI Contributed to Death
Event Details:
Discharge Date
Event Details:
Pathogens identified
Custom Fields and Labels

Comments
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Instructions for Data Collection/Entry
Required. Enter date patient admitted to facility using this format:
MM/DD/YYYY.
Required. Check Y or N to indicate if the patient had an indwelling
urinary catheter at the time the event occurred or during the 7 days before
the event.
Required. Check either Asymptomatic bacteriuria (ASB), or
Symptomatic UTI (SUTI), or Other UTI (OUTI), whichever criteria are
met for this event NOTE: OUTI is only an option if the patient did not
have an indwelling urinary catheter.
Required. Check Y or N to indicate if the patient had a secondary BSI.
Required. Check Y if patient died during the hospitalization, otherwise
check N.
Conditionally required. If patient died, check Y if the UTI contributed to
death, otherwise check N.
Optional. Date patient discharged from facility.
Required. Enter Y if Pathogen Identified, N if otherwise; if Yes, specify
on reverse (See Table 2a for instructions).
Optional. Up to two date fields, two numeric fields, and 10
alphanumeric fields that may be customized for local use (optional).
NOTE: Each Custom Field must be set up in the Facility/Custom Options
section of the application before the field can be selected for use.
Optional. Enter any information on the Event.
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Table 5. Instructions for the Completion of Denominators for Intensive Care Unit (ICU)/Other
locations (Not NICU or SCA)
Data Field
Instructions for Data Collection
Facility ID #
The NHSN-assigned facility ID will be autoentered by the computer.
Location Code
Required. Enter the location code of the unit where you collect the
data.
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 data were collected
for this location.
Number of patients
Required. For each day of the month selected, record the number of
patients on the unit. Record this number at the same time each day.
Number of patients with 1
Conditionally required. Complete if you have chosen central lineor more central lines
associated bloodstream infection (CLABSI) 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 1 or more central
lines.
Number of patients with a
Conditionally required. Complete if you have chosen catheterurinary 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.
Number of patients on a
Conditionally required. Complete if you have chosen ventilatorventilator
associated pneumonia (VAP) as an event to follow in your Plan for this
month.
For each day of the month, at the same time each day, record the
number of patients on the selected unit who are on a ventilator.
Total
Required. Totals for each column should be calculated. This is the
number that will be entered into the NHSN application.
Label and Data Fields
Optional. Up to five label and five corresponding custom data fields are
available for local use and the values entered. These fields may be
analyzed.
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Table 6. Instructions for Completion of the Denominators for Specialty Care Area (SCA) (CDC
57.75K)
Data Field
Instructions for Data Collection
Facility ID #
The NHSN-assigned facility ID will be autoentered by the computer
Location Code
Required. Enter the location code of the unit where you collect the
data.
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 data were
collected for this location.
Number of patients
Required. For each day of the month selected, record the number of
patients on the unit. Record this number at the same time each day.
Number of patients with 1 or more Conditionally required. Complete if you have chosen central linecentral lines
associated bloodstream infection (CLABSI) as an event to follow in
your Plan for this month.
Temporary For each day of the month, at the same time each day, record the
number of patients on the selected unit who have 1 or more nontunneled central lines.
Permanent For each day of the month, at the same time each day, record the
number of patients on the selected unit who have 1 or more tunneled
or implanted central lines.
NOTE: If a patient has both a temporary and a permanent line in
place, count only the temporary line.
Number of patients with a urinary
Conditionally required. Complete if you have chosen cathetercatheter
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.
Number of patients on a ventilator Conditionally required. Complete if you have chosen ventilatorassociated pneumonia (VAP) as an event to follow in your Plan for
this month.
For each day of the month, at the same time each day, record the
number of patients on the selected unit who are on a ventilator.
Total
Required. Totals for each column should be calculated. This is the
number that will be entered into the NHSN application.
Label and Data Fields
Optional. Up to five label and five corresponding custom data fields
are available for local use and the values entered. These fields may
be analyzed.
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Table 7. Instructions for Completion of the Denominators for Neonatal Intensive Care Unit
(NICU) (CDC 57.75J)
Data Field
Instructions for Data Collection
Facility ID #
The NHSN-assigned facility ID will be autoentered by the computer.
Location Code
Required. Enter the location code of the unit where you collect the
data.
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 data were
collected for this location.
Number of patients (Pts)
Required. For each day of the month selected, record the number of
patients in each birthweight category on the unit. Record this
number at the same time each day.
Number of patients with
Conditionally required. Complete if you have chosen central lineeach of the following:
associated bloodstream infection (CLABSI) as an event to follow in
your Plan for this month for this unit.
If you choose to monitor CLABSI in the NICU population, you must
collect data for both umbilical catheters and for central lines.
For each day of the month, at the same time each day, record the
Umbilical catheter number of patients on the selected unit who have an umbilical
(U/C) catheter in place.
For each day of the month, at the same time each day, record the
number of patients on the selected unit who have 1 or more central
Central Line (CL) line(s) in place.

Number of patients on a
Ventilator (VNT)

Total
Label and Data Fields
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NOTE: If an infant has both an umbilical catheter and a central line,
count as an umbilical catheter day only.
Conditionally required. Complete if you have chosen ventilatorassociated pneumonia (VAP) as an event to follow in your Plan for
this unit for this month.
For each day of the month, at the same time each day, record the
number of patients on the selected unit who are on a ventilator.
Required. Totals for each column should be calculated. This is the
number that will be entered into the NHSN application.
Optional. Up to five label and five corresponding custom data fields
are available for local use and the values entered. These fields may
be analyzed.
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Table 8. Instructions for Completion of Dialysis Incident (DI) Form (CDC 57.75E)
Data Field
Instructions for Completion
Facility ID #
The NHSN-assigned facility ID will be autoentered by the
computer.
Event ID #
Event ID # will be autoentered by the computer.
Patient ID #
Required. Enter the alphanumeric patient ID number. This is the
patient identifier assigned by the hospital and may consist of any
combination of numbers and/or letters.
Social Security #
Optional. Enter the 9-digit numeric patient Social Security
Number.
Secondary ID #
Optional. Enter the alphanumeric ID number assigned by the
facility.
Patient Name
Optional. Enter the last, first and middle name of the patient.
Gender
Required. Check Female or Male to indicate the gender of the
patient.
Date of Birth
Required. Record the date of the patient birth using this format:
MM/DD/YYYY.
Event Type
Required. Enter DI.
Date of Event
Required. Enter date of this event.
Location
Required. Enter the location code of the outpatient dialysis unit
where the patient was at the time of the DI.
Risk Factor
Required. Check each access that the patient has.
Vascular access type
Event Details: DI
Required. Check one or more of the incident types below.:
Incident Type
• Check Hospitalization if patient stayed overnight in a
hospital, not just those related to infections or those where
patient was directly admitted from the dialysis unit. Each time a
patient is hospitalized, enter it as a new event. If a patient is
hospitalized and returns to the dialysis unit on IV
antimicrobials, both will be included in the same event – do not
enter a second event.
• Check In-unit IV antimicrobial start if patient is given IV
antimicrobial agents in the dialysis unit for any reason, not just
those with vancomycin or for a vascular access problem. If IV
antimicrobials are stopped for less than 21 days and then
restarted, this is NOT considered a new event. However, if IV
antimicrobials are stopped for 21 or more days and then
restarted, this is considered a new event
• Check Positive blood culture if the patient blood culture is
positive, even if they did not have an associated hospitalization
or in-unit IV antimicrobial start. Include blood cultures taken
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as an outpatient or within 1 day after a hospital admission. If
the patient had an associated hospitalization or in-unit IV
antimicrobial start, use the appropriate rule (above) for entering
the event; if the patient had neither, enter a new event for
positive blood culture occurring 21 or more days after the first.
Required. For each syndrome listed, check if present.

Problem (s)

Pus, redness, or increased Check if symptoms present. Do not check this if the patient is
swelling at the vascular access thought to have an access infection, but does not have the signs
site listed. Instead check “Other” and specify “Possible access
infection.”
Similar rule for other responses: If the patient is thought to have
the problem but does not meet the criteria, check “Other.”
If applicable, check the access If applicable, check one of the following:
with pus, redness, or increased __ graft
__ fistula __ temporary central line
swelling: __ permanent central line __ port access device

Blood culture Required. Check positive, negative, unknown, or not done. This
applies only to BLOOD cultures.
If positive, suspected source of Conditionally required. If blood culture is positive, check
positive blood culture “Vascular access" only if there is some objective evidence of
vascular access infection.
Check “A source other than the vascular access” if either (a) or (b)
is true: (a) a culture from another site (e.g., leg wound, urine)
shows the same organism found in the blood; (b) there is clinical
evidence of infection at another site, but a culture was not taken
from it.
Check “Contamination” if the organism is thought by the
physician, infection control practitioner, or head nurse to be a
contaminant. Contamination is more likely if a common skin
contaminant (e.g., coagulase negative staphylococci, diphtheroids,
Propionibacterium, or Bacillus spp.) is isolated from only one
blood culture.
Check “Uncertain” if there is insufficient evidence to decide among
the three previous categories.
Pathogen Identified
Required. Enter Y if Pathogen Identified, N otherwise; if Yes,
specify on reverse. See Table 3a for instructions for completion of
pathogen data.
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Custom Fields and Labels

Comments

Last Updated 02/23/2007

Optional. Up to two date fields, two numeric fields, and 10
alphanumeric fields may be customized for local use (optional).
NOTE: Each Custom Field must be set up in the Facility/Custom
Options section of the application before the field can be selected
for use.
Optional. Enter any information on the Event. This information
may not be analyzed.
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Table 9. Instructions for Completion of Denominators for Outpatient Dialysis: Census Form
(CDC 57.75M)
Data Field
Instructions for Data Collection
Facility ID #
The NHSN-assigned facility ID will be autoentered by the
computer.
Location code
Required. Enter the location code for the outpatient dialysis
location from which you will collect data about dialysis
incidents.
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 data were
collected for this location.
Number of chronic Hemodialysis Required. For each type of vascular access listed, record the
Patients
number of patients who received hemodialysis at this location
during the first two working days of the month. Record each
patient only once. If a patient has both an implanted access
(graft or fistula) and a temporary central line, record the
temporary central line.
Total patients:
Required. Add the numbers from the column.
Label and Data Fields:
Optional. Up to five label and five corresponding custom data
fields are available for local use and the values entered. These
fields may be analyzed.
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Table 10. Instructions for Completion of the AUR Option Forms (CDC 57.75P and CDC
57.75Q)
Data Field
Instructions for Data Collection
Fields common to both forms:
Facility ID #
The NHSN-assigned facility ID will be autoentered by the computer.
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 data were collected
for this location.
Location
Required. Enter hospital area specification; must be an intensive care
unit (ICU/SCA), combined inpatient non-ICU/SCA area, or combined
outpatient area as defined below:
Intensive Care Unit (ICU): An ICU is defined in the NHSN as a patient
care area that provides intensive observation, diagnosis, and therapeutic
procedures for critically ill patients. This designation excludes units that
provide step-down care, intermediate care, or telemetry.
Specialty Care Area (SCA): An SCA is a patient care area in which 80%
of patients are of the following types:
Bone marrow transplant patients
Solid organ transplant patients
Patients with hematologic or oncologic malignancies
Patients receiving peritoneal or hemodialysis
Patients in long-term acute care units
Inpatient Non-ICU/SCA: An inpatient non-ICU/SCA location is a patient
care area that houses NHSN patient inpatients (i.e., those patients whose
date of admission and discharge are different). These areas do not
provide intensive care or specialty care as defined above. Examples of
inpatient non-ICU/SCA locations are general medicine and general
surgery wards. The data from these areas are combined and reported as a
single entity.
Outpatient: An outpatient location is an area in which patients are
ordinarily admitted and discharged on the same day. Examples of
outpatient care include same day surgery, evaluations and screening, and
urgent or emergent care. Many diagnostic or therapeutic procedures may
be delivered in these locations, such as mammography, cardiac
catheterization, or administration of chemotherapy. The data from these
areas are combined and reported as a single entity.
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AUR Microbiology Laboratory Data Form (CDC 57.75P)
No duplicate isolates or surveillance cultures are included when reporting monthly counts of
organisms and their susceptibilities. (Ref: Clinical Laboratory Standards Institutue (CLSI)(formerly
National Committee for Clinical Laboratory Standards [NCCLS]))
Duplicate isolate: An isolate of the same species of bacteria, regardless of antimicrobial
susceptibility pattern, in the same patient, regardless of specimen site, during a given
reporting period. For AUR, the reporting period is one month. Do not count duplicate
isolates.
Surveillance cultures: Those cultures performed as part of infection control surveillance,
such as stool cultures for vancomycin-resistant enterococci (VRE).
Susceptible (S)
Intermediate (I)
Resistant (R )

Total Tested

Required. Record the number of bacterial isolates that are classified as
susceptible (S), intermediate (I), and resistant (R) (as defined by CLSI)
by minimum inhibitory concentration (MIC) or disc diffusion tested to
the antimicrobial agents shown on the form. If testing is not performed
on any of the agents listed, enter a zero in each field (S, I, R).

Required. This field is automatically filled by the computer when the S,
I, R numbers are entered. It is the number of each bacterial species that
were tested for susceptibility to each of the corresponding antimicrobial
agents during a given month.
AUR Pharmacy Data Form (CDC 57.75Q)
Pharmacy data are reported monthly for inpatient locations only; do not report outpatient data.
Parenteral Antibiotics
Required. Record the total number of grams or millions of units (mill.
Quantity Used:
I.U.) of each parenteral antimicrobial agent delivered to the inpatient care
location shown at the top of the form.
Oral Antibiotics,
Required. Record the total number of grams (g) of each oral
Quantity Used:
antimicrobial agent delivered to the inpatient care location shown at the
top of the form for the month.
If the antimicrobial agent is not on your formulary or none was used,
enter a zero.
For combination drugs, enter grams for the drug marked with an asterisk
(*).
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Table 11. NHSN Operative Procedure Categories
Code
AAA

Operative Procedure
Abdominal aortic
aneurysm repair

Description
Resection of abdominal aorta with
anastomosis or replacement

ICD-9-CM Codes
38.34, 38.44, 38.64

AMP

Limb amputation

Total or partial amputation or
disarticulation of the upper or
lower limbs, including digits

84.00-84.19, 84.91

APPY

Appendix surgery

Operation of appendix (not
incidental to another procedure)

47.01, 47.09, 47.2, 47.91-47.92, 47.99

AVSD

Shunt for dialysis

Arteriovenostomy for renal
dialysis

39.27

BILI

Bile duct, liver or
pancreatic surgery

Excision of bile ducts or operative
procedures on the biliary tract,
liver or pancreas (does not include
operations only on gallbladder)

50.0, 50.12, 50.21-50.23, 50.25-50.26,
50.29-50.3, 50.4, 50.61, 50.69, 51.31-51.37,
51.39, 51.41-51.43, 51.49, 51.51, 51.59,
51.61-51.63, 51.69, 51.71-51.72, 51.79,
51.81-51.83, 51.89, 51.91-51.95, 51.99,
52.09, 52.12, 52.22, 52.3, 52.4, 52.51
52.53, 52.59-52.6, 52.7, 52.92, 52.95-52.96,
52.99

BRST

Breast surgery

Excision of lesion or tissue of
breast including radical, modified,
or quadrant resection,
lumpectomy, incisional biopsy, or
mammoplasty.

85.12, 85.20-85.23, 85.31-85.36, 85.41
85.48, 85.50, 85.53-85.54, 85.6, 85.7,
85.93-85.96

CARD

Cardiac surgery

Open chest procedures on the
valves or septum of heart; does
not include coronary artery bypass
graft, surgery on vessels, heart
transplantation, or pacemaker
implantation

35.00-35.04, 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,
37.10-37.11, 37.24-37.25, 37.31-37.33.
37.34,37.35, 37.41, 37.49

CEA

Carotid endarterectomy

Carotid endarterectomy

38.12

CBGB

Coronary artery bypass
graft with both chest
and donor site incisions

Chest procedure to perform direct
revascularization of the heart;
includes obtaining suitable vein
from donor site for grafting.

36.10-36.14, 36.19

CBGC

Coronary artery bypass
graft with chest incision
only

Chest procedure to perform direct
vascularization of the heart using,
for example the internal
mammary (thoracic) artery

36.15-36.17, 36.2
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Code

Operative Procedure

Description

ICD-9-CM Codes

CHOL

Gallbladder surgery

Cholecystectomy and
cholecystotomy

51.03-51.04, 51.13, 51.21-51.24

COLO

Colon surgery

Incision, resection, or anastomosis
of the large intestine; includes
large-to-small and small-to-large
bowel anastomosis; does not
include rectal operations

45.03, 45.26, 45.41, 45.49, 45.52, 45.71
45.76, 45.79-45.8, 45.92-45.95, 46.03
46.04, 46.10-46.11, 46.13-46.14, 46.43,
46.52, 46.75-46.76, 46.94

CRAN

Craniotomy

Incision through the skull to
excise, repair, or explore the
brain; does not include taps or
punctures

01.12, 01.14, 01.21-01.25, 01.28, 01.31
01.32, 01.39, 01.41-01.42, 01.51-01.53,
01.59, 02.11-02.14, 02.91-02.93, 07.51
07.54, 07.59, 07.61-07.65, 07.68-07.69,
07.71-07.72, 07.79, 38.01, 38.11, 38.31,
38.41, 38.51, 38.61, 38.81, 39.28

CSEC

Cesarean section

Obstetrical delivery by Cesarean
section

74.0, 74.1, 74.2, 74.4, 74.91, 74.99

FUSN

Spinal fusion

Immobilization of spinal column

81.00-81.08, 81.62-81.64, 84.51-84.52

FX

Open reduction of
fracture

Open reduction of fracture or
dislocation of long bones that
requires internal or external
fixation; does not include
placement of joint prosthesis

79.21-79.22, 79.25-79.26, 79.31-79.32,
79.35-79.36, 79.51-79.52, 79.55-79.56

GAST

Gastric surgery

Incision or excision of stomach;
includes subtotal or total
gastrectomy; does not include
vagotomy and fundoplication

43.0, 43.42, 43.49-43.5, 43.6, 43.7, 43.81,
43.89, 43.91, 43.99, 44.15, 44.21, 44.29,
44.31, 44.38-44.42, 44.49-44.5, 44.61
44.65, 44.68-44.69, 44.95-44.98

HER

Herniorrhaphy

Repair of inguinal, femoral,
umbilical, or anterior abdominal
wall hernia; does not include
repair of diaphragmatic or hiatal
hernia or hernias at other body
sites.

53.00-53.05, 53.10-53.17, 53.21, 53.29,
53.31, 53.39, 53.41, 53.49, 53.51, 53.59,
53.61, 53.69

HPRO

Hip prosthesis

Arthroplasty of hip

00.85-00.87, 00.70-00.73, 81.51-81.53

HTP

Heart transplant

Transplantation of heart

37.51-37.54

HYST

Abdominal
hysterectomy

Removal of uterus through an
abdominal incision

68.31, 68.39, 68.41, 68.49, 68.61, 68.69

KPRO

Knee prosthesis

Arthroplasty of knee

00.80-00.84, 81.54-81.55
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Code

Operative Procedure

Description

ICD-9-CM Codes

KTP

Kidney transplant

Transplantation of kidney

55.61, 55.69

LAM

Laminectomy

Exploration or decompression of
spinal cord through excision or
incision into vertebral structures

03.01-03.02, 03.09, 80.50-80.51, 80.59,
84.60-84.69

LTP

Liver transplant

Transplantation of liver

50.51, 50.59

NECK

Neck surgery

Major excision or incision of the
larynx and radical neck
dissection; does not include
thyroid and parathyroid
operations.

30.1, 30.21-30.22, 30.29-30.3, 30.4, 31.45,
40.40-40.42

NEPH

Kidney surgery

Resection or manipulation of the
kidney with or without removal of
related structures

55.01-55.02, 55.11-55.12, 55.24, 55.31
55.32, 55.34-55.35, 55.39-55.4, 55.51
55.52, 55.54, 55.91

OVRY

Ovarian surgery

Operations on ovary and related
structures

65.01, 65.09, 65.12-65.13, 65.21-65.25,
65.29, 65.31, 65.39, 65.41, 65.49, 65.51
65.54, 65.61-65.64, 65.71-65.76, 65.79,
65.81, 65.89, 65.92-65.95, 65.99

PACE

Pacemaker surgery

Insertion, manipulation or
replacement of pacemaker

00.50-00.54, 37.70-37.77, 37.79-37.83,
37.85-37.87, 37.89, 37.94-37.99

PRST

Prostate surgery

Suprapubic, retropubic, radical, or
perineal excision of the prostate;
does not include transurethral
resection of the prostate.

60.12, 60.3, 60.4, 60.5, 60.61-60.62, 60.69

PVBY

Peripheral vascular
bypass surgery

Bypass operations on peripheral
vessels

39.29

REC

Rectal surgery

Operations on rectum

48.25, 48.35, 48.49-48.5, 48.61-48.65,
48.69, 48.74

RFUSN

Refusion of spine

Refusion of spine

81.30-81.39

SB

Small bowel surgery

Incision or resection of the small
intestine; does not include smallto-large bowel anastomosis

45.01-45.02, 45.15, 45.31-45.34, 45.51,
45.61-45.63, 45.91, 46.01-46.02, 46.20
46.24, 46.31, 46.39, 46.41, 46.51, 46.71
46.74, 46.93

SPLE

Spleen surgery

Resection or manipulation of
spleen

41.2, 41.33, 41.41-41.43, 41.5, 41.93,
41.95, 41.99
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Code

Operative Procedure

Description

ICD-9-CM Codes

THOR

Thoracic surgery

Noncardiac, nonvascular thoracic
surgery; includes pneumonectomy
and diaphragmatic or hiatal hernia
repair

32.09-32.1, 32.21-32.23, 32.25-32.26,
32.29-32.3, 32.4, 32.5, 32.6, 32.9, 33.0,
33.1, 33.28, 33.31-33.34, 33.39, 33.41
33.43, 33.48-33.49, 33.98-33.99, 34.01
34.03, 34.1, 34.26, 34.3, 34.4, 34.51, 34.59
34.6, 34.81-34.84, 34.89, 34.93, 34.99,
53.80-53.82

THYR

Thyroid and/or
parathyroid surgery

Resection or manipulation of
thyroid and/or parathyroid

06.02, 06.09, 06.12, 06.2, 06.31, 06.39
06.4, 06.50-06.52, 06.6, 06.7, 06.81, 06.89,
06.91-06.95, 06.98-06.99

VHYS

Vaginal hysterectomy

Removal of the uterus through
vaginal or perineal incision

68.51, 68.59, 68.7-68.71, 68.79

VSHN

Ventricular shunt

Ventricular shunt operations,
including revision and removal of
shunt

02.2, 02.31-02.35, 02.39, 02.42-02.43,
54.95

XLAP

Abdominal surgery

Abdominal operations not
involving the gastrointestinal tract
or biliary system

53.7, 54.0, 54.11-54.12, 54.19, 54.3, 54.4,
54.51, 54.59, 54.61-54.64, 54.71-54.75,
54.92-54.93

OTH

Other operations on the Nervous System

01.6, 02.01-02.07, 02.94-02.95, 02.99, 03.1,
03.29, 03.4, 03.51-03.53, 03.59-03.6, 03.71
03.72, 03.79, 03.97-03.98, 04.01-04.07,
04.12, 04.3, 04.41-04.44, 04.49-04.5, 04.6,
04.71-04.76, 04.79, 04.91, 05.0, 05.21
05.25, 05.29, 05.81, 05.89-05.9, 86.97
86.98

OTH

Other operations on the Endocrine System

07.00-07.02, 07.12, 07.21-07.22, 07.29
07.3, 07.41-07.45, 07.49, 07.80-07.82,
07.91-07.94, 07.99

OTH

Other operations on the Eye, Ear, Nose, Mouth, and Pharynx

08.01-08.02, 08.09, 08.20-08.25, 08.31
08.38, 08.41-08.44, 08.49, 08.51-08.52,
08.59, 08.61-08.64, 08.69-08.74, 08.81
08.87, 08.89, 09.20-09.23, 09.3, 09.6,
09.73, 09.81-09.83, 18.02, 18.09, 18.21,
18.29, 18.31, 18.39-18.4, 18.5, 18.6, 18.71
18.72, 18.79, 18.9, 20.21-20.23, 20.41
20.42, 20.49, 20.51, 20.59, 20.92, 20.95
20.99, 21.1, 21.30, 21.32, 21.4, 21.72,
21.82-21.87, 21.89, 22.12, 22.31, 22.39,
25.02, 26.12, 26.30-26.32, 27.55-27.57,
29.0, 29.2, 29.31-29.33, 29.39-29.4, 29.51
29.54, 29.59, 29.92
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Code

Operative Procedure

Description

OTH

Other operations on the Respiratory System

30.09, 31.5, 31.61-31.64, 31.69, 31.71
31.73, 31.75, 31.79, 31.91, 33.50-33.52,
33.6, 33.92-33.93, 34.71-34.74, 34.79,
34.85

OTH

Other operations on the Cardiovascular System

00.40-00.48, 00.56-00.57, 36.03, 36.31
36.32, 36.33, 36.39, 36.91, 36.99, 37.12,
37.61-37.67, 37.91, 38.00, 38.02-38.10,
38.13-38.16, 38.18, 38.30, 38.32-38.33,
38.35-38.40, 38.42-38.43, 38.45-38.50,
38.52-38.53, 38.55, 38.57, 38.59-38.60,
38.62-38.63, 38.65 - 38.7, 38.80, 38.82
38.89, 39.0, 39.1, 39.21-39.26, 39.30-39.32,
39.41-39.43, 39.49-39.59, 39.8, 39.90
39.91, 39.93-39.94

OTH

Other operations on the Hemic and Lymphatic Systems

40.0, 40.21-40.24, 40.29-40.3, 40.50-40.54,
40.59, 40.61-40.64, 40.69, 40.9, 41.94,
41.98

OTH

Other operations on the Digestive System

42.01, 42.09-42.12, 42.19, 42.25, 42.31
42.32, 42.39-42.42, 42.51-42.56, 42.58
42.59, 42.61-42.66, 42.68-42.7, 42.82
42.87, 42.89, 42.91, 43.3, 44.00-44.03,
44.66-44.67, 44.91-44.92, 44.99, 45.00,
45.50, 45.90, 46.42, 46.50, 46.60-46.64,
46.79-46.82, 46.91-46.92, 46.97, 46.99,
47.11, 47.19, 48.41, 48.72-48.73, 48.75
48.76, 52.80-52.86, 53.9, 54.94

OTH

Other operations on the Genitourinary System

55.53, 55.7, 55.81-55.87, 55.89, 55.97
55.98, 56.0, 56.1, 56.2, 56.34, 56.40-56.42,
56.51-56.52, 56.61-56.62, 56.71-56.75,
56.79, 56.81-56.86, 56.89, 56.95, 57.12,
57.18-57.19, 57.21-57.22, 57.34, 57.51,
57.59-57.6, 57.71, 57.79, 57.81-57.89,
57.91, 58.39, 58.42-58.47, 58.49-58.5,
58.91-58.93, 58.99, 59.00, 59.02-59.03,
59.09, 59.11-59.12, 59.19, 59.3, 59.4, 59.5,
59.6, 59.71, 59.79, 59.91-59.92, 60.0,
60.72-60.73, 60.79, 60.81-60.82, 60.93,
61.0, 61.2, 61.3, 61.41-61.42, 61.49, 61.92,
61.99, 62.0, 62.12, 62.2, 62.3, 62.41-62.42,
62.5, 62.61, 62.69-62.7, 62.91-62.92, 62.99,
63.1, 63.2, 63.3, 63.4, 63.51-63.53, 63.59
63.6, 63.70-63.73, 63.81-63.85, 63.89,
63.92-63.95, 63.99, 64.2, 64.3, 64.41-64.45,
64.49-64.5, 64.91-64.99, 66.01-66.02,
66.31-66.32, 66.39-66.4, 66.51-66.52,

Other operations on the Genitourinary System (cont.)
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Code

Operative Procedure

OTH

Other Obstetrical Operations

74.3, 75.50, 75.52, 75.61-75.62, 75.93

OTH

Other operations on the Musculoskeletal System

00.74-00.77, 76.01, 76.09, 76.2, 76.31,
76.39, 76.41-76.46, 76.5, 76.61-76.70,
76.72, 76.74, 76.76-76.77,76.79, 76.91
76.92, 76.94, 76.97, 77.00-77.39, 77.51
77.54, 77.56-77.99, 78.00-78.09, 78.20,
78.22-78.25, 78.27-78.30, 78.32-78.35,
78.37-78.79, 78.90-78.99, 79.10-79.20,
79.23-79.24, 79.27-79.30, 79.33-79.34,
79.37-79.39, 79.50, 79.59-79.69, 79.80
79.99, 80.00-80.19, 80.40-80.49, 80.6,
80.70-80.99, 81.10-81.17-81.18, 81.20
81.29,81.40, 81.42-81.47, 81.49, 81.56
81.57, 81.59, 81.71-81.75, 81.79-81.85,
81.93-81.97, 82.01-82.04, 82.09, 82.11
82.12, 82.19, 82.21-82.22, 82.29, 82.31
82.36, 82.39, 82.41-82.46, 82.51-82.59,
82.61, 82.69, 82.71-82.72, 82.79, 82.81
82.86, 82.89, 82.91, 82.99, 83.01-83.03,
83.09,83.11-83.14, 83.19, 83.31-83.32,
83.39, 83.41-83.45, 83.49-83.50, 83.61
83.65, 83.71-83.77, 83.79, 83.81-83.89,
83.91-83.93, 84.21-84.30, 84.40, 84.44,
84.48, 84.53-84.55-84.58, 84.59, 84.92
84.93, 84.99

OTH

Other operations on the Integumentary System

85.00, 85.24-85.25, 85.82-85.87, 85.89,
85.99, 86.03-86.07, 86.09, 86.40, 86.60
86.63, 86.65-86.67, 86.69-86.75, 86.81
86.86, 86.89, 86.91, 86.93-86.96
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Description

ICD-9-CM Codes
66.61-66.63, 66.69, 66.71-66.74, 66.79,
66.92-66.94, 66.97, 66.99, 67.4, 67.51,
68.0, 68.13-68.14, 68.21-68.22, 68.29, 68.8,
68.9, 69.19, 69.21-69.23, 69.29-69.3, 69.41
69.42, 69.49, 70.4, 70.50-70.52, 70.61
70.62, 70.72-70.75, 70.8, 71.01, 71.09,
71.5, 71.61-71.62, 71.71-71.72, 71.79-71.8,
71.9,
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Table 12. Instructions for Completion of the Surgical Site Infection (SSI) Form (CDC 57.75N)
Data Field
Instructions for Data Collection
Facility ID #
The NHSN-assigned facility ID will be autoentered by the computer.
Event #
Event ID number will be autoentered by the computer.
Patient ID #
Required. Enter the alphanumeric patient ID number. This is the patient
identifier assigned by the hospital and may consist of any combination of
numbers and/or letters.
Social Security #
Optional. Enter the 9-digit numeric patient Social Security Number.
Secondary ID #
Optional. Enter the alphanumeric ID number assigned by the facility.
Patient Name
Optional. Enter the last, first, and middle name of the patient.
Gender
Required. Check Female or Male to indicate the gender of the patient.
Date of Birth
Required. Record the date of the patient birth using this format: MM/DD/YYYY.
Event Type
Required. Enter SSI.
Date of Event
Required. Enter date of this event using this format: MM/DD/YYYY.
NHSN Procedure
Required. Enter the appropriate NHSN procedure code.
code
NOTE: An SSI cannot be “linked” to an operative procedure unless that
procedure has already been added to NHSN. If the procedure was previously
added, and the “Link to Procedure” button is clicked, the fields pertaining to the
operation will be autoentered by the computer.
ICD-9-CM Procedure Optional. The ICD-9-CM code may be entered here instead of (or in addition to)
Code
the NHSN Procedure Code. If the ICD-9-CM code is entered, the NHSN code
will be autoentered 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.
Date of Procedure
Required. Enter date using this format: MM/DD/YYYY.
Location
Required. Enter the nursing care area where the patient was assigned when the
SSI was acquired. If the SSI develops in a patient within 48 hours of discharge
from a location, indicate the discharging location, not the current location of the
patient.
Date Admitted to
Required. Enter date patient admitted to facility using this format:
Facility
MM/DD/YYYY.
Event Details
Required. Check the appropriate level of SSI from the list
Specific Event
___Superficial incisional primary (SIP)
SSI
___Superficial incisional secondary (SIS)
___Deep incisional primary (DIP)
___Deep incisional secondary (DIS)
___Organ/space: __(indicate specific site code from table shown in organ/space
SSI definition)
Last Updated 02/23/2007
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Event Details
Detected

Event Details
Secondary
Bloodstream
Infection
Event Details
Died
Event Details
SSI Contributed to
Death
Event Details
Discharge Date
Event Details
Pathogens identified
Custom Fields and
Labels

Comments:

Required.
Check A if SSI was identified during the current admission.
Check P if SSI was identified during post-discharge surveillance.
Check R if SSI was identified due to patient readmission.
Required. Check Y if there is a culture-confirmed bloodstream infection (BSI)
and a related nosocomial infection at the surgical site, otherwise check N.

Required. Check Y if patient died during the hospitalization, otherwise check N.
Conditionally required. If patient died, check Y if the SSI contributed to death,
otherwise check N.
Optional. Enter date patient discharged from facility using this format:
MM/DD/YYYY.
Required. Enter Y if Pathogen Identified, N if otherwise; if Yes, specify on
reverse (See Table 2a for Instructions).
Optional. Up to two date fields, two numeric fields, and 10 alphanumeric fields
may be customized for local use (optional). NOTE: Each Custom Field must be
set up in the Facility/Custom Options section of the application before the field
can be selected for use.
Optional. Enter comments for local use and the values entered. These fields may
not be analyzed.
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Table 13. Principle Operative Procedure Selection Lists
The following lists are derived from Table 12, NHSN Operative Procedure Categories. The
operative procedures with the highest risk of surgical site infection are listed before those with a
lower risk.
Priority
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17

Code
SB
KTP
LTP
BILI
REC
COLO
GAST
CSEC
XLAP
OVRY
SPLE
APPY
HYST
HER
CHOL
AAA
NEPH

Abdominal Operations
Small bowel surgery
Kidney transplant
Liver transplant
Biliary surgery
Rectal surgery
Colon surgery
Gastric surgery
Cesarean section
Laparotomy
Ovarian surgery
Spleen surgery
Appendectomy
Abdominal hysterectomy
Hernia repair
Cholecystectomy
Abdominal aortic aneurysm repair
Kidney surgery

Priority
1
2
3
4
5

Code
HTP
CBGB
CBGC
CARD
THOR

Thoracic Operations
Heart transplant
Coronary artery bypass graft and donor site
Coronary artery bypass graft, chest only
Cardiac surgery
Thoracic surgery

Priority
1
2
3

Code
RFUSN
FUSN
LAM

Neurosurgical (Spine) Operations
Spinal refusion
Spinal fusion
Laminectomy
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Priority
1
2

Code
VSHN
CRAN

Neurosurgical (Brain) Operations
Ventricular shunt
Craniotomy

Priority
1
2

Code
NECK
THYR

Neck Operations
Operations on the neck
Thyroid surgeries
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Table 14. Instructions for Completion of the Denominator for Procedure form (CDC
57.75O)
This form is used for reporting data on each patient having one of the NHSN operative procedures
selected for monitoring.
Data Field
Instructions for Data Collection
Facility ID #
The NHSN-assigned facility ID will be autoentered by
the computer.
Procedure #
The NHSN-assigned Procedure # will be autoentered by
the computer
Patient ID #
Required. Enter the alphanumeric patient ID number.
This is the patient identifier assigned by the hospital and
may consist of any combination of numbers and/or
letters.
Social Security #
Optional. Enter the 9-digit numeric patient Social
Security Number.
Secondary ID #
Optional. Enter the alphanumeric ID number assigned
by the facility.
Patient Name
Optional. Enter the last, first, and middle name of the
patient.
Gender
Required. Check Female or Male to indicate the gender
of the patient.
Date of Birth
Required. Record the date of the patient birth using this
format: MM/DD/YYYY.
Event Type
Required. Enter the code for procedure (PROC).
NHSN Procedure code
ICD-9-CM Procedure Code

Date of Procedure

Required. Enter the appropriate NHSN 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
autoentered 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.
Required. Record the date when the NHSN procedure
was done using this format: MM/DD/YYYY.

Procedure Details
Outpatient: Required. Check Y if this operative procedure was
performed on an outpatient, otherwise check N.
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Table 14. Instructions for Completion of the Denominator for Procedure form (CDC
57.75O)
Duration: Required. Enter the interval in hours and minutes
between the skin incision and skin closure.
Wound Class: Required. Check the appropriate wound class from the
list.
General Anesthesia: Required. Check Y if general anesthesia was used for the
operative procedure, otherwise check N.
ASA Class: Required. Check numeric ASA classification at the time
of the operative procedure.
Emergency: Required. Check Y if this operative procedure was a
nonelective, unscheduled operative procedure, otherwise
check N.
Trauma: Required. Check Y if operative procedure was
performed because of blunt or penetrating traumatic
injury to the patient, otherwise check N.
Endoscope: Required. Check Y if the entire operative procedure was
performed using an endoscope/laparoscope, otherwise
check N.
Multiple Procedures: Required. Check Y if more than one NHSN operative
procedure was performed through the same incision
during the same trip to the operating room, otherwise
check N.
Surgeon Code: Optional. Enter code of the surgeon who performed the
principal operative procedure.
CSEC: Height
Conditionally required. If operative procedure is CSEC,
enter patient height in feet and inches or meters and
centimeters.
CSEC: Weight
Conditionally required. If operative procedure is CSEC,
enter patient weight in pounds or kilograms.
CSEC: Duration of Labor
Conditionally required. If operative procedure is CSEC,
enter hours patient labored in the hospital prior to
operative procedure.
CSEC: Estimated Blood Loss
Conditionally required. If operative procedure is CSEC,
Last Updated 02/23/2007
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Table 14. Instructions for Completion of the Denominator for Procedure form (CDC
57.75O)
enter the estimated blood loss in ml.
Circle one: FUSN RFUSN
Conditionally required. If operative procedure is FUSN
or RFUSN, circle the procedure that was done.
FUSN/RFUSN: Spinal Level
Conditionally required. If operative procedure is FUSN
or RFUSN, check appropriate spinal level of procedure
from list.
•
Atlas-Axis – C1-C2 only
•
Atlas-Axis/Cervical – C1-C7 (any combination)
•
Cervical – C3-C7 (any combination)
•
Cervical/Dorsal/Dorsolumbar – Extends from any
cervical through any lumbar levels
•
Dorsal/dorsolumbar – T1 – L5 (any combination)
•
Lumbar/Lumbosacral – L1-S5 (any combination)
•
Not specified – level not specified
FUSN/RFUSN: Diabetes Mellitus

FUSN/RFUSN: Approach/Technique

HPRO:

KPRO:

Custom Fields and Labels
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Conditionally required. If operative procedure is FUSN
or RFUSN, check Y if patient is known to have diabetes
mellitus, otherwise check N.
Conditionally required. If operative procedure is FUSN
or RFUSN, check appropriate surgical approach or
technique from list.
Conditionally required. If operative procedure is HPRO,
select TP (Total Primary), PP (Partial Primary), TR
(Total Revision) or PR (Partial Revision) from the list.
Conditionally required. If operative procedure is KPRO,
select TP – Primary (Total), TR – Revision (Total or
Partial) from list.
Optional. Up to two date fields, two numeric fields, and
10 alphanumeric fields may be customized for local use
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Table 15 Defined daily dose (DDD) of antimicrobial agents, by class and group
Class
β-lactams

Group
Penicillin group

Ampicillin group

Antistaphylococcal
penicillins (Methicillin
group)
Antipseudomonal
penicillins

1st-Generation
cephalosporins

2nd-Generation
cephalosporins

3rd-Generation
cephalosporins

Carbapenems
Last Updated 02/23/2007

Antimicrobial Agent
Penicillin G

DDD
1.2 x 106 U*

Procaine Penicillin G

2.4 x 106 U*

Penicillin G benzathine

1.2 x 106 U*

Penicillin V
Ampicillin (parenteral)

1 g*
2g

Ampicillin (oral)

2g

Ampicillin/sulbactam

2g

Amoxicillin (oral)

1g

Amoxicillin/Clavulanic Acid (oral)
Nafcillin

1g
4g*

Oxacillin
Dicloxacillin (oral)
Piperacillin
Piperacillin/Tazobactam
Ticarcillin
Ticarcillin/Clavulanic Acid
Cefazolin
Cephalothin
Cefadroxil (oral)
Cephalexin (oral)
Cefotetan
Cefmetazole
Cefoxitin
Cefuroxime
Cefuroxime axetil (oral)
Cefaclor (oral)
Cefprozil (oral)
Cefotaxime
Ceftazidime
Ceftizoxime
Ceftriaxone
Cefixime (oral)
Cefipime
Meropenem
Imipenem cilastatin

2g
2g
14g
14g
15g
15g
3g
4g
2g
2g
4g
4g*
6g
3g
1g*
1g
1g
4g
4g
4g
2g
0.4g
2g
2g
2g
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Other β-lactams
Glycopeptides
Fluoroquinolones

Trimethoprim/
Sulfamethoxazole

Aztreonam
Vancomycin (parenteral)
Vancomycin (oral)
Ciprofloxacin (parenteral)
Ciprofloxacin (oral)
Ofloxacin (parenteral)
Ofloxacin (oral)
Levofloxacin (parenteral)
Levofloxacin (oral)
Trovafloxacin (parenteral)
Trovafloxacin (oral)
Sparfloxacin (oral)
Norfloxacin (oral)
Lomefloxacin
Trimethoprim component (oral)

4g
2g
1g*
0.5g
1g
0.4g
0.4g
0.5g
0.5g
0.2g
0.2g
0.2g
0.8g
0.4g*
0.4g

Trimethoprim compound
(parenteral)

0.4g

DDD for those agents marked with an asterisk (*) are adapted from Amsden GW, Schentag JJ.
Tables of antimicrobial agent pharmacology. In: Mandell GL,Bennett JE, Dolin R, eds. Principles and
practice of infectious diseases, 4th edition. New York: Churchill Livingstone, 1995:492-528.
All other DDD are from: Anatomical Therapeutic Chemical (ATC) classification index with
defined daily doses (DDD). WHO Collaborating Centre for Drug Statistics Methodology, 2004;
http://www.whocc.no/atcddd/
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NHSN Key Terms
Catheterassociated
Urinary Tract
Infection
(CAUTI)

CAUTI is a urinary tract infection (UTI) that occurs in a patient who had an
indwelling urethral urinary catheter in place within the 7-day period before the
onset of the UTI. If the UTI develops in a patient within 48 hours of discharge
from a location, the CAUTI is associated with the discharging location, not the
current location. NOTE: There is no minimum period of time that the catheter
must be in place in order for the UTI to be considered catheter-associated.

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 infections and counting central-line days in
the NHSN system: Aorta, pulmonary artery, superior vena cava, inferior vena
cava, brachiocephalic veins, internal jugular veins, subclavian veins, external
iliac veins, and common femoral veins.
 NOTE: An introducer is considered an intravascular catheter
 NOTE: In neonates, the umbilical artery/vein is considered a great vessel.
 NOTE: Neither [the location of] the insertion site nor the type of device
may be used to determine if a line qualifies as a central line. The device
must terminate in one of these vessels or in or near the heart to qualify as
a central line.
 NOTE: Pacemaker wires and other nonlumened devices inserted into
central blood vessels or the heart are not considered central lines, because
fluids are not infused, pushed, nor withdrawn through such devices.
Umbilical Catheter: A central vascular device inserted through the umbilical
artery or vein in a neonate
Temporary Central Line: Non-tunneled catheter
Permanent Central Line: Includes
o Tunneled catheters, including certain dialysis catheters
o Implanted catheters (including ports)

Central Lineassociated
Bloodstream
Infection
(CLABSI)

A CLABSI is a primary bloodstream infection (BSI) in a patient that had a central
line within the 48-hour period before the development of the BSI. If the BSI
develops within 48-hours of discharge from a location, it is associated with the
discharging location. NOTE: There is no minimum period of time that the central
line must be in place in order for the BSI to be considered central line-associated.

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
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SSI

incision for CBGB).

Deep incisional
secondary (DIS)
SSI

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 CBGB).

Deviceassociated
infection

An infection in a patient with a device (e.g., ventilator or central line) that was
used within the 48-hour period before onset of infection. If the interval is longer
than 48 hours, there must be compelling evidence that the infection was
associated with device use. For catheter-associated UTI, indwelling urinary
catheter must have been in place within 7 days before positive laboratory results
or signs and symptoms meeting criteria for UTI were evident. NOTE: There is
no minimum period of time that the device must be in place in order for the
infection to be considered device-associated.

Device days

A count of the number of patients with a specific device in the patient care
location. To calculate device days, for each day of the month, 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).

Died
Dialysis Incident
types
(Outpatient
hemodialysis
only)

The patient died during this facility admission.
Hospitalization if patient stayed overnight in a hospital, not just those related to
infections or those where patient was directly admitted from the dialysis unit.
Each time a patient is hospitalized, enter it as a new event. If a patient is
hospitalized and returns to the dialysis unit on IV antimicrobials, both will be
included in the same event – do not enter a second event.
In-unit IV antimicrobial start if patient is given IV antimicrobial agents in the
dialysis unit for any reason, not just those with vancomycin or for a vascular
access problem. If IV antimicrobials are stopped for less than 21 days and then
restarted, this is NOT considered a new event. However, if IV antimicrobials are
stopped for 21 or more days and then restarted, this is considered a new event

Dialysis Accessassociated
infection types

Positive blood culture if the patient blood culture is positive, even if they did not
have an associated hospitalization or in-unit IV antimicrobial start. Include blood
cultures taken as an outpatient or within 1 day after a hospital admission. If the
patient had an associated hospitalization or in-unit IV antimicrobial start, use the
appropriate rule (above) for entering the event; if the patient had neither, enter a
new event for positive blood culture occurring 21 or more days after the first
Local access infection: Pus redness, or swelling of the vascular access site and
access-associated bacteremia was not present and patient was hospitalized or had
initiation of an IV antimicrobial.
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(Outpatient
hemodialysis
only)

Access-associated bacteremia: Blood culture positive with source the vascular
access site or unknown.
Vascular access infection: Either local access infection or access-associated
bacteremia.

Duplicate
isolates

An isolate of the same bacteria with the same antimicrobial susceptibility pattern
in the same patient, regardless of specimen site, during a given calendar month.

Event
contributed to
Death

The event either directly caused death or exacerbated an existing disease
condition which then led to death.

Healthcareassociated
infection (HAI)

A localized or systemic condition resulting from an adverse reaction to the
presence of an infectious agent(s) or its toxin(s) that a) occurs in a patient in a
healthcare setting (e.g., a hospital or outpatient clinic), b) was not found to be
present or incubating at the time of admission unless the infection was related to a
previous admission to the same setting, and c) if the setting is a hospital, meets
the criteria for a specific infection site as defined by CDC.21

Implant

A nonhuman-derived implantable foreign body (e.g., prosthetic heart valve,
nonhuman vascular graft, mechanical heart, or hip prosthesis that is permanently
placed in a patient during an NHSN operative procedure and is not routinely
manipulated for diagnostic or therapeutic purposes. Screws, wires, and mesh that
are left permanently are considered implants.

Indwelling
catheter

A drainage tube that is inserted into the urinary bladder through the urethra, is left
in place, and is connected to a closed collection system; also called a Foley
catheter. Does not include straight in-and-out catheters.

Infant

A patient who is ≤ 12 months of age.

Infusion

The introduction of a solution through a blood vessel via a catheter lumen. This
may include continuous infusions such as nutritional fluids or medications, or it
may include intermittent infusions such as flushes or IV antimicrobial
administration, or blood, in the case of transfusion or hemodialysis.

Intensive care
unit (ICU)

A nursing care area that provides intensive observation, diagnosis, and
therapeutic procedures for adults and/or children who are critically ill. An ICU
excludes nursing areas that provide step-down, intermediate care or telemetry
only. Specialty care areas are also excluded.
The type of ICU is determined by the kind of patients cared for in that unit. That
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is, if 80% of patients are of a certain type (e.g., patients with trauma), than that
ICU is designated as that type of unit (in this case, trauma ICU). When a unit
houses roughly equal populations of medical and surgical patients, it is called a
medical/surgical unit.
Location

The specific patient care area in which a patient is assigned while receiving care
in the healthcare facility. See also NHSN Location.

Multiple
procedures

More than one NHSN operative procedure performed through the same incision
during the same trip to the operating room.

Neonatal
intensive care
unit (NICU)

A patient care area that provides level III care to infants who are critically ill.
Most NICU patients are under the care of a pediatrician who is a neonatologist,
and the ratio of infants to nurses is low (e.g. 2:1). If the population of a NICU is
a combination of level II- and III care patients and their distribution and
placement is such that they cannot readily be separated for denominator data
collection purposes, you may classify the entire unit as NICU II/III.

Neonate

A patient who is an infant ≤ 30 days of age.

NHSN inpatient

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

NHSN location

A CDC-defined designation given to a patient care area housing patients who
have similar disease conditions or who are receiving care for similar medical or
surgical specialties. Each facility location that is monitored is “mapped” to one
CDC Location. The specific NHSN Location code is determined by the type of
patients cared for in that area. That is, if 80% of patients are of a certain type
(e.g., pediatric patients with orthopedic problems) then that area is designated as
that type of location (in this case, an Inpatient Pediatric Orthopedic Ward).

NHSN operative
procedure

A procedure:
1) that is performed on a patient who is an NHSN patient inpatient or a NHSN
outpatient
2) takes place during an operation and
3) that is included in Table 11

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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NHSN patient
days

A count of the number of patients in the patient care location. To calculate
patient days, for each day of the month, at the same time each day, record the
number of patients on the unit. At the end of the month, the sum of all days is
recorded.

NNIS SSI risk
index

A score used to predict a surgical patient’s risk of acquiring a surgical.site
infection. The risk index score, ranging from 0 to 3, is the number of risk factors
present among the following: a) a patient with an American Society of
Anesthesiologists’ physical status classification score of 3, 4, or 522, b) an
operation classified as contaminated or dirty infected23, and c) an operation
lasting over T hours, where T depends upon the operation being performed.24
Current T values can be found in the NNIS Report at
http://www.cdc.gov/ncidod/dhqp/pdf/nnis/2004NNISreport.pdf.

Operating room
(OR)

A patient care area that meets the American Institute of Architects (AIA) criteria
for an operating room25. This may include an operating room, C-Section room,
interventional radiology room or a cardiac catheterization lab.

Operation

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 before the patient leaves the OR.

Permanent
central line`

A central line that is tunneled, including certain dialysis catheters. Includes
implantable catheters.

Post-procedure
pneumonia
(PPP)
Secondary
bloodstream
infection (BSI)

A pneumonia that meets the criteria and occurs after an inpatient operation takes
place but prior to discharge.

Specialty care
area (SCA)

Hospital location which includes one of the types below:
Bone marrow transplant
Solid organ transplant
Inpatient acute dialysis
Hematology/Oncology
Long term acute care

A culture-confirmed BSI associated with nosocomial infection at another site.
Secondary BSI must yield culture of same organism and exhibit same
antibiogram as the primary nosocomial infection site. For example, if blood
culture is positive in a patient with a nosocomial UTI and organisms and
antibiograms of both blood and urine specimens are identical, infection is
reported as UTI with secondary BSI. Secondary BSI is not reported separately.
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Superficial
incisional
primary (SIP)
SSI
Superficial
incisional
secondary (SIS)
SSI
Surveillance
cultures

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 CBGB).

Temporary
central line

A central line that is not tunneled.

Umbilical
Catheter
Ventilator

A central line inserted through the umbilical artery or vein in a neonate.

Ventilatorassociated
Pneumonia
(VAP)

A VAP is a pneumonia (PNEU) that occurs in a patient who was intubated and
ventilated at the time of or within 48 hours before the onset of the pneumonia. If
the PNEU develops in a patient within 48 hours of discharge from a location, the
VAP is associated with the discharging location, not the current location. NOTE:
There is no minimum period of time that the ventilator must be in place in order
for the PNEU to be considered ventilator-associated.

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 CBGB).
Those cultures reported as part of infection control surveillance such as stool
cultures for vancomycin-resistant enterococci (VRE)

A device to assist or control respiration continuously through a tracheostomy or
by endotracheal intubation.
NOTE: Lung expansion devices such as intermittent positive pressure breathing
(IPPB); nasal positive end-expiratory pressure (PEEP); continuous nasal positive
airway pressure (CPAP, hypoCPAP) are not considered ventilators unless
delivered via tracheostomy or endotracheal intubation (e.g., ET-CPAP).
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CDC Location Label

Location Description
INPATIENT LOCATIONS

Inpatient Adult Critical Care
Burn Critical Care

Critical care area specializing in the care of patients with
significant/major burns

Medical Cardiac Critical Care

Critical care area specializing in the care of patients with serious
heart problems that do not require heart surgery.

Surgical Cardiothoracic Critical Care

Critical care area specializing in the care of patients following
cardiac and thoracic surgery.

Medical Critical Care

Critical care area for patients who are being treated for nonsurgical
conditions.

Medical/Surgical Critical Care

An area where critically ill patients with medical and/or surgical
conditions are managed.

Neurologic Critical Care

Critical care area specializing in treating life-threatening
neurological diseases.

Neurosurgical Critical Care

Critical care area specializing in the surgical management of
patients with severe neurological diseases or those at risk for
neurological injury as a result of surgery.

Prenatal Critical Care

Critical care area specializing in the management of the pregnant
patient with complex medical or obstetric problems requiring a
high level of care to prevent the loss of the fetus and to protect the
life of the mother.

Respiratory Critical Care

Critical care area for the evaluation and treatment of the patient
with severe respiratory conditions.

Surgical Critical Care

Critical care area for the evaluation and management of patients with
serious illness before and/or after surgery..

Trauma Critical Care

Critical care area specializing in the care of patients who require a
high level of monitoring and/or intervention following trauma or during
critical illness related to trauma.

Neonatal Units
Inpatient Well Baby Nursery (Level I)
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Hospital area for normal newborns with no identified health
problems.
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Step down Neonatal ICU (Level II)

Hospital area for newborns and infants who are not critically ill but
who may remain in the nursery for extended observation or to
increase weight.

Neonatal Critical Care(Level II/III)

Combined nursery housing both Level II and III newborns and
infants
Critical care area for newborns and infants with serious illness
requiring Level III care; area is supervised by a neonatologist

Neonatal Critical Care (Level III)

Pediatric Critical Care
Pediatric Burn Critical Care

Critical care area specializing in the care of patients ≤ 18 years old
with significant/major burns

Pediatric Cardiothoracic Critical Care

Critical care area specializing in the care of patients ≤ 18 years old
following cardiac and thoracic surgery.

Pediatric Medical Critical Care

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).
An area where critically ill patients ≤ 18 years old with medical
and/or surgical conditions are managed.

Pediatric Medical/Surgical Critical
Care
Pediatric Neurosurgical Critical Care

Critical care area specializing in the surgical management of
patients ≤ 18 years old with severe neurological diseases or those
at risk for neurological injury as a result of surgery.

Pediatric Respiratory Critical Care

Critical care area for the evaluation and treatment of the patients ≤
18 years old with severe respiratory conditions.

Pediatric Surgical Critical Care

Critical care area for the evaluation and management of patients ≤ 18
years old with serious illness before and/or after surgery.

Specialty Care Areas
Bone Marrow Transplant Specialty
Care Area

Hospital specialty care area for the treatment of patients who
undergo bone marrow (stem cell) transplant for the treatment of
various disorders.

Inpatient Acute Dialysis Unit

Hospital specialty care area for patients who require acute dialysis
as a temporary measure.

Hematology/Oncology SCA

Hospital specialty care area for the management and treatment of
patients with cancer and/or blood disorders.
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Solid Organ Transplant SCA

Hospital specialty area for the postoperative care of patients who
have had a solid organ transplant (e.g., heart/lung, kidney, liver,
pancreas)

Pediatric Bone Marrow Transplant
SCA

Hospital specialty care area for the treatment of patients ≤ 18
years old who undergo bone marrow (stem cell) transplant for the
treatment of various disorders.

Pediatric Dialysis SCA

Hospital specialty care area for patients ≤ 18 years oldwho
require acute dialysis as a temporary measure.

Pediatric Hematology/Oncology SCA

Hospital specialty care area for the management and treatment of
patients ≤ 18 years old with cancer and/or blood disorders.

Pediatric Solid Organ Transplant SCA

Hospital specialty area for the postoperative care of patients ≤ 18
years old who have had a solid organ transplant (e.g., heart/lung,
kidney, liver, pancreas).

Inpatient Adult Wards
Long term Acute Care (LTAC)

Inpatient Burn Ward
Inpatient Behavioral Health/Psych
Ward

Area that provides acute care services to patients suffering
medically complex conditions, or patients who have suffered
recent catastrophic illness or injury and require an extended stay
in an acute care environment.
Hospital area for evaluation and treatment of patients who have
burns.
Hospital area for evaluation and treatment of patients with acute
psychiatric or behavioral disorders.

Inpatient Ear/Nose/Throat Ward

Hospital area for the evaluation, treatment, or surgery of patients
with ear, nose, or throat disorders

Inpatient Gastrointestinal Ward

Hospital area for evaluation, treatment or surgery of patients with
disorders of the gastrointestinal tract.

Inpatient Gerontology Ward

Hospital area for the evaluation, treatment or surgery of patients
with age-related diseases.

Inpatient Genitourinary Ward

Hospital area for the evaluation, treatment or surgery of patients
with disorders of the genitourinary system.

Inpatient Gynecology Ward

Hospital area for the evaluation, treatment, or surgery of female
patients with reproductive tract disorders.
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Inpatient School Infirmary

Overnight stay patient care area of a school infirmary or health
center (e.g., private residential school or college campus).

Inpatient Jail Unit

Overnight stay patient care area of a hospital or correctional
facility used only for those who are in custody of law enforcement
during their treatment.

Labor and Delivery Ward

Hospital area where women labor and give birth.

Labor, Delivery, Recovery,
Postpartum Room (LDRP)

Hospital suite used for labor, delivery, recovery and post partum
(LDRP) -- all within the same suite.

Inpatient Medical Ward

Hospital area for the evaluation and treatment of patients with
medical conditions or disorders.

Inpatient Medical/Surgical Ward

Hospital area for the evaluation of patients with medical and/or
surgical conditions.

Inpatient Neurology Ward

Hospital inpatient area where patients with neurological disorders
are evaluated and treated.

Inpatient Neurosurgical Ward

Hospital area for care of patients whose primary reason for
admission is to have neurosurgery or to be cared for by a
neurosurgeon after head or spinal trauma.

Inpatient Orthopedic Trauma Ward

Hospital inpatient area where patients with orthopedic injuries or
disorders are evaluated and treated.

Inpatient Plastic Surgery Ward

Hospital area for the care of patients who have reconstructive
surgery performed by a plastic surgeon.

Inpatient Postpartum Ward

Hospital area for the patient who is recovering from childbirth.

Inpatient Pulmonary Ward

Hospital area where patients with respiratory system conditions or
disorders are evaluated and treated.

Inpatient Ophthalmology Ward

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.

Inpatient Orthopedic Ward

Hospital area for evaluation, treatment or surgery on bones, joints,
and associated structures by an orthopedist.
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Inpatient Rehabilitation Ward

Hospital area for evaluation and restoration of function to patients
who have lost function due to acute or chronic pain,
musculoskeletal problems, stroke, or catastrophic events resulting
in complete or partial paralysis.

Inpatient Surgical Ward

Hospital area for evaluation and treatment of patients who have
undergone a surgical procedure.

Acute Stroke Unit

Hospital area for evaluation, stabilization and treatment of patients
who have experienced an acute stroke.

Inpatient Vascular Surgery Ward

Hospital area for evaluation and treatment of patients who have
undergone vascular surgery.

Pediatric Wards
Inpatient Adolescent Behavioral
Health

Hospital area for evaluation and treatment of patients between the
ages of 13 and 18 with acute psychiatric or behavioral disorders.

Inpatient Pediatric Burn Ward

Hospital area specializing in the evaluation and treatment of
patients ≤18 years who have tissue injury caused by burns.

Inpatient Pediatric Behavioral Health

Hospital area for evaluation and management of patients ≤18
years old with acute psychiatric or behavioral disorders.

Inpatient Pediatric Ear, Nose, Throat

Hospital area for evaluation and management of patients ≤18
years old with disorders of the ear, nose and/or throat.

Inpatient Pediatric Genitourinary

Hospital inpatient area where patients ≤ 18 years of age with
disorders of the genitourinary system are evaluated and treated.

Inpatient Medical Pediatric Ward

Hospital inpatient area where patients ≤ 18 years of age with
medical conditions or disorders are evaluated and treated.

Inpatient Pediatric Med/Surg Ward

Hospital inpatient area where patients ≤ 18 years old with medical
and/or surgical conditions are managed.

Inpatient Pediatric Neurology Ward

Hospital inpatient area where patients ≤ 18 years old with
neurological disorders are evaluated and treated.

Inpatient Pediatric Neurosurgical
Ward

Hospital area for care of patients ≤ 18 years old whose primary
reason for admission is to have neurosurgery or to be cared for by
a neurosurgeon after head or spinal trauma.
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Inpatient Pediatric Orthopedic Ward

Hospital area where patients ≤ 18 years old with orthopedic
injuries or disorders are evaluated and treated.

Inpatient Pediatric Rehabilitation
Ward

Hospital area for evaluation and restoration of function to patients
≤ 18 years old who have lost function due to acute or chronic
pain, musculoskeletal problems, stroke, or catastrophic events
resulting in complete or partial paralysis.

Inpatient Pediatric Surgical Ward

Hospital area for evaluation and treatment of patients ≤ 18 years
old who have undergone a surgical procedure.

Step Down Units
Step down unit (post Critical Care)

Step down Pediatric ICU

Operating Rooms
Inpatient Operating Room/Suite

Hospital area for adult patients that are hemodynamically stable
who can benefit from close supervision and monitoring, such as
frequent pulmonary toilet, vital signs, and/or neurological and
neurovascular checks.
Patients ≤ 18 years old that are hemodynamically stable who can
benefit from close supervision and monitoring, such as frequent
pulmonary toilet, vital signs, and/or neurological and
neurovascular checks.

A room or suite in a hospital equipped for the performance of
surgical operations. Requirements for air changes, temperature,
humidity and surfaces must be met.

Cardiac Catheterization Room/Suite

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

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.

Post Anesthesia Care Unit/Recovery
Room

Hospital area designated for monitoring patients for immediate
effects of anesthesia before either going home or on to an in
patient care area.
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AUR Documentation Only
All Inpatient Wards (not ICU or SCA)
combined

All Outpatient Areas

Miscellaneous Areas
Soiled Utility Area

Sleep Studies (for in and out patients)
Pulmonary Function Testing
Transport Service

Long Term Care
Longterm care unit

This location represents an aggregate of all inpatient care areas,
excluding critical care, specialty care, and outpatient areas. This
location is used for the purpose of reporting microbiology and
pharmacy data as part of the AUR option only.
This location represents an aggregate of all outpatient areas and
is used for the purpose of reporting microbiology data as part of
the AUR Option only.

An area within a healthcare facility where used and/or soiled
disposable or durable medical equipment is stored and/or cleaned
in preparation for disposal or reprocessing/reuse.
Area where patients stay overnight and are evaluated for sleep
disorders.
Area where the evaluation of a patient's respiratory status takes
place.
Mobile unit used to transport patients to their home or from one
healthcare setting to another non-emergently.

Area where care provided for persons with chronic disease or
disabilities for extended periods of time.

Longterm Care Alzheimer's Unit

Area where care is provided to persons diagnosed with
Alzheimer's syndrome for extended periods of time.

Longterm Care Behavioral
Health/Psych Unit

Area where care is provided to individuals with psychiatric or
behavioral-disorder diagnoses for extended periods of time.

Inpatient Hospice

Area where palliative care is provided to the dying patient.

Ventilator dependent unit

Area where care is provided to patients whose respirations
depend on the use of a ventilator for extended periods of time.

Long-term Care Rehabilitation Unit

Area where evaluation and restoration of function is provided to
patients who have lost function due to acute or chronic pain,
musculoskeletal problems, stroke, or catastrophic events resulting
in complete or partial paralysis.
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OUTPATIENT LOCATIONS
Acute Care
Urgent Care Center

Area that provides medical care services for illnesses and injuries
that are not life-threatening.

Outpatient Emergency Department

Area that provides emergency medical services; top priority is
given to those with life-threatening illness or injury.

Pediatric Emergency Department

Area that provides emergency medical services to patients who
are ≤ 18 years old; top priority is given to those with lifethreatening illness or injury.

Mobile Emergency Services/EMS

Mobile unit that provides clinical and emergency medical services
to individuals who require them in the pre-hospital setting.

Ambulatory Surgery Center

Area that is equipped for the performance of surgical operations;
may be free-standing or part of a hospital. Operating Room
requirements for air changes, temperature, humidity and surfaces
must be met. Patients do not stay overnight.

Outpatient Pediatric Surgery Center

Area that is equipped for the performance of surgical operations
for persons ≤ 18 years old, may be free-standing or part of a
hospital.. Operating Room requirements for air changes,
temperature, humidity and surfaces must be met. Patients do not
stay overnight.

Outpatient Plastic Surgery Center

Area that is equipped for the performance of plastic surgery
operations may be free-standing or part of a hospital. Operating
Room requirements for air changes, temperature, humidity and
surfaces must be met. Patients do not stay overnight.

Outpatient Surgery Recovery
Room/Post Anesthesia Care Unit

Area designated for monitoring patients for the immediate effects
of anesthesia before being sent home.

24-Hour Observation Area

Area where patients are monitored for suspected or non-life
threatening conditions for 24 hours or less.

Clinic (Nonacute) Settings
Allergy Clinic

Behavioral Health Clinic
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Blood Collection Center

An outpatient setting where blood is collected from donors. This
does not include donation centers that are temporarily set up in
non-clinical settings (e.g., schools, churches) or mobile blood
collection centers.

Cardiac Rehabilitation Center

An outpatient setting where patients with cardiac disease, in
partnership with a multidisciplinary team of health professionals,
are encouraged and supported to achieve and maintain optimal
physical health through exercise, nutritional and psychological
counseling.

Cardiology Clinic

An outpatient setting for the evaluation and management of
individuals with cardiac problems.

Continence Clinic

An outpatient setting for the evaluation and management of
individuals with incontinence problems.

Dermatology Clinic

An outpatient setting for the evaluation and management of
dermatologic conditions by a dermatologist.

Diabetes/Endocrinology Clinic

An outpatient setting for the evaluation, education and
management of persons with diabetes.

Ear, Nose, Throat Clinic

An outpatient setting for the evaluation and management of
conditions related to the ear, nose and/or throat.

Family Medicine Clinic

An outpatient setting for patients who are managed by a family
practice physician or group of physicians. Does not include private
physician practice.

Genetics Clinic

An outpatient setting for testing and counseling of individuals may
have genetic or hereditary disorders.

Gynecology Clinic

An outpatient setting for women for the evaluation and
management of female reproductive tract conditions.

Holistic Medicine Center

An outpatient setting where alternative healthcare practices are
used, focusing on the physical, mental, emotional, social and
spiritual aspects of health.

Hyperbaric Oxygen Center

An outpatient setting where therapeutic hyperbaric oxygen is
administered.

Infusion Center

An outpatient setting for the administration of fluids, blood
products and medications.
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Neurology Clinic

An outpatient setting for the diagnosis, evaluation, and treatment
of persons with neurologic disorders.

Occupational Health Clinic

An outpatient setting where workplace physicals, workplace injury
management and immunological evaluations take place.

Occupational Therapy Clinic

An outpatient setting where persons with injury or disability are
helped to resume activities of daily living with exercise, massage
and other therapies.

Ophthalmology Clinic

An outpatient setting for the diagnosis, evaluation and treatment of
ophthalmologic disorders.

Orthopedic Clinic
Ostomy Clinic

An outpatient setting for the diagnosis, evaluation and treatment of
orthopedic disorders.
An outpatient setting for the management of persons who have
had surgical procedure for removing normal bodily wastes
through a surgical opening (stoma) on the abdominal wall.

Outpatient Dental Clinic

An outpatient setting that provides dental services, including
preventive teeth cleaning, emergency treatment, and
comprehensive oral care. This may be a private or group practice
or a teaching facility for dentists and/or dental hygienists.

Outpatient GI Clinic

An outpatient setting for the diagnosis, evaluation and
management of conditions related to the gastrointestinal tract.
Usually includes an endoscopy suite.
An outpatient setting for the diagnosis, evaluation and treatment of
persons with hematologic and/or oncologic disorders. This may
include chemotherapy or blood/blood products infusion services.

Outpatient Hematology/Oncology
Clinic

Outpatient Hemodialysis Clinic

An outpatient setting for chronic hemodialysis patients where they
are evaluated and dialyzed several times weekly.

Outpatient HIV Clinic

An outpatient setting for the diagnosis, evaluation and treatment of
persons who are HIV positive or who have AIDS.

Outpatient Medical Clinic

An outpatient setting for the diagnosis, evaluation and treatment of
medical disorders.

Outpatient Rehabilitation Clinic

An outpatient setting where persons with injury or disability are
evaluated and treated to resume activities of daily living, speech
and language skills and maximum physical function. This may
include social and psychological evaluation and treatment.
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Pain Clinic

An outpatient setting for the evaluation and treatment of persons
with chronic or intractable pain.

Pediatric Behavioral Health Clinic

An outpatient setting for the evaluation and management of
persons ≤ 18 years old with psychiatric or behavior disorders.

Pediatric Cardiology Center

An outpatient setting for the evaluation and management of
persons ≤ 18 years old with cardiac disorders.

Pediatric Clinic

An outpatient setting for the evaluation and treatment of children
under the age of nineteen.

Pediatric Dental Clinic

An outpatient setting that provides dental services, including
preventive teeth cleaning, emergency treatment, and
comprehensive oral care to persons ≤ 18 years old. This may be a
private or group practice or a teaching facility for dentists and/or
dental hygienists.

Pediatric Dermatology Clinic

An outpatient setting for the evaluation and management of
persons ≤ 18 years old with dermatologic disorders.

Pediatric Diabetes/Endocrinology
Clinic

An outpatient setting for the evaluation and management of
persons ≤ 18 years old with diabetes or other endocrine disorders.

Pediatric Gastrointestinal Clinic

An outpatient setting for the evaluation and treatment of patients ≤
18 years old with gastrointestinal disorders.

Pediatric Hematology/Oncology Clinic

An outpatient setting for the evaluation and treatment of patients ≤
18 years old with cancer and/or blood disorders.

Pediatric Nephrology Clinic

An outpatient setting for the evaluation and treatment of patients ≤
18 years old with disorders of the genitourinary tract.

Pediatric Orthopedic Clinic

An outpatient setting for the evaluation and treatment of patients ≤
18 years old with fractures or other orthopedic disorders.

Pediatric Rheumatology Clinic

An outpatient setting for the evaluation and treatment of patients ≤
18 years old with rheumatology disorders.

Pediatric Scoliosis Clinic

An outpatient setting for the evaluation and treatment of patients ≤
18 years old with scoliosis or other growth disorders of the spine.
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Physical Therapy Clinic

An outpatient setting where persons with injury or disability are
helped to obtain maximum physical function.

Physician's Office

A physician's office practice.

Podiatry Clinic

An outpatient setting for the evaluation and treatment of
individuals with conditions or disorders of the feet.

Prenatal Clinic

An outpatient setting for the evaluation and treatment of pregnant
women.

Pulmonary Clinic

Rheumatology Clinic

An outpatient setting for the evaluation and treatment of persons
with disorders of the respiratory tract.
An outpatient setting for the evaluation and treatment of persons
with autoimmune disorders, primarily rheumatoid arthritis.

School or Prison Infirmary

Area in a school or correctional facility that provides medical care
to students/inmates. This area is not staffed or equipped for
overnight stay patients.

Specimen Collection Area
(Healthcare)

An area in within a healthcare facility where procedures are
performed to collect blood, tissue and other specimens for
diagnostic purposes.

Speech Therapy Clinic

An outpatient setting for the evaluation and treatment of persons
with brain injury to maximize their speech, swallow and language
functions.

Surgical Services Clinic

An outpatient setting for the pre-operative evaluation and the
postoperative management of individuals undergoing a surgical
procedure.

Well Baby Clinic

An outpatient setting for the examination and treatment of normal
newborns.

Wound Center

An outpatient setting for the evaluation and treatment of persons
with acute or chronic wounds.

Wound Ostomy Continence Clinic

An outpatient area which provides acute and rehabilitative care for
people with selective disorders of the gastrointestinal,
genitourinary and integumentary (skin) systems.

Endoscopy Suite

An area where endoscopic procedures (e.g., upper
gastrointestinal, lower gastrointestinal endoscopies,
bronchoscopy) are performed on outpatients and/or inpatients.
Patient care and processing of equipment may take place in this
location.
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Radiology, includes Nuclear Medicine

An area where diagnostic radiologic studies are done on
outpatients and/or inpatients.

Mobile Blood Collection center

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.

Mobile MRI/CT

A self-contained mobile unit such as a bus or trailer that is
equipped with MRI or CT radiologic equipment and that may be
moved between health care locations (e.g., hospitals, clinics).

Blood Collection (Blood Drive
Campaign)

COMMUNITY LOCATIONS
A location that was not designed for nor equipped to perform
healthcare functions (e.g., school gym or shopping mall) that has
been set up specifically to collect donations of blood and blood
products from the public.

Home Care

A patient's home location where medical services including routine
non-invasive and other invasive procedures (e.g., insertion of
indwelling urinary catheter, insertion of IV line, etc.) are performed
by health care workers and family members under the supervision
of a licensed independent practitioner (e.g., MD, CNP,PA)

Home-based Hospice

A patient's home location where end-of-life services are performed
by health care workers, family members and volunteers.

Specimen Collection Area
(Community)

A location that was not designed for nor equipped to perform
healthcare functions (e.g., school gym or shopping mall) that has
been set up specifically to collect body fluids for health care
testing. Examples would be blood sugar or cholesterol screening
clinics.

Assisted Living Area

NON-PATIENT CARE LOCATIONS
A location where persons live and have available to them
housekeeping, meal preparation, transportation and other non
medical services. Patient care is not done in this area.

Blood Bank

An area within a health care facility that may collect, store and
distribute blood and blood products. Also perform diagnostic tests
on blood/components to determine compatibilities.

Clinical Chemistry

An area within a diagnostic laboratory that does general clinical
chemistry (clinical biochemistry), endocrinology, therapeutic
substance monitoring, toxicology, blood pH and gases, urinalysis,
and urine pregnancy testing.
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Hematology

An area within a diagnostic laboratory that determines the specific
properties of blood (e.g., CBC, white blood count).

Histology/Surgical Pathology

An area within a diagnostic laboratory that uses high-power
microscopy to evaluate cells and tissues for the presence or
absence of disease.

Microbiology

An area within a laboratory that performs diagnostic tests to
determine the presence or absence of bacteria and its related
properties.

Morgue/Autopsy Room

An area within a facility that is used for the storage and/or
postmortem examination of deceased persons.

Serology Lab

An area within a diagnostic laboratory that performs blood tests to
determine the presence or absence of certain diseases or the
levels of immunity.

Virology Lab

An area within a diagnostic laboratory that performs tests and/or
culturing to determine the presence or absence of specific viruses.

General Laboratory

An area which encompasses all clinical divisions within a
diagnostic laboratory.

Administrative Areas

Areas within a healthcare facility where administrative functions
take place. No patient care takes place in these areas.

Central Sterile Supply

An area within a healthcare facility where durable medical
equipment is cleaned/decontaminated, wrapped, sterilized and
stored in preparation for patient use.

Physical Plant Operations Center

An area within a healthcare facility where construction, renovation,
and maintenance staff activities and supplies are coordinated.
This may also include areas of machinery and equipment.

Facility Grounds

Any outdoor area adjacent to a healthcare facility that belongs to
the facility (e.g. sidewalks, parking ramps, lawns, etc.).

Housekeeping/Environmental
Services

An area within a healthcare facility where
housekeeping/environmental services staff activities are
coordinated and supplies are stored.

Laundry Room

An area within a healthcare facility where laundry is sorted,
washed, dried and prepared for transport and use.

Pharmacy

An area within a healthcare facility where medications are
prepared and labeled for patient use.
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Public Area in Facility

Any indoor area within a healthcare facility that is not used for
patient care and that is available to the public (e.g., waiting rooms,
cafeterias, hallways).

Central Trash Area

An area adjacent to a healthcare facility where biohazardous and
non-biohazardous wastes are collected in preparation for transport
to a landfill or incineration.
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