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Overview of Healthcare-Associated Infections in North Carolina

The U.S. Centers for Disease Control and Prevention estimates that healthcare-associated infections affectone in 25 hospitalized
patients, culminatingin approximately 722,000 infections! and 75,000 deaths each year? as well as $28-533 billion in excess costs.3
In North Carolina, HAls resultin approximatedirect costs to facilities ranging from $124 million to $348 million annually.? In 2017,
4,504 HAIs were reported by NC acute carehospitals, resultinginatleast$ $19,742,140 of excess cost®. These numbers likely
underestimate the true burden of HAls becausethey includeonlya subsetof acute care hospitalsand healthcare-associated
infections. This reportis intended to providean understanding of the burden of healthcare-associated infections in North Carolinain
2017.

Click here for fastfacts about HAls in North Carolina.

HAls areinfections caused by a variety of organisms, including bacteria and fungi, whilereceiving medical care. Hospitalsare
required to report specific types of HAls to the North CarolinaDivision of Public Health (N.C. DPH). This report focuses on five
important types of HAIs that occurred while patients were hospitalized in Acute Care Hospitals duringJanuary1,2017 — December
31,2017.These infections include:

Central line-associated bloodstreaminfections (CLABSI)

Catheter-associated urinary tractinfections (CAUTI)

Surgical siteinfections (SSI) occurring after inpatientabdominal hysterectomies or colon surgeries
Laboratory-identified bloodstreaminfections caused by methicillin-resistant Staphylococcus aureus (MRSA)
Laboratory-identified infections caused by Clostridium difficile (CDI)
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The prevention of healthcare-associated infections isa public health priority in North Carolina andis a collaborative effortamong
the healthcareand public health communities. This report was a product of this collaboration prepared by the Surveillancefor
Healthcare-Associated and Resistant Pathogens Patient Safety (SHARPPS) Programlocated inthe Communicable Disease Branch of
the Epidemiology Section of N.C. DPH. Report definitions are provided (Appendix A). Prevention tips on HAls are also provided
(Appendix C). The reportis meant to be a resourcefor healthcare providers and for the general public.This reportis useful for
anyone looking for information about state HAI prevention progress as a whole. Consumers can use this information to learn more
about HAIs, and to take ownership of their healthcareby askinginfection prevention questions when coming into contact with
healthcarefacilities. Providerscan usethis reportto compare state and hospital-specificprogress to the national experienceandto
learn from best practices highlighted in our Stories of Success in Elimination.

The N.C. SHARPPS Program mission is to work in partnerships to prevent, detect, and respond to events and outbreaks of
healthcare-associated and antimicrobial resistant infections in North Carolina.

The SHARPPS program has five key program areas to achievethis mission:infrastructure;surveillance, investigation,and response;
prevention, education and training; monitoringand evaluation;and communication. The Program works to eliminate preventable
infections in healthcaresettings by:

Conducting statewide surveillancefor selected HAls;

Providing useful,unbiased information to health care providers and consumers through public reports;
Promoting and coordinating prevention efforts;

Providingguidance, educationandtraining;and

Investigatingand respondingto outbreaks in healthcaresettings.
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We welcome your feedback to improve the usefulness of future reports (nchai@dhhs.nc.gov).
For more information:
e  For more information on HAIs and the N.C. SHARPPS Program, pleasevisit
http://epi.publichealth.nc.gov/cd/diseases/hai.
e To review backgroundinformation on HAI surveillancein N.C. and details information on common statistics used:
http://epi.publichealth.nc.gov/cd/hai/figures/hai_may2016_reference.pdf
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I Highlights of Healthcare-Associated Infections Activities in 2017

A. N.C. Surveillance for Healthcare Associated and Resistant Pathogens Patient Safety
Program

Key accomplishments and activities of the North Carolina Surveillance for Healthcare-Associated and Resistant
Pathogens Patient Safety (SHARPPS) Programin 2017 include the following:

e Investigation and Response: In 2017, the SHARPPS Program led or participatedin over 100 acute responses
statewide, including outbreaks, bloodborne pathogen exposures, and sentinel eventinvestigations. Of these
responses, 30were outbreaks, the vast majority (21 or 70%) of which occurred inlong term care facilities. This is
inline withthe broader Communicable Disease Branch’s outbreak response from January 1— December31,
2017: A total of 320 outbreaks were reported to the Communicable Disease Branch and 243 or 79% occurred in
longterm care facilities.

e Program Infrastructure: The SHARPPS team has grown and now consists of a program director, medical director,
3 epidemiologists (2 permanentand 1 temporary FTE), and a health educator! From a quarterly newsletterto
program infographics, this yearthe SHARPPS team worked to increase communication and outreach to our HAI
stakeholders and consumers! Communication highlights includethe development and dissemination of an
interfacility transfer tool:
http://epi.publichealth.nc.gov/cd/hai/docs/InterfacilityTransferlnstructionsandForm.pdf and a half-day training
on multidrugresistant organisms (MDROs) provided to long-term care facilities.

i e
Communicable piseas

Control Program
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ation; and Reporting

«d Training
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The SHARPPS team (Lto R) Katie Steider, Savannah Carrico, Heather Dubendris,
James Lewis, Jennifer MacFarquhar

e One and Only Safe Injection Practices Campaign: NCSHARPPS worked to improve safe injection practices
throughthe One & Onlyinjection safety campaign. The SHARPPS Program and One & Only Campaign
collaborated with our state licensing agency Division of Health Service Regulation (DHSR) and the NC Statewide
Program for Infection Control and Epidemiology (NC SPICE) to educate over 700 healthcare workers statewide
workinginlong-term care settings on safe injection practices and improved adherence to infection prevention
and control policies and procedures. We have held eight trainings and six presentationsin addition to additional
exhibits/educational events.

e Be Antibiotics Aware- Smart Use Best Care: This campaign supports publicand provider awareness about the
dangers of unnecessary use of antibiotics. To commemorate National Be Antibiotics Aware Weekin November
2017, NCSHARPPS developed new materials and activities to enhance consumer education about antibiotics
and appropriate use thereof. The second annual children's artwork competition was held for childrenin pre-
kindergartento 12th grade to introduce appropriate antibioticuse. Schools, daycares, and pediatric offices were

1
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recruited to promote the competition and collect submissions and 5winning artwork submissions were
convertedinto posters. SHARPPS team members also created and disseminated an MDRO toolkitand created or
adapted 6 new patient handouts with facts on appropriate antibiotic use.

e Antimicrobial Resistance: The SHARPPS program and the NC State Laboratory of PublicHealth (SLPH) remain
involvedinthe surveillance and response of antimicrobial resistant organisms through the Centers for Disease
Control and Prevention (CDC) Antibiotic Resistance Laboratory Network (ARLN). ARLN funding provides
infrastructure and laboratory capacity to detectand support response to antimicrobial resistant organisms
including Carbapenem Resistant Enterobacteriaceae (CRE). The SHARPPS program partnered with sentinel
laboratories to continue the routine submission of CREisolates to SLPH for molecular characterization. DPH
continuesto expand outreach to facilities for participation in CRE testing as capacity increases. Through ARLN,
DPH routinely facilitates shipping of swabs for colonization screens in accordance with CDC's containment
strategy. DPH isworkingtoincrease capacity at clinical laboratories as well. DPHadministered the laboratory
capacity surveyinlate summerof 2017 to assess facilities' capacity to detectand respond to CRE and is working
in partnership with microbiologists throughout NCto develop laboratory guidance foridentifying CRE.

e Data Validation:In 2017, the SHARPPS program continued to prioritize data validation. Eleven facilities
participated invalidation of laboratory-identified MRSA events. Validation of laboratory-identified CDIl and
CLABSIs are currently underway.

e Antimicrobial Stewardship: An antimicrobial resistance and stewardship (ARAS) subcommittee was established
this yearcomprised of multidisciplinary experts and representatives from partner organizations. The initial ARAS
subcommittee meetinglaid the inceptive groundwork for the Stewardship of Antimicrobial Resources (STAR)
Partnersinitiative. Thisinitiative willaddress activities related to antimicrobial resistance, surveillance and
stewardship. The initiative will aim to encourage and motivate acute care hospitals to promote stewardship
activities within their facilities and partner as mentors to facilities with less advanced stewardship programs. We
planto expandthisinitiative toincludeall healthcare settings in a stepwise fashion. STAR Partners will
encourage and motivate facilities toinstitute and expand stewardship efforts by providing recognition through
certificates, listing participating facilities on the NCSHARPPS website, receipt of the NCSHARPPS newsletter, as
well as access to a mentorship program and educational offerings. For more information visit:
http://epi.publichealth.nc.gov/cd/antibiotics/star partners.html

e Data for action: Targeted Assessment for Prevention (TAP) Reports: In an effort to make HAI datain NCmore
actionable, NCSHARPPS began providing additionalinformation to facilities identified as having a higher number
of observed healthcare-associated infections than predicted by the 2015 national baseline. In additionto the
monthly reconciliation reports and the publicquarterly reports, facilities with elevated SIRS receive additional
outreach twice a year. This follow-up includes providing summary data from the NHSN Targeted Assessment for
Prevention (TAP) reports when available and includes a non-adjusted state ranking based upon the facilities’
calculated Cumulative Attributable Difference (CAD) which estimates the number of infections the facility would
have had to preventinacertaintime period to meet the 2020 HHS prevention goal. We subsequently conduct
individualfollow up calls with these facilities to discuss their dataand how SHARPPS may assist with their HAI
prevention goals. We use these calls as an opportunity tolearn more about current challenges and successes, to
provide resources and as an opportunity to receive feedback and learn more about unmet needs.
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B. Healthcare-Associated Infections Partner Updates

North Carolina Statewide Program for Infection Control and Epidemiology (N.C. SPICE)

NC SPICE promotes prevention and control of healthcare-associated infections in North Carolina by providing evidence-
based education and consultation across the healthcare spectrum.
Classroom Courses:
In 2017, SPICE held four classroom courses targeting new infection preventionists (IPs)in acute and long-term
care settings, training 418 healthcare professionals.
In-services/presentations:
- Oneinfection prevention training session was held for North Carolina Division of Health Service Regulation
(DHSR) Surveyors, training 100 surveyors.
Participated as faculty in Safe Injection Train the Trainer Workshop for NCSHARPPS Program on 3/23/17 and
10/30/17
Held Infection Prevention Symposium on 4/28/17, honoring William A. Rutala at his retirement.
Sponsored Antibiotic Stewardship in LTCFs Webinaron 5/17/17; presenterDr. Lisa Davidson
AHEC/APIC Presentationin Greensboro 9/7/17
In-service lecture for NCDPH staff and nurse consultants 9/13/17
Developedvideo tours of UNC Health Care Nutrition and Food Services, and Pharmacy 10/17/17
Invited by Tennessee DPHto provide ICin LTCFs one-day course atthree Tennessee locations October 20, 23,
24, 2017.
Provided 1.5-hourlecture at Wrightsville Beach forthe NCAORN chapter, topicSSI prevention 11/4/17
Enhanced Education of Infection Prevention in Nursing Homes:
Free modules (DVD and on-line) covering Antibiotic Resistant Bacteria, Isolation Precautions, Injection Safety,
Environment, Clostridium difficile, and UTls. 474 modules completed.
Courseraalso houses these modules as a course. To date, 572 have completed all 6 modules.
Outpatient, Dental and Home Health/Hospice Settings sessions continued to be taughtvia classroom, webinar
and on-line formats. 1040 healthcare personnel completed this curriculum
Phone and email consultations
SPICE provided 896 infection control consultations by phone oremail in 2017.
Infection Control, Assessment, and Response (ICAR) Project
- Three nurse consultants conducted on-site infection control assessments in 138 healthcare facilitiesin 2017,
bringing total facilities assessed to 277.
New SPICE website was launched in May 2017.
Conducted focus group and surveying of outpatient facilities to develop marketing campaign.
Revised .0206 outpatient course, and continued work on interactive, on-line version.
Presentation to Western North Carolina Chapter of Medical Group Management Assoc., August 2017.
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North Carolina Division of Health Service Regulation (DHSR)

In 2017, DHSR conducted or participated inthe following:

1. Annual training to approximately 100 nursing home and acute care surveyorsin conjunction with NCSPICE
and NCSHARPPS;

2. Dissemination of NCSPICEand NCSHARPPS newsletters and routine NCSHARPPS updatesto Long Term Care
(LTC) and Acute Home Care Surveyors and nursing home administrators;

3. CentersforMedicaid and Medicare Services (CMS) mandatory training forall Long-Term Care (LTC) surveyors;
4. A series of three CMS Infection Control webinars mandatory forall Nursing Home surveyors. These webinars
addressed Contact Precautions, multi-drug resistant organism’s (MDRQ’s), environmental hazards and other
Infection Control issues.

5. Dissemination of CDCupdates and otheralerts from the Nursing Home Licensure Section (NHLCS) Regional
Office to surveyors and nursing home administrators.

Alliant Quality the Quality Innovation Network— Quality Improvement Organization for Georgiaand North Carolina*

Collaborative Partners: North Carolina Area Health Education Centers (AHEC); North Carolina Department of Health
& Human Services (NCDHHS); End Stage Renal Disease (ESRD) Network; North Carolina Division of PublicHealth (NC
DPH); University of North Carolina Chapel Hill -Statewide Program for Infection Control and Epidemiology (SPICE);
North Carolina Healthcare Facilities Association (NCHCFA); North Carolina Healthcare Association (NCHA)

e Technical Assistance provided for 50+ North Carolina Long Term Care Facilities currently reporting
Clostridium difficile cases into the CDC’s National Healthcare Safety Network (NHSN). Provide
education and resources with a monthly call (Shop Talk) as well as planned Learning and Action
Network events with peer
to peer sharing and expert speakers.

e Support and education for the development, implementation and sustainment
of Outpatient Antibiotic Stewardship in 140 recruited providers in the outpatient settings of Emergency
Services, Urgent Care and Physician Practices across
NC provided through newsletters, on-site and telephonicmeetings, and consultative conferences.

e Serve as collaborative partners on efforts to reduce Healthcare Acquired Infections underway in dialysis
centers.

e Serves on consultative workgroups for the Pneumonia Knockout program as
well as the STAR Antibiotic Stewardship program.

*This material was prepared by GMCF, for Alliant Quality, the Medicare Quality Innovation Network —Quality Improve ment
OrganizationforGeorgiaandNorth Carolina, undercontract with the Centers for Medicare & Medicaid Services (CMS), an
agencyofthe U.S. Departmentof Health and Human Services. The contents presented do not necessarily reflect CMS policy.
Publication No.11SOW-GMCFQIN-NC-C10-18-01
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C. Stories of Success in Eliminating and/or Reducing Healthcare Associated Infections in
North Carolina

The Journeyto Zeroislongand sometimes arduous but well worth the effort. For sevenyears, CarolinaEast has been
on a path and now is able to reporta zero CLABSI rate forthe past 11 months! This has beenaccomplished through
multiple interventions during this time, which are briefly summarized below:

) Championsatthe top — CEOQ, CNO, and CMO

o Champions at the staff level —Infection Prevention Liaison Program, staff level nurses with advanced
traininginInfection Prevention

) Central lineinsertion bundle

) Central line care bundle thatincludes CHGdressings and CHG bathing

. “Scrub the hub” device

. Annual return demonstration competency for central lines

o Staff engagement through bundle audits, safety huddle, safety boards, “days since” goals and celebrations
when goals were met

) Case Reviews of every infection with opportunities completed by care providers

While all interventions are important, and evidence based, the last three were implemented most recently and proved
to be highly effective at engaging staff and changing behavior. Celebrations when goals were metincluded small
baskets of “goodies” and positive feedback. The staff have taken pride in theiraccomplishments, patients have clearly
benefitted, and the challenges remain to “maintain the gain.”

Contact: Cathy Fischer, RN, MSN, CIC Manager, Infection Prevention CarolinaEast Medical Center:
CFischer@carolinaeasthealth.com
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Il Explanation of Statewide Healthcare-Associated Infections Data

The HAI Annual Reportfor 2017 includes datathat have been combined fromall reporting acute care hospitalsin North
Carolina. Othertypes of facilitiesalso report HAl datato North Carolina, including long term acute care facilities, inpatient
rehabilitation facilities, critical access hospitals and specialty hospitals such as psychiatric facilities. Data for these
additional facility types are provided in Quarterly Reports, available here:
http://epi.publichealth.nc.gov/cd/hai/figures.html.

A. WHAT IS THE PURPOSE OF THIS REPORT?

This report is meant to help patients who need inpatient medical treatment decide whether they should be concemed
about healthcare-associated infections (HAls) at the hospital they may choose. HAls are infections patients can get while
receiving medical treatment in a healthcare facility. Patients should know that these infections are unintended. Ideally,
HAls should neverhappen, but sometimes they do. Hospitals track and report HAls for many reasons. Insome cases they
are required to do so—either by state public health authorities or by federal health agencies. In most cases, hospitals
report numbers (data) about certain HAls because they want to know how well they are doing in preventing them, and
how they compare with other hospitals of similarsize and with similarkinds of patients.

Thisreportlooks at five HAls:
1. Centralline-associated bloodstream infections (CLABSI)
2. Catheter-associated urinary tractinfections (CAUTI)
3. Surgical site infections (SSI) following abdominal hysterectomies and colon surgeries
4. Positive laboratory results with methicillin-resistant Staphylococcus aureus (MRSA) bacteriafoundin the
bloodstream
5. Positive laboratory results with Clostridium difficile (C. difficile, CDI) bacteriafoundin a stool (fecal) sample

Click here for “Fast Facts” about central lines, urinary catheters, and the HAls discussed in this report.

Hospitals are required by law to report these five HAls to the North Carolina Division of PublicHealth. More information
about North Carolina’s mandatory reporting can be found here:
http://epi.publichealth.nc.gov/cd/hai/prevention/laws.html.

These measures do not represent all possible infections but were selected because they give a good overview of how a
hospital or state is doing in preventing healthcare-associated infections. These infections are largely preventable when
healthcare providers use infection prevention steps recommended by the Centers for Disease Control and Prevention
(cDq).

B. WHERE DO THE NUMBERS COME FROM?

Hospitals self-report their HAl datato the CDCand the NCDPH using afree, web-based software system called the National
Healthcare Safety Network (NHSN).CDCand the NCSHARPPS Program provide training to hospital staff on the appropriate
use of this systemand provide guidance on how to track infectionsin astandard way.

More information about NHSN can be found here: http://www.cdc.gov/nhsn/.
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C. HOW DO | READ THE REPORT?

This report looks at how hospitalsin this state performed in terms of infection prevention by displaying how many HAls
theyreportedduringJanuary 1,2017 —December31, 2017. These infection counts alonedo notshow how well afacility
or North Carolinais doing in preventing HAls. Therefore, the report also presents a key measure used to determine HAI
progress, the standardized infection ratio (SIR). The SIR is the number used to represent how well a facility did in
preventing HAls compared to similar facilities under the national average (i.e., national experience). When presenting
SIRs, the report datatablesand figures show whether NC,a hospital-sized group, or location type had more HAls (“worse”),
fewer HAIs (“better”), orabout the same number of HAls (“same”) compared to the national average based on previous
years of reported data. The predicted value of the national average for each HAl is also called the “NHSN baseline”. The
SIRis considered a “best guess” or estimate of observed infections compared to the number of infections that would be
predicted based onthe NHSNbaseline. The comparison made by the SIR between observedand predicted infections takes
intoaccount differences between hospitals such as types of patients and procedures, as well as other factors such as the
hospital’ssize and whetheritis affiliated with a medical school.

More information on how the SIR is calculated can be found here: https://www.cdc.gov/nhsn/pdfs/ps-analysis-
resources/nhsn-sir-guide.pdf.

SIRs are presentedforthe state overall and for each hospital size group; for some HAls, SIR is also presented by location
type (i.e., adult/pediatric units v. neonatal locations). The hospital size groups were categorized by total hospital bed
counts: lessthan 100 beds, 100-199 beds, 200-399 beds, and 400+ beds. Hospitals that served as the primary location for
medical schools were included in aseparate category (primary medical school affiliation). A list of the reporting hospitals
ineach size category can be foundin AppendixF.

In 2015, NHSN updated the national baseline for all HAls. The original national experience (NSHN baseline) was used in
SHARPPS Program reports from 2012-2016. Withthe original baseline, each HAl used data from a differentyearoryears
to come up with this original predicted number of infections: CLABSIs and SSIs used data from 2006-2008; CAUTIs used
data from 2009; MRSA and CDI LabID events used data from 2010-2011. When calculating the SIR based on the original
baseline, the way differences in facilities (such as types of patients and procedures, or facility size) were accounted for
varied by both HAI type and facility type. Starting in 2017, NC SHARPPS is presenting SIRs calculated on a new NHSN
baseline.All HAls will use datafrom 2015 to come up with their predicted baseline values. The 2015 baseline willserve as
a new reference point for assessing progress. SIRs calculated under this new baseline cannot be compared to SIRs
calculated using the original baselines. You can read more about the change in baseline here:

Click here for a “Reading Guide” that explains each element of the data tables and figures.
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D. WHAT DO THE NUMBERS MEAN?

This report shows how the state performed during a single year (2017) and compares each year’s performance to the
national average or baseline experience.

In addition to presenting numbers, there are some more complicated calculations performed on the data. These
calculations help ensurethatany data guesses orestimates (i.e., for the SIR) are as accurate as possible. A larger number
of datarecords will provide more accurate estimates than a smaller number. One of these calculations, the 95% confidence
interval, gives alowerand higherrange of values that we use when comparingthe number of observedinfections to the
number of predicted infections; thisrange tellsus whether the difference betweenthe observed and predicted infections
is statistically significant or not.

Click here for a “Numbers Guide” that explains any calculations for numbers in the data tables and figures.

E. ORGANISMS IDENTIFIED FROM HAls

In NHSN, hospitals may report up to three organisms identified from one HAI. These organisms were categorized into one
of ten groups, Candida & otheryeasts/fungi, Enterobacter, Enterococcus, Escherichia coli (E. coli), Klebsiella, Pseudomonas,
Staphylococcus aureus, Coagulase negative Staphylococci, and two “other” categories —Other Gram-Positive Bacteria and
Other Gram-Negative Bacteria. The first eight categories or organisms listed representthe national leading causes of HAIs.
Many of these organisms are part of the normal flora contained within the human body, found on the skin, or in the
gastrointestinal and/or urinary tract. Introduction of these organisms into other areas of the body can lead to infection.

Excluded organisms: Some organisms are rarely associated with HAls or not known to cause HAls. These organisms may
be the causes of community-associated infections. For this reason, NHSN excludes organisms from the following genera
from reporting: Blastomyces, Histoplasma, Coccidioides, Paracoccidioides, Cryptococcus and Pneumocystis. Additional
organism  exclusions, specific to a HAlI can be found in the patient safety manual
(https://www.cdc.gov/nhsn/pdfs/validation/2017/pcsmanual 2017.pdf).

F. THINGS TO CONSIDER WHEN LOOKING AT THE REPORT

Atotal of 114 North Carolina hospitalsreported HAls in 2017, including 92 short-term acute-care hospitals, nine long-term
acute-care hospitals, seven inpatient rehabilitationfacilities, and six specialty hospitals. This reportincludes data from the
92-short-term acute-care hospitals and six specialty hospitals. Facility specificdatafor all of these hospital types can be
found here: http://epi.publichealth.nc.gov/cd/hai/figures.html.

These reports coverdatafrom January 1, 2017 - December 31, 2017. Data were downloadedfrom the National Healthcare
Safety Network (NHSN) on May 25, 2018; any changes made to the data after this date are not reflected in this report.
Before reviewingthis report, afew clarifications about the dataneed to be made:

1. The data within thisreportare preliminary. Although efforts were made by hospitalsand the North Carolina SHARPPS
Program to ensure thatthe data were accurate and complete, the dataare self-reported and have not been formally
“double-checked,” or validated. Until additional data validation is completed, numbers should be interpreted with
caution.

2. There may be differences in reporting practices among hospitals. Hospitals with more infection control personnel
and resources may be able toidentifyand report more infections comparedto a hospital with fewer infection control
resources.

3. There may be differences between results published by the North Carolina SHARPPS Program and results published
elsewhere (e.g., CMS - Centersfor Medicare and Medicaid Services Hospital Compare website). Results may differ due

8
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to using data from different time periods, different facility types, different patient populations, and/or different
methods of analysis.

4. The North Carolina SHARPPS Program chose not to present some data for individual hospital units, procedures or
hospitals thatdid not meeta threshold (minimum value) forthe reporting period. The minimum threshold numbers
are based on CDC recommendations for reporting healthcare-associated infection data.

5. The North Carolina SHARPPS Program does not calculate an SIR when the number of predicted infections is less
than 1. Inthese situations, the “How Does the State Compare to the National Experience” text says, “No conclusion.”
This does not mean that hospitals failed to report data; it only means that the number of patients, devices (central
lines or urinary catheters), and/or procedures that were seen during this time period did not meet the established
threshold for calculatingan SIR. In other words, there is not enough information to make a reliable conclusion about
performance on this measure.

6. Laboratory-ldentified Events (LablD Events): Clostridium difficile infections (CDI) and methicillin-resistant
Staphylococcus aureus (MRSA) bacteremia (blood infection) LablD events rely on laboratory data. Patients did not
have to be ill to have a positive result, and a positive result can be determined without requiring clinical information
about the patient. This allows for a much less labor-intensive means to track CDI and MRSA infections. Only those
LablD events that are acquired in the hospital are displayedin this report. The sensitivity of various testing
methodologies, particularly for CDI may vary. NHSN makes risk adjustments to account for these differences when
calculating SIRs for LablD CDI events.
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. Statewide Healthcare-Associated Infections

A. Central Line-Associated Bloodstream Infections (CLABSI)

1. CLABSI in Adult/PediatricICUs

North Carolina 2017 CLABSI Highlights in Adult/Pediatric Medical, Surgical and Medical /Surgical Wards & ICUs

North Carolina hospitals reported 533 infections, compared to the 521 infections predicted by the national
experience; this was about the same as the 2015 national experience.
In 2017, North Carolina did not meet the U.S. Department of Health and Human Services 2020 goal to reduce CLABSIs
by 50% from the 2015 national baseline experience.
The most commonly identified organisms from adult and pediatric CLABSI patients were Candida and other
yeasts /fungi, followed by Enterococcus spp..

Table 1. N.C. Central Line Associated Bloodstream Infections (CLABSI) in Adult/Pediatric Medical, Surgical and
Medical/Surgical Wards & ICUs, 2017

Year # Observed # Predicted How Does North Carolina Compare to the
Infections Infections National Experience?
2017 533 520.58 = Same: about the same number of infections as
were predicted (same as the national experience)
Figure 1.

3.0 1

2.5

SIR

NC Central Line-Associated Bloodstream Infections (CLABSI) in Adult/Pediatric ICUs &
Wards
Standardized Infection Ratios (SIR), by Unit Type, 2017

NHSN Baseline, 2015

HHS 5-Year Goal

N.C. Division of Public Health, SHARPPS Program

How to Understand Figure 1:

Most location types
reported aboutthe same
numberof CLABSIs as
predicted, performing
the SAME as the national
experience

In 2017, pediatric
medical/surgical wards
and burn ICUs reported
more infections than
predicted, performing
WORSE than the national
experience
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N.C. HAI Annual Report-May 2018




Figure 2.

NC Central Line-Associated Bloodstream Infections (CLABSI) in Adult/Pediatric ICUs &
Wards
Standardized Infection Ratios (SIR), by Hospital Group, 2017

2.0

1.5 1

NHSN Baseline, 2015

SIR

HHS 5-Year Goal

1-99 beds 100-199 beds  200-399 beds 400+ beds Primary Medical

School Affiliation

How to Understand Figure 2:

Thereisvariabilityin
CLABSIs by facility size
In 2017, hospitals with
lessthan 100 beds
observedfewer CLABSIs
than predicted,
performing BETTER than
the national experience

Hospitals with a primary
medical school affiliation
observed more CLABSIs
than predicted,
performing WORSE than
the national experience

Figure 3.

Pathogen Distribution for CLABSIs in Adult/Pediatric Reporting Units, 2017

Candida & other yeasts/fungi
Enterococcus

Staphylococcus aureus

Other - Gram Negative Bacteria
Staphylococcus coagulase negative
Klebsiella

Missing

Pseudomonas

E. coli

Enterobacter

Other - Gram Positive Bacteria

Percent (%)

30 40 50

How to Understand Figure 3:

The most commonly
identified organismsfrom
adultand pediatric CLABSI
patients were Candidaand
otheryeasts/fungi,
followed by Enterococcus

Spp.

N.C. Division of Public Health, SHARPPS Program
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Figure 4.

Percentage* and Number of Antimicrobial-Resistant Pathogens
Identified Among CLABSIs in Adult/Pediatric Reporting Locations,

by Pathogen Group, 2017
MRSA

Staphylococcus aureus
oy
>S5
o
G]

E Enterococcus
c
©
20
o

C
Enterobacteriaceae
0 20 40 60 80 100 120 140 160

Total Number of Organisms
*The percentofresistant pathogens (Methacillin-resistant Staphylococcus aureus (MRSA),
Vancomycin-resistant Enterococcus (VRE), and Carbapenem Resistant Enterobacteriaceae (CRE))
is shown atthetopofeach bar

N.C. Division of Public Health, SHARPPS Program

How to Understand Figure 4:

e 1In 2017, 46% of
Staphylococcus aureus
identified among
adult/pediatric CLABSIs
were resistantto
methicillin.

e 25% of Enterococcus
identified among
adult/pediatric CLABSIs
were resistantto
vancomycin.

¢ The percentage of
Enterobacteriaceae
identified among
adult/pediatric CLABSIs
resistantto carbapenems
islow (3%).
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The following SIR plots summarize CLABSI infection data among Adult/Pediatric locations for North Carolina hospitals by hospital

groups (Appendix E).

CLABSI in Adult/Pediatric Medical, Surgical, and Medical/Surgical Wards and ICUs
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with less than 100 Beds

HOSPITAL

Dip - Harris Regional Hospital
Sentara Albemarle Medical Center
Caldwell Memorial Hospital
Carteret General Hospital
Columbus Regional Healthcare System
Novant Health Huntersville
Halifax Regional Medical Center
McDowell Hospital
Park Ridge Health
Murphy Medical Center
Martin General Hospital
Randolph Hospital Dba Randolph Health
Vidant Beaufort Hospital
Granville Medical Center
Novant Health Brunswick Medical Center
Vidant Duplin Hospital
Kings Mountain Hospital
Person Memorial Hospital
VWake Forest Baptist Health-Lexington
MNovant Health Medical Park Hospital
Hugh Chatham Memorial Hospital
Carolinas Healthcare System Anson
Annie Penn Hospital
Naorth Carolina Specialty Hospital
Johnston Health Clayton
Firsthealth Moore Regional-Hoke
Firsthealth Moore Regional-Richmond
Cape Fear Valley Hoke Hospital

0OBS PRED CLD SIR

DDDDO'D%DDDDDD@DODGODA—RMA—RDDD

1.1
1.1
22
21
13
2.0
1.0
0.4
0.4
0.2
0.1
0.7
0.7
0.4
0.7
0.6
0.3
0.1
0.5
0.2
0.8

1718
1593
3636
34352
2061
2918
1688
679
606
370
140
1151
1100
663
1130
923
489
244
577
366
1380

NA N

0.9
0.1
0.2
0.1
0.4
0.2

1536
89
286
112
729
260

Novant Health Kernersville Medical Cente 0 0.7 1153

Wakemed North Family Health & Women's Ho NA - NA

Central Harnett Hospital
Novant Health Clemmons Medical Center

N

0 0.3 400

NA  NA

N

Data reported from adult/pediatric units as of May 25, 2018 .

OBS = # infections observed

PRED = # infections statistically ‘predicted’ by national baseline

CLD = # central line days

SIR = Standardized infection ratio (OBS/PRED # of infections)

NA = Data not shown for hospitals with <50 central line days
MNC = SIR not calculated for hospitals with <1 predicted infection
*Significantly different than 2015 national baseline

N.C. Division of Public Health, SHARPPS Program

0.0
0.0
0.0
05
0.8
1.0
1.0

6§66666666666666566656668666

SIR AND 95% CONFIDENCE INTERVAL
COMPARED TO 2015 NATIONAL BASELINE

HHSSyeargoalfs = = = = = = = = = = = = = —m = = —c —m—c m— e mmm—mmmm—mm—m == === - - - - -

NHSN SIR

Standardized Infection Ratio

2 4 6

B Fewer infections (BETTER) than national baseline*
[ About the SAME number of infections as predicted
W More infections (WORSE) than national baseline*
[ No conclusion can be made
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CLABSI in Adult/Pediatric Medical, Surgical, and Medical/Surgical Wards and ICUs
Standardized Infection Ratios: January1 — December 31, 2017
Hospital Group: Hospitals with 100 to 199 Beds

HOSPITAL

Vidant Edgecombe Hospital

Carolinas Medical Center-University
Rutherford Regiocnal Medical Center
Maria Parham Medical Center

Lake MNorman Regional Medical Center
Catawba Valley Medical Center
Central Carclina Hospital
Wesley Long Hospital

Johnston Health

Duke Raleigh Hospital
Carolinas Healthcare System Lincoln
Frye Regional Medical Center

Iredell Memorial Hospital

Wilson Medical Center

Nash Health Care Systems

Novant Health Matthews Medical Center
WakeMed Cary Hospital

Stanly Regional Medical Center
Carolinas Medical Center-Union

Pardee Hospital

Carolinas Healthcare System Blue Ridge
Lenoir Memorial Hospital

Haywood Regional Medical Center
ARHS-Watauga Medical Center

Davis Regional Medical Center

Vidant Roancoke Chowan Hospital

Nowvant Health Thomasville Medical Center
Sampson Regional Medical Center

Northern Hospital Of Surry County
Scotland Memorial Hospital

Onslow Memorial Hospital

Betsy Johnson Hospital

UNC Rockingham Health

Wake Forest Baptist Health Wilkes Medica
Women's Hospital

Data reported from adult/pediatric units as of May 25, 2018 .

QBS = # infections observed

OBS PRED CLD SIR
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4627
1924
1517
1918
154@
3727
1845
3945
2706
5313
2581
4910
3805
3756
5983
3385
3420
1483
2750
1931
lele
3385
11e9

422

847
1185

927

618

506

188
le3e
1e59

PRED = # infections statistically ‘predicted' by national baseline

CLD = # central line days

SIR = Standardized infection ratio (OBS/PRED # of infections)

NA = Data not shown for hospitals with <50 central line days

NC = SIR not calculated for hospitals with <1 predicted infection
*Significantly different than 2015 national baseline

N.C. Division of Public Health, SHARPPS Program
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CLABSI in Adult/Pediatric Medical, Surgical, and Medical/Surgical Wards and ICUs
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with 400 or More Beds

HOSPITAL

Gaston Memorial Hospital

Rex Healthcare

New Hanover Regional Medical Center
Carolinas Healthcare System - Northeast
Moses Cone Hospital

Cape Fear Valley Health System

WakeMed

Mission Hospital

Novant Health Presbyterian Medical

Novant Health Forsyth Medical Center

Data reported from adult/pediatric units as of May 25, 2018 .

OBS =#infections observed

OBS PRED CLD SIR

1

10

11

22

27

42

8.6 8047
16.6 16036
19.7 18707

8. 9502
17.8 16488
10.8 11102
23.6 20951
27.2 25508

8. 9988
17 .6 18406

PRED = # infections statistically 'predicted’ by national baseline

CLD = # central line days

SIR = Standardized infection ratio (OBS/PRED # of infections)
NA = Data not shown for hospitals with <50 central line days

NC = SIR not calculated for hospitals with <1 predicted infection
*Significantly different than 2015 national baseline

N.C. Division of Public Health, SHARPPS Program
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CLABSI in Adult/Pediatric Medical, Surgical, and Medical/Surgical Wards and ICUs
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with Primary Medical School Affiliation

HOSPITAL

Vidant Medical Center
Carolinas Medical Center
Duke University Hospital
UNC Health Care

Wake Forest University Baptist Medical

OBS PRED CLD SIR

18

33

78

89

68

30.6 28492

34.0 29358

66.2 60441

58.1 48603

33.1 29642

Data reported from adult/pediatric units as of May 25, 2018 .

OBS =#infections observed

PRED = # infections statistically 'predicted’ by national baseline

CLD = # central line days

SIR = Standardized infection ratio (OBS/PRED # of infections)
NA = Data not shown for hospitals with <50 central line days

NC = SIR not calculated for hospitals with <1 predicted infection
*Significantly different than 2015 national baseline

N.C. Division of Public Health, SHARPPS Program
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2. CLABSI in Neonatal Intensive Care Units

predicted. Thiswas about the same as the 2015 national experience.

North Carolina 2017 CLABSI Highlights in NICUs
In 2017, North Carolina hospitals reported 57 infections in neonatal ICUs, compared to the 65 infections that were

In 2017, North Carolina did not meet the U.S. Department of Health and Human Services 2020 goal to reduce CLABSIs
by 50% from the 2015 national baseline experience.
The most commonly identified organism from NICU CLABSI patients was Staphylococcus aureus.

Table 3. N.C. Central Line Associated Bloodstream Infections (CLABSI) in neonatal ICUs, 2017

Year # Observed Infections # Predicted Infections How Does North Carolina Compare to the National
Experience?
2017 57 65.26 = Same: about the same number of infections as
were predicted (same as the national experience)
Figure 5.
NC Central Line-Associated Bloodstream Infections (CLABSI) in Neonatal ICUs How to Understand Figure 5:
Standardized Infection Ratios (SIR), 2017 e In2017, levelll/llland

203 Neonatal ICUs observed
the same number of
CLABSIs as predicted,
performing the SAME as

15

SIR

Neonatal Level 11/111

Neonatal Level |11

NHSN Baseline, 2015

HHS 5-Year Goal e Neitherneonatal ICUII/III

the 2015 national
experience

e Neonatallevel Il ICUs
reported fewer CLABSIs as
predicted, performing
BETTER than the 2015
national experience.

nor neonatal ICUIII
locations metthe HHS 5-
yeargoal.

N.C. Division of Public Health, SHARPPS Program

17
N.C. HAI Annual Report-May 2018




Figure 6.

NC Central Line-Associated Bloodstream Infections (CLABSI) in Neonatal ICUs
Standardized Infection Ratios (SIR), by Hospital Group, 2017
2.0+
154
% 1.0 NHSN Baseline, 2015
0.5+ HHS 5-Year Goal
0.0 -
1-99 beds 100-199 beds  200-399 beds 400+ beds Primary Medical
School Affiliation
Figure 7.

How to Understand Figure 6:

e Notall hospital size groups
have NICU locations

e Hospitals with 100-199
beds and 400+ beds
reportedthe same
number of CLABSIs as
predicted, performingthe
SAME as the 2015 national
experience

e Hospitals withaprimary
medical school affiliation
reported fewer CLABSIsin
NICUs than predicted,
performing BETTER than
the 2015 national
experience

Pathogen Distribution for CLABSIs in Neonatal Reporting Units, 2017

Staphylococcus aureus

Other - Gram Negative Bacteria

Candida & other yeasts/fungi

E. coli

Staphylococcus coagulase negative

Klebsiella

Pseudomonas

Enterobacter

Enterococcus

Other - Gram Positive Bacteria

20

30

40 50

How to Understand Figure 7:

e |n 2017, Staphylococcus
aureus (27%), was the
most common pathogen
identified from CLABSIsin
NICU locations

e The most common
pathogenidentified from
CLABSIsin NICU locations
differs fromthe most
common pathogen from
CLABSIs in adult/pediatric
locations

Percent (%)
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Figure 8.

Percentage* and Number of Antimicrobial-Resistant Pathogens How to Understand Figure 8:

Identified Among CLABSIs in Neonatal Reporting Locations, by e In 2017, five of 17 (29%)

Pathogen Group, 2017 Staphylococcus aureus
identified among observed

CLABSI infectionsin NICUs
were resistantto
methicillin

MRSA

Staphylococcus
pny 29
aureus

Organism Group

0 5 10 15 20 25

Total Number of Organisms
*The percentofresistant pathogens (Methacillin-resistant Staphylococcus aureus (MRSA),

Vancomycin-resistant Enterococcus (VRE), and Carbapenem Resistant Enterobacteriaceae (CRE))
is shown atthetopofeach bar(if identified)
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The following SIR plots summarize CLABSI infection data among NICUs in North Carolina hospitals by hospital groups (Appendix E).

CLABSI in Neonatal ICUs
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with 100 to 199 Beds

HOSPITAL OBS PRED CLD SIR SIR AND 95% CONFIDENCE INTERVAL
COMPARED TO 2015 NATIONAL BASELINE
I
I
Women's Hospital 1 2.3 1714 0.4 | @
1
I
I
1
Carolinas Medical Center-University NA NA N NA :
1
I
I
Nash Health Care Systems NA NA N NA :
I
I
I
1
Novant Health Matthews Medical Center NA NA N NA :
1
I
I
1
Onslow Memorial Hospital NA NA N NA ]
I
I
I
I
Catawba Valley Medical Center 2 8.8 659 NC :
I
I
I
1
I
I
1
I
I
I
I
I
I
I
I
I
I
1
I
I
1
I
I
1
1
i 5 1 I 1
e T = 2 4 6
2 =
= Standardized Infection Ratio
>
=

[ Fewer infections (BETTER) than national baseline*
[0 About the SAME number of infections as predicted
[l More infections (WORSE) than national baseline*
[ No conclusion can be made

Data reported from neonatal units as of May 25, 2018 .
OBS = # infections observed
PRED = # infections statistically 'predicted’ by national baseline
CLD = # central line days
SIR = Standardized infection ratio (OBS/PRED # of infections)
NA = Data not shown for hospitals with <50 catheter days
NC = SIR not calculated for hospitals with <1 predicted infection
*Significantly different than 2015 national baseline
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HOSPITAL

Novant Health Presbyterian Medical

Mission Hospital

New Hanover Regional Medical Center

WakeMed

Novant Health Forsyth Medical Center

Rex Healthcare

Carolinas Healthcare System - Northeast

Gaston Memorial Hospital

Cape Fear Valley Health System

CLABSIin Neonatal ICUs
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with 400 or More Beds

OBS PRED CLD SIR

2 5.8 3417

2 2.3 1560

3 3.2 1861

4 3.6 2562

9 4.2 2285
@ .4 455
e e.7 42

i e.2 231

1 ©.6 356

Data reported from neonatal units as of May 25, 2018 .

QBS = # infections observed

PRED = # infections statistically ‘predicted' by national baseline

CLD = # central line days

SIR = Standardized infection ratio (OBS/PRED # of infections)
NA = Data not shown for hospitals with <50 catheter days

NC = SIR not calculated for hospitals with <1 predicted infection
*Significantly different than 2015 national baseline

N.C. Division of Public Health, SHARPPS Program
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O About the SAME number of infections as predicted
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[ Ne conclusion can be made
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HOSPITAL

Duke University Hospital

Carolinas Medical Center

Wake Forest University Baptist Medical

UNC Health Care

Vidant Medical Center

CLABSI in Neonatal ICUs
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with Primary Medical School Affiliation

OBS PRED CLD SIR

4 11.7

4 10.8

11 6.4

Data reported from neonatal units as of May 25, 2018 .

OBS =#infections observed

7574

7303

6065

4525

2080

PRED = # infections statistically 'predicted’ by national baseline

CLD = # central line days

SIR = Standardized infection ratio (OBS/PRED # of infections)
NA = Data not shown for hospitals with <50 catheter days
NC = SIR not calculated for hospitals with <1 predicted infection
*Significantly different than 2015 national baseline

N.C. Division of Public Health, SHARPPS Program
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B. Catheter-Associated Urinary Tract Infections (CAUTI)

North Carolina 2017 CAUTI Highlights

In 2017, North Carolina hospitals reported 636 CAUTI infections, compared to the 717 infections that were
predicted. Thiswas better than the 2015 national experience.
In 2017, North Carolina did not meet the U.S. Department of Health and Human Services 2020 goal to reduce CAUTIs
by 25% from the 2015 national baseline experience.

The most commonly identified organisms were E. coli and Enterococcus

Table 5. N.C. Catheter-Associated Urinary Tract Infections (CAUTI) in ICUs and wards, by year, 2012-2016

Year # Observed Infections # Predicted Infections How Does North Carolina Compare to the National
Experience?
2017 637 7173 * Better: Fewer infections than were predicted
(better than the national experience)
Figure 9.

Wards

NC Catheter-Associated Urinary Tract Infection (CAUTI) in Adult/Pediatric ICUs &

Standardized Infection Ratios (SIR), by Unit Type, 2017

2.0

SIR

NHSN Baseline, 2006-2008

HHS 5-Year Goal

How to Understand Figure 9:

Medical cardiac locations

reported more CAUTIs
than predicted,

performing WORSE than

the 2015 national
experience

Medical/surgical ICUs

and Neurologic reported

fewer CAUTIs than
predicted, performing
BETTER than the
national experience

Most other locations
reported the same
number of CAUTIs as
predicted by the 2015
national experience

N.C. Division of Public Health, SHARPPS Program
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Figure 10.

NC Catheter-Associated Urinary Tract Infection (CAUTI) in Adult/Pediatric ICUs & Wards How to Understand Figure 10:
Standardized Infection Ratios (SIR), by Hospital Group, 2017

e In 2017, hospitals with less
than 100 beds and those
affiliated with a primary
medical school reported

1.5+ fewer CAUTIs than

predicted, performing

BETTER than the 2015

national experience

NHSN Baseline, 2009 | o Al| other hospital sized

groups reported about the

same number of infections
as predicted, performing

the SAME as the 2015

national experience

2.0

SIR

HHS 5-Year Goal

1-99 beds 100-199 beds  200-399 beds 400+ beds Primary Medical
School Affiliation

Figure 11.

Pathogen Distribution for CAUTIs in Adult/Pediatric ICUs & Wards, and Adult/Pediatric Medical, How to Understand Figure 11:
Surgical and Medical/Surgical Wards, 2017

e E. coli (35%)and

35 Enterococcus (17%) were
the most commonly
identified pathogens
amongreported CAUTI
infectionsin 2017

e (Candidaspeciesandother
yeasts are considered
excluded organisms and
cannot be used to meet
the UTI definition

E. cali

Enterococcus

Klebsiella

Pseudomonas

Other - Gram Negative Bacteria
Enterobacter

Staphylococcus coagulase negative
Missing

Staphylococcus aureus

Other - Gram Positive Bacteria

Candida & other yeasts

0 10 20 30 40 S0
Percent (%)
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Figure 12.

Percentage* and Number of Antimicrobial-Resistant Pathogens
Identified Among CAUTIs in Reporting Locations, by Pathogen Group,

2017
MRSA
Staphylococcus aureus 57

o
5 VRE
Q
g Enterococcus 13
c
©
o CRE
o

Enterobacteriaceae 3

0 100 200 300 400 500

Total Number of Organisms

*The percentofresistant pathogens (Methacillin-resistant Staphylococcus aureus (MRSA),
Vancomycin-resistant Enterococcus (VRE), and Carbapenem Resistant Enterobacteriaceae (CRE))
is shown at the top of each bar

N.C. Division of Public Health, SHARPPS Program

600

How to Understand Figure 12:

e Eightof 14 (57%)
Staphylococcus aureus
identified amongreported
CAUTIs were resistantto
methicillin

o 13% of Enterococcus
identified among reported
CAUTIs were resistantto
Vancomycin

o 3% of Enterobacteriaceae
identified amongreported
CAUTIs were resistantto
carbapenems
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The following SIR plots summarize CAUTI infection data for North Carolina hospitals by hospital groups (Appendix E).

CAUTI in Adult/Pediatric Medical, Surgical, and Medical/Surgical Wards and ICUs
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with less than 100 Beds

HOSPITAL OBS PRED UCD SIR

Caldwell Memorial Hospital @ 3.0 5809
Park Ridge Health 0 1.4 2057
Dlp - Harris Regional Hospital 0 1.3 2344
Sentara Albemarle Medical Center e 1.5 2178
Columbus Regional Healthcare System o 1.0 2021
Vidant Beaufort Hospital 0 1.1 1641
Hugh Chatham Memorial Hospital o 1.3 2453
Annie Penn Hospital 1 1.1 2137
Randolph Hospital Dba Randolph Health 1 1.1 2067
Novant Health Huntersville 2 1.9 2530
Halifax Regional Medical Center 4 2.0 2941
Carteret General Hospital 3 1.3 2371
Novant Health Medical Park Hospital 3 1.1 1995
McDowell Hospital 2 8.9 1621
Murphy Medical Center 0 0.7 1316
Martin General Hospital 0 0.3 668
Granville Medical Center 0 0.9 1698
Novant Health Brunswick Medical Center 1 0.8 1610
Vidant Duplin Hospital e 0.5 938
Kings Mountain Hospital 0 0.6 1087
Person Memorial Hospital 0 0.6 1120
Wake Forest Baptist Health-Lexington 0 0.9 1276

Carolinas Healthcare System Anson NA NA N
North Carolina Specialty Hospital 0 0.6 1250
Johnston Health Clayton 0 0.2 438
Firsthealth Moore Regional-Hoke e 0.1 139
Firsthealth Moore Regional-Richmond 1 0.7 1276
Cape Fear Valley Hoke Hospital 0 0.0 79
Novant Health Kernerswville Medical Cente © 0.7 1308
Wakemed North Family Health & Women's Ho © ©.1 172

Data reported from adult/pediatric units as of May 25, 2018 .
OBS = # infections observed
PRED = # infections statistically 'predicted' by national baseline
UCD = # urinary catheter days
SIR = Standardized infection ratio (OBS/PRED # of infections)
NA = Data not shown for hospitals with <50 catheter days
NC = SIR not calculated for hospitals with <1 predicted infection
*Significantly different than 2015 national baseline

N.C. Division of Public Health, SHARPPS Program

M NN R O 9 @ @ @ @ @ 9
~N R 2 Rk 0 Vv e @ @ @ @ @ 9

NC
NC

SIR AND 955 CONFIDENCE INTERVAL

COMPARED TO 2015 NATIONAL BASELINE

HHS 5 -yar Goal fr o o m o o omom o o o e il e R S SN R R SN

NHSN SIR

Standardized Infection Ratio

O Fewer infections (BETTER) than national baseline*
the SAME number of infections as predicted
B More infections (WORSE) than national baseline*
] Ne conclusion can be made
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CAUTI in Adult/Pediatric Medical, Surgical, and Medical/Surgical Wards and ICUs
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with 100 to 199 Beds

HOSPITAL

Iredell Memorial Hospital

Catawba Valley Medical Center
Carolinas Medical Center-University
Haywood Regional Medical Center
Onslow Memorial Hospital

Carolinas Medical Center-Union

Novant Health Matthews Medical Center
Unc Rockingham Health

Lake Norman Regional Medical Center
Wesley Long Hospital

Vidant Edgecombe Hospital

Maria Parham Medical Center

Pardee Hospital

Johnston Health

Nash Health Care Systems

Frye Regional Medical Center

Wilson Medical Center

Sampson Regional Medical Center
Novant Health Thomasville Medical Center
Stanly Regional Medical Center
Central Carolina Hospital

Betsy Johnson Regional

WakeMed Cary Hospital

Northern Hospital Of Surry County
Wake Forest Baptist Health Wilkes Medica
Carolinas Healthcare System Lincoln
Carolinas Healthcare System Blue Ridge
ARHS-Watauga Medical Center

Vidant Roanoke Chowan Hospital

Duke Raleigh Hospital

Lenoir Memorial Hospital

Rutherford Regional Medical Center
Davis Regional Medical Center
Scotland Memorial Hospital

Women's Hospital

Data reported from adult/pediatric units as of May 25, 2018 .

OBS =#infections observed

PBow oW W W N DWW RN NGNRNWRENNREPRE PO OO0

=
[=~]

@ @ = N

OBES PRED UCD SIR

O O O NNW R R NRNNRLBNHNERERHNLWIRENWRWWRNNWN R R B B8 W
W0 E WY We 8 R,k WW NN RNV NONO RN WO WA

5066
6194
1844
1918
1740

4180
3399
2825
3596
3460
2403
4911
3464
6594
5866
4330
2576
2194
2315
3272
2983
6206
2081
2972
2864
2497

1631
5596
3244
2963
1239

712

512

PRED = # infections statistically 'predicted’ by national baseline

UCD = # urinary catheter days

SIR = Standardized infection ratio (OBS/PRED # of infections)
NA = Data not shown for hospitals with <50 catheter days
NC = SIR not calculated for hospitals with <1 predicted infection
*Significantly different than 2015 national baseline

N.C. Division of Public Health, SHARPPS Program
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the SAME number of infections as predicted
@ More infections (WORSE) than national baseline*
[ No conclusion can be made

N.C. HAI Annual Report-May 2018

27



CAUTI in Adult/Pediatric Medical, Surgical, and Medical/Surgical Wards and ICUs
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with 200 to 399 Beds

HOSPITAL OBS PRED UCD SIR SIR AND 95% CONFIDENCE INTERVAL
COMPARED TO 2015 NATIONAL BASELINE
1
Wayne Memorial Hospital 1 10.4 10412 0.1 ) :
1
1
Alamance Regional Medical Center 2 4.1 3273 0.5 ®'
1
1
Carolinas Medical Center-Pineville 6 9.1 11363 0.7 d
1
1
Carolinas Healthcare System Cleveland 5 5.4 6199 0.9 1
1
1
Duke Regional Hospital 8 8.3 7983 1.0 :
1
!
High Point Regional Health System 9 8.2 9355 1.1 !
1
1
Carolinas Medical Center-Mercy 4 3.4 4284 1.2 : ®
1
1
FirstHealth Moore Regional Hospital 21 17.1 19520 1.2 @
1
1
Southeastern Regional Medical Center 16 12.6 12924 1.3 : ®
1
!
CarolinaFast Medical Center 8 5.3 6238 1.5 1 [ ]
1
1
Novant Health Rowan Medical Center 8 4.5 5103 1.8 : &
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
W I I I
0 3 G 2 4 6
5 2 Standardized Infection Ratio
-

[ Fewer infections (BETTER) than national baseline*
[ About the SAME number of infections as predicted
@ More infections (WORSE) than national baseline*
[ No conclusion can be made

Data reported from adult/pediatric units as of May 25, 2018 .
OBS = #infections observed
PRED = # infections statistically 'predicted’ by national baseline
UCD = # urinary catheter days
SIR = Standardized infection ratio (OBS/PRED # of infections)
NA = Data not shown for hospitals with <50 catheter days
NC = SIR not calculated for hospitals with <1 predicted infection
*Significantly different than 2015 national baseline
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CAUTI in Adult/Pediatric Medical, Surgical, and Medical/Surgical Wards and ICUs
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with 400 or More Beds

HOSPITAL OBES PRED UCD SIR

Gaston Memorial Hospital

Carolinas Healthcare System - Northeast

Rex Healthcare

New Hanover Regional Medical Center

Cape Fear Valley Health System

Mission Hospital

Moses Cone Hospital

Novant Health Forsyth Medical Center

Novant Health Presbyterian Medical

WakeMed

Data reported from adult/pediatric units as of May 25, 2018 .

OBS =#infections observed

18

17

11

32

26

27

18

14.3

13.9

25.5

13.8

40.0

27.0

21.9

12.2

35.5

10189

14037

26818

18070

13961

24493

16054

16574

10571

22007

PRED = # infections statistically 'predicted’ by national baseline

UCD = # urinary catheter days

SIR = Standardized infection ratio (OBS/PRED # of infections)
NA = Data not shown for hospitals with <50 catheter days
NC = SIR not calculated for hospitals with <1 predicted infection
*Significantly different than 2015 national baseline

N.C. Division of Public Health, SHARPPS Program
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[ Fewer infections (BETTER) than national baseline*
[ About the SAME number of infections as predicted
@ More infections (WORSE) than national baseline*
[ No conclusion can be made
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CAUTI in Adult/Pediatric Medical, Surgical, and Medical/Surgical Wards and ICUs
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with Primary Medical School Affiliation

HOSPITAL OBES PRED UCD SIR

Wake Forest University Baptist Medical 32
UNC Health Care 46
Carolinas Medical Center 45
Duke University Hospital 57
Vidant Medical Center 50

65.8 39672

65.3 39073

53.7 28627

64.4 40644

27.8 18947

Data reported from adult/pediatric units as of May 25, 2018 .

OBS =#infections observed

PRED = # infections statistically 'predicted’ by national baseline

UCD = # urinary catheter days

SIR = Standardized infection ratio (OBS/PRED # of infections)
NA = Data not shown for hospitals with <50 catheter days
NC = SIR not calculated for hospitals with <1 predicted infection

*Significantly different than 2015 national baseline

N.C. Division of Public Health, SHARPPS Program
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[ Fewer infections (BETTER) than national baseline*
[ About the SAME number of infections as predicted
@ More infections (WORSE) than national baseline*
[ No conclusion can be made
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C. Surgical Site Infections (SSI)

1. Abdominal Hysterectomies

Table 4. N.C. Surgical Site Infections following Abdominal Hysterectomies, by year, 2012-2016

North Carolina 2017 SSI Highlights Post Abdominal Hysterectomy

North Carolina reported 49 surgical site infections after inpatient abdominal hysterectomies performed on adults

>

18 years in North Carolina acute care hospitals, compared to the 87 infections predicted. This was better than the 2015

national experience.

N.C. met the U.S. Department of Health and Human Services 2020 goal to reduce SSIs nationally by 30% from the 2015

baseline experience

In 2017, the most commonly identified organism from adult patients with SSI following inpatient abdominal

hysterectomies was Enterococcus

Year # Observed Infections # Predicted Infections How Does North Carolina Compare to the National
Experience?
2017 49 86.22 * Better: Fewer infections than were predicted
(better than the national experience)
Figure 13.
NC Surgical Site Infection (SSI) Abdominal Hysterectomy Surgery How to Understand Figure 13:
Standardized Infection Ratios (SIR), by Hospital Group, 2017 . .

S (SIR), by Hosp P e Hospitalswith 100-199
bedsand 200-399
reportedthe same
number of SSIs following

15- abdominal hysterectomies
as predicted by the 2015
national experience

v o Allotherhospital sized
5 10 NHSN Baseline, 2015 groups reported fewer

1-99 beds 100-199 beds  200-399 beds

N.C. Division of Public Health, SHARPPS Program

HHS 5-Year Goal

400+ beds Primary Medical

School Affiliation

hysterectomiesthan

BETTER than the 2015
national experience

predicted, performing

SSls following abdominal

N.C. HAI Annual Report-May 2018

31




Figure 14.

Pathogen Distribution for Abdominal hysterectomy SSls, 2017

Enterococcus

Other - Gram Negative Bacteria

Missing

Other - Gram Positive Bacteria

E. coli

Candida & other yeasts

Enterobacter

Staphylococcus aureus

Staphylococcus coagulase negative

Pseudomonas

18

18

N.C. Division of Public Health, SHARPPS Program

20

30 40
Percent (%)

How to Understand Figure 14:

e Enterococcusand other-
gram negative bacteria
were the mostcommonly
reported pathogens
amongSSls following
abdominal hysterectomies

e Pseudomonaswasthe
least commonly reported
pathogenamongSSls
following abdominal
hysterectomies
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The following SIR plots summarize SSI HYST infection data for North Carolina hospitals by hospital groups (Appendix E).

S8l Folowing Abdominal Hysterectomy Surgeries in Acute Care Hospitals
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with less than 100 Beds

0.0 ‘

0.7
NC
NC
NA
NA
NC
NC
NA
NC
NA
NA
NC
NC
NA
NA
NA
NA
NA
NC
NA
NA
NC
NA
NA

HOSPITAL OBS PRED PROC SIR
Novant Health Medical Park Hospital e 1.6 203
Novant Health Huntersville 1 1.4 185
McDowell Hospital 1 0.4 50
Park Ridge Health 0 0.5 64
Murphy Medical Center NA NA NA
Dlp - Harris Regional Hospital NA NA NA
Sentara Albemarle Medical Center 0 0.4 46
Columbus Regional Healthcare System e 0.5 53
Martin General Hospital NA NA NA
Randolph Hospital Dba Randolph Health e 0.5 61
Vidant Beaufort Hospital NA NA NA
Granville Medical Center NA NA NA
Carteret General Hospital 0 0.4 51
Novant Health Brunswick Medical Center 0 0.7 76
Vidant Duplin Hospital NA NA NA
Kings Mountain Hospital NA NA NA
Caldwell Memorial Hospital NA NA NA
Person Memorial Hospital NA NA NA
Wake Forest Baptist Health-Lexington NA NA NA
Halifax Regional Medical Center e 0.2 23
Hugh Chatham Memorial Hospital NA NA NA
Carolinas Healthcare System Anson NA NA NA
Annie Penn Hospital 0 0.3 28
Johnston Health Clayton NA NA NA
Firsthealth Moore Regional-Richmond NA NA NA
Cape Fear Valley Hoke Hospital NA NA NA

Wakemed North Family Health & Women's Ho 1 0.9 132

Data reported as of May 25, 2018 .
OBS = #infections observed
PRED = # infections statistically 'predicted’ by national baseline
PROC = # procedures
SIR = Standardized infection ratio (OBS/PRED # of infections)
NA = Data not shown for hospitals with <20 procedures
NC = SIR not calculated for hospitals with <1 predicted infection
*Significantly different than 2015 national baseline

N.C. Division of Public Health, SHARPPS Program
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S8l Folowing Abdominal Hysterectomy Surgeries in Acute Care Hospitals
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with 100 to 199 Beds

:

HOSPITAL OBS PRED PROC SIR
WakeMed Cary Hospital <] 1.e 128 @.8
Novant Health Matthews Medical Center e 1.4 175 0.9
Women's Hospital 1 1.2 142 8.8
Carolinas Medical Center-University 1 1.1 132 9.9
Pardee Hospital <] 8.4 52 NC
Rutherford Regional Medical Center e 8.3 31 NC
Haywood Regional Medical Center <] 8.5 58 NC
ARHS-Watauga Medical Center NA NA NA  NA
Davis Regional Medical Center 1 8.2 21 NC
Vidant Roancke Chowan Hospital 1 8.2 25 NC
Vidant Edgecombe Hospital 1 e.3 32 NC
Novant Health Thomasville Medical Center NA NA NA  NA
Sampson Regional Medical Center NA NA NA  NA
Lenoir Memorial Hospital e 8.2 20 NC
Iredell Memorial Hospital @ e.e 75 NC
Maria Parham Medical Center e 9.2 26 NC
Nash Health Care Systems 2 e.s 59 NC
Northern Hospital Of Surry County NA NA NA  NA
Lake Norman Regional Medical Center NA NA NA  NA
Frye Regional Medical Center e 0.4 53 NC
Johnston Health 2 e.7 8@ NC
Scotland Memorial Hospital @ .9 11 NC
Carolinas Healthcare System Lincoln e e.3 34 NC
Wilson Medical Center 5} 8.5 64 NC
Onslow Memorial Hospital e e.4 53 NC
Catawba Valley Medical Center e e.s 68  NC
Carolinas Healthcare System Blue Ridge NA NA NA  NA
Central Carolina Hospital e e.3 34 NC
Carolinas Medical Center-Union 2 8.5 &0 NC
Duke Raleigh Hospital e e.2 26 NC
Stanly Regional Medical Center e e.2 23 NC
Betsy Johnson Hospital e e.2 27 NC
UNC Rockingham Health 8 8.2 21  NC
Wake Forest Baptist Health Wilkes Medica NA NA NA  NA
Wesley Long Hospital <] 8.2 25 NC

Data reported as of May 25, 2018 .
OBS =# infections observed
PRED = # infections statistically ‘predicted' by national baseline
PROC =# procedures
SIR = Standardized infection ratio (OBS/PRED # of infections)
NA = Data not shown for hospitals with <20 procedures
NC = SIR not calculated for hospitals with <1 predicted infection
*Significantly different than 2015 national baseline

N.C. Division of Public Health, SHARPPS Program

SIR AND 95% CONFIDENCE INTERVAL
COMPARED TO 2015 NATIONAL BASELINE

HHS 5-y8ar 208l fm = = m = == = o o e e e

MHSN SIR

Standardized Infection Ratio

[ Fewer
O About

infections (BETTER) than national baseline*
the SAME number of infections as predicted
M Vore infections (WORSE) than national baseline®
[ Ne conclusion can be made
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S8l Folowing Abdominal Hysterectomy Surgeries in Acute Care Hospitals
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with 200 to 399 Beds

HOSPITAL

CarolinaEast Medical Center
Carolinas Healthcare System Cleveland
Duke Regional Hospital

Carolinas Medical Center-Pineville
Carolinas Medical Center-Mercy

High Point Regiconal Health System
Novant Health Rowan Medical Center
Wayne Memorial Hospital

FirstHealth Moore Regional Hospital
Alamance Regional Medical Center

Southeastern Regional Medical Center

Data reported as of May 25, 2018 .
QBS = # infections observed

200

163

244

212

135

164

26

112

99

34

PRED = # infections statistically ‘predicted' by national baseline

PROC =# procedures

SIR = Standardized infection ratio (OBS/PRED # of infections)
NA = Data not shown for hospitals with <20 procedures
NC = SIR not calculated for hospitals with <1 predicted infection

*Significantly different than 2015 national baseline

N.C. Division of Public Health, SHARPPS Program

OBS PRED PROC SIR

1.4

NC

NC

NC

NC

NC

SIR AND 95% CONFIDENCE INTERVAL
COMPARED TO 2015 NATIONAL BASELINE

—

MHSN SIR

Standardized Infection Ratio

L]
o
oo
|
m
1
s

(T}

5

[ Fewer infections (BETTER) than national baseline*
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S8l Folowing Abdominal Hysterectomy Surgeries in Acute Care Hospitals
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with 200 to 399 Beds

HOSPITAL

CarolinaEast Medical Center
Carolinas Healthcare System Cleveland
Duke Regional Hospital

Carolinas Medical Center-Pineville
Carolinas Medical Center-Mercy

High Point Regiconal Health System
Novant Health Rowan Medical Center
Wayne Memorial Hospital

FirstHealth Moore Regional Hospital
Alamance Regional Medical Center

Southeastern Regional Medical Center

Data reported as of May 25, 2018 .
QBS = # infections observed

200

163

244

212

135

164

26

112

99

34

PRED = # infections statistically ‘predicted' by national baseline

PROC =# procedures

SIR = Standardized infection ratio (OBS/PRED # of infections)
NA = Data not shown for hospitals with <20 procedures
NC = SIR not calculated for hospitals with <1 predicted infection

*Significantly different than 2015 national baseline

N.C. Division of Public Health, SHARPPS Program
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[ Fewer infections (BETTER) than national baseline*
O About the SAME number of infections as predicted
M Vore infections (WORSE) than national baseline®
[ Ne conclusion can be made
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S8l Folowing Abdominal Hysterectomy Surgeries in Acute Care Hospitals
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with 400 or More Beds

HOSPITAL

Rex Healthcare

WalkeMed

Nowvant Health Forsyth Medical Center
Carolinas Healthcare System - Mortheast
New Hanowver Regional Medical Center
Missien Hospital

Gaston Memorial Hospital

Cape Fear Valley Health System

Nowvant Health Presbyterian Medical

Moses Cone Hospital

Data reported as of May 25, 2018 .
QBS = # infections observed

OBS PRED PROC SIR

e 3.8
5] 1.4
1 3.4
1 2=
3 6.0
4 5.0
i E: O ¢
2 2.0
7 5.6
NA NA

455

156

421

282

722

579

118

213

686

NA

PRED = # infections statistically ‘predicted' by national baseline

PROC =# procedures

SIR = Standardized infection ratio (OBS/PRED # of infections)
NA = Data not shown for hospitals with <20 procedures
NC = SIR not calculated for hospitals with <1 predicted infection
*Significantly different than 2015 national baseline

N.C. Division of Public Health, SHARPPS Program
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S8l Folowing Abdominal Hysterectomy Surgeries in Acute Care Hospitals
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with Primary Medical School Affiliation

HOSPITAL OBS PRED PROC SIR SIR AND 95% CONFIDENCE INTERVAL
COMPARED TO 2015 NATIONAL BASELINE
i
UNC Health Care 1 6.6 748 0.2 |@ J
1
Carolinas Medical Center 2 5.1 572 8.4 [ ] :
1
Wake Forest University Baptist Medical 1 1.8 1% 0.6 ®
1
Vidant Medical Center 1 1.6 182 9.6 .:
Duke University Hospital 3 4.2 49 8.7 *
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
]
1
- T T T
] B 2 4 53
i =
wZ Standardized Infection Ratio
-
W
2]
=

[ Fewer infections (BETTER) than national baseline*
O About the SAME number of infections as predicted
M Vore infections (WORSE) than national baseline®
[ Ne conclusion can be made

Data reported as of May 25, 2018 .
OBS =# infections observed
PRED = # infections statistically ‘predicted' by national baseline
PROC =# procedures
SIR = Standardized infection ratio (OBS/PRED # of infections)
NA = Data not shown for hospitals with <20 procedures
NC = SIR not calculated for hospitals with <1 predicted infection
*Significantly different than 2015 national baseline
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2. ColonSurgeries

North Carolina 2017 SSI Highlights Post Colon Surgery

Among inpatient colon surgeries performed on adults = 18 years, North Carolina hospitals reported 253 infections,
compared to the 303 infections which were predicted.

This was the better than predicted by the 2015 national experience.
The U.S. Department of Health and Human Services set a goal to reduce SSIs nationally by 30% from the baseline
experience in 2015 by 2020; North Carolina has not met this goal for SSIs following colon surgeries.

The most commonly identified organisms isolated from colon surgery SSI patients were E. coli and Enterococcus.

Table 5. N.C. Surgical Site Infections following colon surgeries, by year, 2012-2016

Year

# Observed Infections

# Predicted Infections How Does North Carolina Compare to the National

Experience?

2017

253

302.8 * Better: Fewer infections than were predicted

(better than the national experience)

Figure 16.

NC Surgical Site Infection (SSI) Colon Surgery

Standardized Infection Ratios (SIR), by Hospital Group, 2017

2.0

1.54

SIR

NHSN Baseline, 2015

1-99 beds

100-199 beds  200-399 beds

HHS 5-Year Goal

400+ beds Primary Medical

School Affiliation

N.C. Division of Public Health, SHARPPS Program

How to Understand Figure 16:

Hospitals with a primary
medical school affiliation,
and hospitals with more
than 400 beds performed
aboutthe SAME as the
2015 national experience,
reportingthe same
number of SSlIs following
colonsurgeriesas
predicted.

All smallerhospitalsized
groups performed BETTER
than the 2015 national
experience, reporting
fewerSSIsfollowing colon
surgeriesthan predicted
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Figure 17.

Pathogen Distribution for Colon surgery SSls, 2017

E. coli

Enterococcus

Other - Gram Positive Bacteria
Other - Gram Negative Bacteria
Candida & other yeasts
Klebsiella

Enterobacter

Missing 5

Staphylococcus aureus
Pseudomonas

Staphylococcus coagulase negative

23

20 30 40
Percent (%)

How to Understand Figure 17:

e F. coli(23%) and
Enterococcus (21%) were
the most commonly
reported pathogens
isolated from patients
with surgical site
infections following colon
surgeries

Figure 18.

Percentage® and Number of Antimicrobial-Resistant Pathogens
Identified Among Surgical Site Infections Following Colon Surgery by

MRSA
Staphylococcus
pny 61
aureus
o
=}
o
S
O
g Enterococcus
c
©
o0
(@)
Enterobacteriaceae
0 50

Pathogen Group, 2017

10

CRE

100 150 200

Total Number of Organisms

*The percentofresistant pathogens (Methacillin-resistant Staphylococcus aureus (MRSA),
Vancomycin-resistant Enterococcus (VRE), and Carbapenem Resistant Enterobacteriaceae (CRE))

is shown atthetopofeach bar

N.C. Division of Public Health, SHARPPS Program

How to Understand Figure 18:

e 1n2017, 61% of
Staphylococcus aureus
identified among SSIs
following colon surgeries
were resistant to methicillin

e 10% of Enterococcus
identified among SSIs
following colon surgeries
were Vancomycin resistant

e Only 1% of
Enterobacteriaceae
identified among SSIs
following colon surgeries
were carbapenem resistant
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The following SIR plots summarize colon surgery SSI infection data for North Carolina hospitals by hospital groups (Appendix E).

SSl following Colon Surgeries in Acute Care Hospitals
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with less than 100 Beds

HOSPITAL OBS PRED PROC SIR
Novant Health Medical Park Hospital 2 8.7 347 0.2
Randolph Hospital Dba Randolph Health o 1.3 49 0.0
Novant Health Brunswick Medical Center o 2.3 92 0.0
Wake Forest Baptist Health-Lexington 0 1.2 46 0.0
Columbus Regional Healthcare System 1 1.3 45 0.8
Novant Health Huntersville 2 2.5 100 0.8
Carteret General Hospital 5 2.6 108 1.9
McDowell Hospital 2 0.5 21 NC
Park Ridge Health 2 0.9 39 NC
Murphy Medical Center 0 0.5 21 NC
Dlp - Harris Regional Hospital 0 0.7 27 NC
Sentara Albemarle Medical Center 0 0.9 31 NC
Martin General Hospital NA NA NA  NA
Vidant Beaufort Hospital NA NA NA  NA
Granville Medical Center 0 0.6 23 NC
Vidant Duplin Hospital NA NA NA  NA
Kings Mountain Hospital 0 0.8 31 NC
Caldwell Memorial Hospital 0 0.8 27 NC
Person Memorial Hospital NA NA NA  NA
Halifax Regional Medical Center 2 0.6 23 NC
Hugh Chatham Memorial Hospital 0 0.7 26 NC
Carolinas Healthcare System Anson NA NA NA  NA
Annie Penn Hospital 1 0.8 28 NC
Johnston Health Clayton 1 .9 30 NC
Firsthealth Moore Regional-Richmond NA NA NA  NA
Cape Fear Valley Hoke Hospital NA NA NA  NA
Novant Health Kernersville Medical Cente © 0.6 26 NC
Wakemed North Family Health & Women's Ho NA NA NA  NA

Data reported as of May 25, 2018 .
OBS =#infections observed
PRED = # infections statistically 'predicted' by national baseline
PROC = # procedures
SIR = Standardized infection ratio (OBS/PRED # of infections)
NA = Data not shown for hospitals with <20 procedures
NC = SIR not calculated for hospitals with <1 predicted infection
*Significantly different than 2015 national baseline

N.C. Division of Public Health, SHARPPS Program

SIR AND 95% CONFIDENCE INTERVAL
COMPARED TO 2015 NATIONAL BASELINE

HHS 5-year goal ---------------------------------------------.-.------—-

MHSH SIR

Standardized Infection Ratio

O Fewer
[ About

infections (BETTER) than national baseline*
the SAME number of infections as predicted
M More infections (WORSE) than national baseline*
[ No conclusion can be made
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SSl following Colon Surgeries in Acute Care Hospitals
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with 100 to 199 Beds

HOSPITAL OBS PRED PROC SIR SIR AND 95% CONFIDENCE INTERVAL
COMPARED TO 2015 NATIONAL BASELINE
Carolinas Medical Center-Union e i 114 ©.6 :‘ ]
Wesley Long Hospital 1 5.6 216 9.2 |@uumm
Carolinas Medical Center-University <] 1.3 48 8.8 |
Haywood Regional Medical Center e 1.3 52 9.9 !
Lenoir Memorial Hospital <] 1.6 58 8.8 :
Northern Hospital Of Surry County e 1.9 42 9.9 1
Lake MNorman Regional Medical Center <] 1.5 61 @.0 1
Wilson Medical Center @ 1.8 64 0.0 I
Onslow Memorial Hospital <] 1.5 54 8.8 :
Catawba Valley Medical Center e 2.5 94 9.9 |
Carolinas Healthcare System Blue Ridge e 1.8 7@ 8.8 I
Central Carolina Hospital e 1.3 59 9.9 1
Duke Raleigh Hospital @ 2.8 102 0.9 !
Frye Regional Medical Center 1 2.3 9% 0.4 [=T] :
Pardee Hospital il 2.3 96 0.4 o
Iredell Memorial Hospital 1 2.4 83 8.5 @
WakeMed Cary Hospital 3 5.2 203 8.6 e!
Nash Health Care Systems 1 1.6 62 9.6 .:
Carolinas Healthcare System Lincoln 1 1.6 54 8.6 L
Rutherford Regional Medical Center 1 1.1 48 8.9 1
Johnston Health 2 2.0 71 1.8 It
Nowvant Health Thomasville Medical Center 2 1.6 64 1.2 R
Maria Parham Medical Center E] 1.7 64 1.7 : ]
Nowvant Health Matthews Medical Center 5 2.6 9 1.9 1 [ ]
ARHS-Watauga Medical Center 2] .9 40 NC 1
Davis Regional Medical Center NA NA NA  NA I
Vidant Roancke Chowan Hospital NA NA NA  NA :
Vidant Edgecombe Hospital 1 e.s 33 NC I
Sampson Regional Medical Center NA NA NA  NA I
Scotland Memorial Hospital e e.s 37  NC 1
Stanly Regional Medical Center e e.s 38 NC !
Betsy Johnson Hospital e e.7 24 NC :
UNC Rockingham Health A A A 1
Wake Forest Baptist Health Wilkes Medica =] 2.8 29 MNC 1
Women's Hospital NA NA NA I
_: o T T T
e ] 2 4 6
i =
wZ Standardized Infection Ratio
a
Wi
]

[ Fewer infections (BETTER) than national baseline*
O About the SAME number of infections as predicted
M Vore infections (WORSE) than national baseline®
[ Ne conclusion can be made

Data reported as of May 25, 2018 .
OBS =# infections observed
PRED = # infections statistically ‘predicted' by national baseline
PROC =# procedures
SIR = Standardized infection ratio (OBS/PRED # of infections)
NA = Data not shown for hospitals with <20 procedures
NC = SIR not calculated for hospitals with <1 predicted infection
*Significantly different than 2015 national baseline
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SSl following Colon Surgeries in Acute Care Hospitals
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with 200 to 399 Beds

HOSPITAL OBS PRED PROC SIR SIR AND 95% CONFIDENCE INTERVAL
COMPARED TO 2015 NATIONAL BASELINE
i
High Point Regional Health System e 4.2 155 8.8 :
1
Nowvant Health Rowan Medical Center <] 2.1 83 8.8 |
]
1
Wayne Memorial Hospital e 2.7 101 8.8 !
1
Southeastern Regiconal Medical Center <] 1.3 45 8.8 Q :
1
Carolinas Medical Center-Mercy 1 3.e leg 8.3 [
1
1
FirstHealth Moore Regional Hospital 2 3.5 141 8.6 9,
1
Duke Regional Hospital 2 2.4 8% 0.8 Ib
1
CarolinaEast Medical Center 3 3.0 116 1.8 |
1
1
Carolinas Medical Center-Pineville 4 3.9 152 1.8 1
1
Alamance Regional Medical Center 3 2.3 81 1.3 : ®
1
Carolinas Healthcare System Cleveland 6 2.7 lee 2.2 1 ®
1
1
1
1
1
1
1
1
1
1
1
1
1
]
1
- T T T
e ] 2 4 6
i =
wZ Standardized Infection Ratio
s
W
Wi
=

[ Fewer infections (BETTER) than national baseline*
O About the SAME number of infections as predicted
M Vore infections (WORSE) than national baseline®
[ Ne conclusion can be made

Data reported as of May 25, 2018 .
OBS =# infections observed
PRED = # infections statistically ‘predicted' by national baseline
PROC =# procedures
SIR = Standardized infection ratio (OBS/PRED # of infections)
NA = Data not shown for hospitals with <20 procedures
NC = SIR not calculated for hospitals with <1 predicted infection
*Significantly different than 2015 national baseline
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SSl following Colon Surgeries in Acute Care Hospitals
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with 400 or More Beds

HOSPITAL OBS PRED PROC SIR SIR AND 95% CONFIDENCE INTERVAL
COMPARED TO 2015 NATIONAL BASELINE
i
Carolinas Healthcare System - Northeast 3 7.2 276 8.4 ® :
1
Rex Healthcare 11 173 644 0.6 [ ]
]
|
Novant Health Forsyth Medical Center 5 7.5 278 8.7 L]
1
New Hanover Regional Medical Center 12 14.8 542 8.7 ‘I
1
Moses Cone Hospital 3 4.3 144 8.7 [ ]
1
1
Nowvant Health Presbyterian Medical 1@ 9.6 359 1.8 I [ ]
1
Cape Fear Valley Health System 8 7.6 25 1.8 : [ ]
1
WakeMed g 6.7 219 1.2 1 | @
1
1
Mission Hospital 18 13.9 599 1.3 1 5]
1
Gaston Memorial Hospital 8 5.3 191 1.5 : [ ]
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
]
1
- T T T
e ] 2 4 6
i =
wZ Standardized Infection Ratio
s
wh
Wi
]

[ Fewer infections (BETTER) than national baseline*
O About the SAME number of infections as predicted
M Vore infections (WORSE) than national baseline®
[ Ne conclusion can be made

Data reported as of May 25, 2018 .
OBS =# infections observed
PRED = # infections statistically ‘predicted' by national baseline
PROC =# procedures
SIR = Standardized infection ratio (OBS/PRED # of infections)
NA = Data not shown for hospitals with <20 procedures
NC = SIR not calculated for hospitals with <1 predicted infection
*Significantly different than 2015 national baseline
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SSl following Colon Surgeries in Acute Care Hospitals
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with Primary Medical School Affiliation

HOSPITAL

UNC Health Care

Duke University Hospital

Carolinas Medical Center

Wake Forest University Baptist Medical

Vidant Medical Center

Data reported as of May 25, 2018 .
QBS = # infections observed

OBE PRED PROC ESIR

12

12

24

33

s I

17.0

21.4

13.4

13.3

677

595

451

466

PRED = # infections statistically ‘predicted' by national baseline

PROC =# procedures

SIR = Standardized infection ratio (OBS/PRED # of infections)
NA = Data not shown for hospitals with <20 procedures
NC = SIR not calculated for hospitals with <1 predicted infection
*Significantly different than 2015 national baseline

N.C. Division of Public Health, SHARPPS Program

1.3

2.5

SIR AND 95% CONFIDENCE INTERVAL
COMPARED TO 2015 NATIONAL BASELINE

mss_ygargna]________________________________________._.Q.'__.

MHSN SIR

Standardized Infection Ratio

[ Fewer
O About

M Vore infections (WORSE) than national baseline®
[ Ne conclusion can be made

infections (BETTER) than national baseline*
the SAME number of infections as predicted
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D. Laboratory-ldentified Events

1. Methicillin-Resistant Staphylococcus aureus Laboratory-ldentified Events (MRSA LablID)

North Carolina 2017 MRSA LabID Highlights
In 2017 North Carolina hospitals reported 279 MRSA LabID events, compared to the 356 MRSA LabID events which

were predicted. This is better than predicted by the 2015 national experience.
The U.S. Department of Health and Human Services set a goal to reduce MRSA nationally by 50% from the baseline
experience by 2020; North Carolina has not yet been met this goal.

Table 6. N.C. Methicillin-Resistant Staphylococcus Aureus Laboratory-ldentified events, by year, 2012-2016

Year # Observed Events # Predicted Events How Does North Carolina Compare to the National
Experience?
2017 279 355.5 * Better: Fewer infections than were predicted
(better than the national experience)
Figure 19.
NC Methicillin-Resistant Staphylococcus aureus (MRSA) Laboratory-ldentified How to Understand Figure 19:

Standardized Infection Ratios (SIR), by Hospital Group and Year, 2017

Bloodstream Infection in Acute Care Hospitals

2.0

1.5

SIR

1-99 beds

100-199 beds  200-399 beds

400+ beds Primary Medical
School Affiliation

e Hospitals with 400+ beds
performed BETTER than
the national experience,
with fewer MRSA LablD
eventsthan predicted

e Allotherhospital size
groups reported about the
same number of events as
predicted by the national
experience.

NHSN Baseline, 2015

HHS 5-Year Goal

N.C. Division of Public Health, SHARPPS Program
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The following SIR plots summarize MRSA labID data for North Carolina hospitals by hospital groups (Appendix E).

MRSA in Acute Care Hospitals
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with less than 100 Beds

HOSPITAL OBS PRED PD SIR SIR AND 95% CONFIDENCE INTERVAL
COMPARED TO 2015 NATIONAL BASELINE

Columbus Regional Healthcare System o 1.1 18183 0.0 i i

Randolph Hospital Dba Randolph Health D 1.1 19480 0.0 !

Halifax Regional Medical Center 1 1.2 21358 0.8 : [ ]

Novant Health Huntersville 5 1.2 30415 4.2 : g

McDowell Hospital 6 0.4 9241 NC :

Park Ridge Health ® 0.3 10859 NC :

Murphy Medical Center 0 0.2 609 NC 1

Dlp - Harris Regional Hospital 2 0.5 12825 NC :

Sentara Albemarle Medical Center e 0.9 21274 NC :

Martin General Hospital e ©8.1 3795 NC :

Vidant Beaufort Hospital o 0.8 16781 NC :

Granville Medical Center @ ©.2 8312 NC 1

Carteret General Hospital 1 0.7 27599 NC :

Novant Health Brunswick Medical Center 6 0.5 19753 NC :

Vidant Duplin Hospital 0 0.7 11543 NC :

Kings Mountain Hospital e 0.1 7063 NC 1

Caldwell Memorial Hospital 2 0.8 18760 NC :

Person Memorial Hospital 1 0.1 3110 NC :

Wake Forest Baptist Health-Lexington 1 0.6 9802 NC :

Novant Health Charlotte Orthopedic Hosp © ©.1 7071 NC :

Novant Health Medical Park Hospital e 0.1 5249 NC 1

Hugh Chatham Memorial Hospital o 0.4 12921 NC :

Carolinas Healthcare System Anson 0 0.0 425  NC :

Annie Penn Hospital 1 0.8 14323 NC :

North Carolina Specialty Hospital 6 0.1 4118 NC :

Wake Forest Baptist Health-Davie Medica © ©.1 2084 NC 1

Johnston Health Clayton e 0.3 11192 NC :

Firsthealth Moore Regional-Hoke 6 0.0 1796 NC :

Firsthealth Moore Regional-Richmond 0 0.3 9858 NC :

Cape Fear Valley Hoke Hospital o 0.1 4241 NC :

Novant Health Kernersville Medical Cent 2 0.4 13698 NC 1

Wakemed North Family Health & Women's H © ©.1 5621 NC :
:| 5 1 T T

<} g = 2 4 6

§; g Standardized Infection Ratio
;
S

[ Fewer events (BETTER) than national baseline*
[0 About the SAME number of events as predicted
M More events (WORSE) than national baseline*
[ No conclusion can be made

Data reported as of May 25, 2018 .
OBS = # infections observed
PRED = # infections statistically 'predicted’ by national baseline
PD = # Patient days
SIR = Standardized infection ratio (OBS/PRED # of infections)
NC = SIR not calculated for hospitals with <1 predicted infection
*Significantly different than 2015 national baseline
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MRSA in Acute Care Hospitals
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with 100 to 199 Beds

HOSPITAL OBS PRED PD
Pardee Hospital @ 1.5 31966
Haywood Regional Medical Center e 1.1 21255
Iredell Memorial Hospital 8 1.4 328236
Frye Regiocnal Medical Center @ 1.6 35875
Wilson Medical Center 8 1.1 28841
Women's Hospital 8 1.3 54113
Novant Health Matthews Medical Center 1 1.5 48921
Wesley Long Hospital 2 2.0 49166
Catawba Valley Medical Center 2 2.0 54187
Carolinas Healthcare System Blue Ridge 2 1.4 38819
Carolinas Medical Center-Union 2 1.4 31758
Johnston Health 2 1.3 31577
Onslow Memorial Hospital 2 1.3 32079
Duke Raleigh Hospital 3 1.9 51449
Nash Health Care Systems 4 2.4 47232
Lenoir Memorial Hospital 32 1.4 28619
WakeMed Cary Hospital 4 1.4 45153
Carolinas Medical Center-University 1 8.9 27674
Rutherford Regicnal Medical Center 8 8.7 14592
ARHS-Watauga Medical Center 8 8.5 12859
Davis Regional Medical Center 1 8.7 1lel2e
Vidant Roancke Chowan Hospital 8 8.7 14897
Vidant Edgecombe Hospital 8 9.9 15675
Novant Health Thomaswille Medical Cente 1 8.8 14966
Sampson Regional Medical Center 1 8.5 1e962
Maria Parham Medical Center 1 9.9 19156
Northern Hospital Of Surry County 8 9.8 15%01
Lake Norman Regional Medical Center 1 8.6 15951
Scotland Memorial Hospital 2 8.7 22435
Carolinas Healthcare System Lincoln 1 8.9 1747@
Central Carolina Hospital e 0.7 18748
Stanly Regicnal Medical Center @ 8.6 12785
Betsy Johnson Hospital 8 8.7 1876l
UNC Rockingham Health 1 8.6 15869
Wake Forest Baptist Health Wilkes Medic 1 ©.5 13e88

Data reported as of May 25, 2018 .
OBS =#infections observed
PRED = # infections statistically ‘predicted’ by national baseline
PD = # Patient days
SIR = Standardized infection ratio (OBS/PRED # of infections)
NC = SIR not calculated for hospitals with <1 predicted infection
*Significantly different than 2015 national baseline

N.C. Division of Public Health, SHARPPS Program
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[ Fewer events (BETTER) than national baseline*
[J About the SAME number of events as predicted
M Vore events (WORSE) than national baseline*
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MRSA in Acute Care Hospitals
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with 200 to 399 Beds

HOSPITAL OBS PRED PD SIR
Carolinas Healthcare System Cleveland 8 2.3 38923 a.
Cherry Hospital e 1.2 77835 8.
Broughton Hospital e 1.5 99772 @.
Carolinas Medical Center-Pineville 1 3.2 68954 9.
Duke Regional Hospital 2 8.2 75773 6.
CarolinaEast Medical Center 1 3.8 62758 0.
High Point Regional Health System 2 4.3 74921 e.
Alamance Regional Medical Center 1 1.9 434659 0.
Southeastern Regional Medical Center 3 4.7 74050 0.
FirstHealth Moore Regional Hospital & 4.8 14991 1.

Nowvant Health Rowan Medical Center 3 1.7 41375 1.

Carolinas Medical Center-Mercy 4 2.1 41353 1.

Wayne Memorial Hospital & 2.4 52183 2.

Data reported as of May 25, 2018 .
OBS =#infections observed
PRED = # infections statistically ‘predicted’ by national baseline
PD = # Patient days
SIR = Standardized infection ratio (OBS/PRED # of infections)
NC = SIR not calculated for hospitals with <1 predicted infection
*Significantly different than 2015 national baseline

N.C. Division of Public Health, SHARPPS Program
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MRSA in Acute Care Hospitals
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with 400 or More Beds

HOSPITAL OBE PRED PD

Moses Cone Hospital

Missien Hospital

Rex Healthcare

New Hanover Regional Medical Center

Carolinas Healthcare System - Northeast

WakeMed

Cape Fear Valley Health System

Novant Health Forsyth Medical Center

Gaston Memorial Hospital

Nowvant Health Presbyterian Medical

Central Regional Hospital

Data reported as of May 25, 2018 .
OBS = # infections observed
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209792

144055

178873

1e5462

157465

16792e

219972

103430

150873

A

PRED = # infections statistically ‘predicted’ by national baseline

PD = # Patient days

SIR = Standardized infection ratio (OBS/PRED # of infections)
NC = SIR not calculated for hospitals with <1 predicted infection

*Significantly different than 2015 national baseline

N.C. Division of Public Health, SHARPPS Program
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MRSA in Acute Care Hospitals
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with Primary Medical School Affiliation

HOSPITAL OBS PRED PD
Carolinas Medical Center 14 25.4 278465
Vidant Medical Center 18 17.4 248968
Duke Uniwversity Hospital 28 37.8 347344
UNC Health Care 31 27.7 254191

Wake Forest University Baptist Medical 32 25.1 238915

Data reported as of May 25, 2018 .
OBS =#infections observed
PRED = # infections statistically ‘predicted’ by national baseline
PD = # Patient days
SIR = Standardized infection ratio (OBS/PRED # of infections)
NC = SIR not calculated for hospitals with <1 predicted infection
*Significantly different than 2015 national baseline

N.C. Division of Public Health, SHARPPS Program
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[J About the SAME number of events as predicted
M Vore events (WORSE) than national baseline*
[ Ne conclusicon can be made

N.C. HAI Annual Report-May 2018

51



Clostridium difficile Laboratory-ldentified Events (CDI LabID)
North Carolina 2017 CDI LabID Highlights

e In 2017, North Carolina hospitals reported 2696 CDI LabID events, compared to the 3488 CDI LabID events which
were predicted. This was better than the 2015 national experience.

e The U.S. Department of Health and Human Services set a goal to reduce CDI nationally by 30% from the baseline
experience by 2020; North Carolina has not yet met this goal.

Table 7. N.C. Clostridium difficile laboratory-identified events, by year, 2012-2016

Year # Observed Infections # Predicted Infections How Does North Carolina Compare to the National
Experience?
2013 2696 3487.90 * Better: Fewer infections than were predicted
(better than the national experience)

Figure 21.
NC Clostridium difficile (CDI) Laboratory-ldentified Infection in Acute Care Hospitals How to Understand Figure 21:
Standardized Infection Ratios (SIR), by Hospital Group and Year, 2017 . . .
bo- e Hospitals with 200-399

bedsand hospitalswitha
primary medical school
affiliation performed

1.5+ aboutthe SAME as the
national experience, with
the same number of LabID

CDI events as predicted.
NHSN Baseline, 2015-2017

SIR

e Allotherhospital sized
groups performed BETTER
than the national
experience, with fewer
LabID CDI eventsthan
predicted

HHS 5-Year Goal

e None of the hospital size

1-99 beds 100-199 beds  200-399 beds 400+ beds  Primary Medical groups metthe HHS 5_year

School goalin 2017
Affiliation
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The following SIR plots summarize CDI labID data for North Carolina hospitals by hospital groups (Appendix E).

C Difficile in Acute Care Hospitals
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with less than 100 Beds

HOSPITAL OBS PRED PD SIR SIR AND 95% CONFIDENCE INTERVAL
COMPARED TO 2015 NATIONAL BASELINE
McDowell Hospital %] 4.5 8789 0.0 :
Hugh Chatham Memorial Hospital 5] 4.6 12224 0.0 :
Firsthealth Moore Regional-Richmond %] 7.8 9858 0.0 :
Vidant Duplin Hospital 1 6.6 10758 0.2 |@@ :
Kings Mountain Hospital 1 5.4 7063 0.2 |@ :
Vidant Beaufort Hospital 2 9.1 16731 0.2 |uguam
Sentara Albemarle Medical Center 5 12.8 20598 0.4 [ ] :
Wake Forest Baptist Health-Lexington %] 2.9 8751 0.0 :
Cape Fear Valley Hoke Hospital %] 1.1 4241 0.0 :
Wakemed Morth Family Health & Women's H © 1.1 3051 0.0 :
Murphy Medical Center 1 3.3 609 0.3 L ] :
Novant Health Kernersville Medical Cent 2 6.1 13698 0.3 e !
Granville Medical Center 3 4.6 7969 0.7 .i
Martin General Hospital 1 1.4 3629 0.7 5
Novant Health Brunswick Medical Center 7 9.6 18783 0.7 b
Columbus Regional Healthcare System 5 6.6 17582 0.8 ,
Annie Penn Hospital 6 7.3 14323 0.8 :.
Novant Health Medical Park Hospital 1 1.2 5249 0.8 '@
Park Ridge Health 3 3.4 9031 0.9 :.
Novant Health Charlotte Orthopedic Hosp 1 1.1 7071 0.9 :
Randolph Hospital Dba Randolph Health 13 13.2 19681 1.0 :
Dlp - Harris Regional Hospital 4 4.0 12825 1.0 :
Novant Health Huntersville 16 14.9 26309 1.1 :
Halifax Regional Medical Center 17 15.6 20354 1.1 1
Caldwell Memorial Hospital 14 12.7 18120 1.1 :
Johnston Health Clayton 6 3.1 9817 1.9 : [ ]
Person Memorial Hospital 2 1.0 311e 2.0 : o
Carteret General Hospital 31 8.5 26185 3.7 : [
Carolinas Healthcare System Anson (6] 0.1 425 NC :
North Carolina Specialty Hospital 5] 0.8 4116 NC 1
Wake Forest Baptist Health-Davie Medica © 0.4 2084 NC :
Firsthealth Moore Regional-Hoke %] 0.6 1352 NC :
:‘ - 1 1 1
0 3 i 2 4 6
i g Standardized Infection Ratio
;
E

[ Fewer infections (BETTER) than national baseline*
[0 About the SAME number of infections as predicted
B More infections (WORSE) than national baseline*
[ Mo conclusion can be made

Data reported as of May 25, 2018 .
OBS =# infections observed
PRED = # infections statistically ‘predicted’ by national baseline
PD = # Patient days
SIR = Standardized infection ratio (OBS/PRED # of infections)
NC = SIR not calculated for hospitals with <1 predicted infection
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C Difficile in Acute Care Hospitals
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with 100 to 199 Beds

HOSPITAL OBS PRED PD SIR SIR AND 95% CONFIDENCE INTERVAL
COMPARED TO 2015 NATIONAL BASELINE

Women's Hospital %] 11.3 3089 0.0 ‘ :

Stanly Regional Medical Center 2 6.8 11745 0.3 & :

Haywood Regional Medical Center 4 11.8 20739 0.3 ® :

Catawba Valley Medical Center 10 28.7 51506 0.3 o

Novant Health Matthews Medical Center 13 39.3 40929 0.4 ® :

Pardee Hospital 7 14.5 31966 0.5 -..:

Wesley Long Hospital 14 25.1 40166 0.6 o

Carolinas Healthcare System Blue Ridge 21 32.0 29382 0.7 ‘

Unc Rockingham Health 3 7.1 1419 0.4 ® :

Betsy Johnson Regional 4 7.3 17360 0.5 o

Vidant Roanoke Chowan Hospital 5 .1 14119 0.6 .:

Carolinas Medical Center-University 7 12.7 23295 0.6 .:

Carolinas Medical Center-Union 10 17.1 28705 0.6 (1

Lenoir Memorial Hospital 14 22.3 27671 0.6 “

Northern Hospital Of Surry County 8 11.6 14907 0.7 ’

Novant Health Thomasville Medical Cente 6 8.4 13477 0.7 o

Davis Regional Medical Center 5 6.9 16126 0.7 6

Johnston Health 23 27.6 29882 0.8 :.

Vidant Edgecombe Hospital 7 7.9 14484 0.9 1

Sampson Regional Medical Center .3 10052 0.9 :

Lake Norman Regional Medical Center 7 7.6 13852 0.9 :

Duke Raleigh Hospital 29 31.4 51449 0.9 1

Frye Regional Medical Center 37 37.6 35117 1.0 :

Carolinas Healthcare System Lincoln 9 .9 16620 1.0 :

Rutherford Regional Medical Center 8 7.6 13917 1.1 1

Wake Forest Baptist Health Wilkes Medic 4 .8 12821 1.1 :

ARHS-Watauga Medical Center 8 7.3 12859 1.1 :

Wilson Medical Center 20 18.1 27@56 1.1 [

Central Carolina Hospital 8 6.4 17247 1.3 : ®

Onslow Memorial Hospital 23 17.8 26393 1.3 : [ ]

WakeMed Cary Hospital 37 28.4 39548 1.3 ! [ ]

Maria Parham Medical Center 15 10.6 18175 1.4 : ®

Scotland Memorial Hospital 9 6.1 20380 1.5 : )

Nash Health Care Systems 49 32.3 44002 1.5 |

Iredell Memorial Hospital 45 28.5 36853 1.6 : .
. 1 1 1

0 :g'n = 2 4 6

5 2 Standardized Infection Ratio
>
o
= o3

[ Fewer infections (BETTER) than national baseline*
[ About the SAME number of infections as predicted
B More infections (WORSE) than national baseline*
[ No conclusion can be made

Data reported as of May 25, 2018 .
OBS = # infections observed
PRED = # infections statistically 'predicted' by national baseline
PD = # Patient days
SIR = Standardized infection ratio (OBS/PRED # of infections)
NC = SIR not calculated for hospitals with <1 predicted infection
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C Difficile in Acute Care Hospitals
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with 200 to 399 Beds

HOSPITAL OBS PRED PD SIR SIR AND 95% CONFIDENCE INTERVAL
COMPARED TO 2015 NATIONAL BASELINE
I
Cherry Hospital (2] 12.3 77035 0.0 :
I
I
Broughton Hospital 1 16.2 99772 0.1 1
I
I
Carolinas Medical Center-Mercy 11 30.0 41353 0.4 9 !
1
I
Alamance Regional Medical Center 16 30.3 38814 0.5 .:
I
Carolinas Medical Center-Pineville 23 43.5 62220 0.5 .:
I
|
Carolinas Healthcare System Cleveland 18 27.9 34659 0.6 K ]
I
I
High Point Regional Health System a7 63.0 71698 0.7 ’.
I
Southeastern Regional Medical Center 40 49.8 68933 0.8 P
I
Novant Health Rowan Medical Center 25 30.5 39562 0.8 :.
I
]
CarolinaEast Medical Center 33 36.0 60404 0.9 1
I
I
FirstHealth Moore Regional Hospital 59 64.0 99122 0.9 t
[
I
Wayne Memorial Hospital 29 29.1 49484 1.0 :
1
Duke Regional Hospital 78 53.0 67211 1.5 : e |
I
I
I
I
I
I
I
I
I
I
'
I
I
I
1
I
I
1
1 1 1
——
0 T 2 4 6
o
§ £  Standardized Infection Ratio
>
2
= o3

[ Fewer infections (BETTER) than national baseline*
[ About the SAME number of infections as predicted
B More infections (WORSE) than national baseline*
[ No conclusion can be made

Data reported as of May 25, 2018 .
OBS = # infections observed
PRED = # infections statistically 'predicted' by national baseline
PD = # Patient days
SIR = Standardized infection ratio (OBS/PRED # of infections)
NC = SIR not calculated for hospitals with <1 predicted infection
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C Difficile in Acute Care Hospitals
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with 400 or More Beds

HOSPITAL OBS PRED PD SIR SIR AND 95% CONFIDENCE INTERVAL
COMPARED TO 2015 NATIONAL BASELINE

I
Central Regional Hospital 1 8.8 56400 0.1 I' :
I
I
Gaston Memorial Hospital 20 73.7 96067 0.3 e
I
I
Cape Fear Valley Health System 58 110 145471 0.5 @'
1
I
Moses Cone Hospital 51 83.0 121056 0.6 q
I
Novant Health Presbyterian Medical 72 110 122098 0.7 ‘
I
]
Carolinas Healthcare System - Northeast 46 65.5 94737 0.7 @
I
I
Rex Healthcare 92 119 128276 0.8 i.
I
Novant Health Forsyth Medical Center 161 199 193712 0.8 :.
I
WakeMed 20 109 133442 0.8 :.
I
I
New Hanover Regional Medical Center 146 148 169480 1.0 1
I
I
Mission Hospital 182 163 190126 1.1 ' e
1
I
I
I
1
I
I
I
I
I
I
I
I
I
I
I
I
'
I
I
I
1
I
I
1
1 1 1
——
0 T 2 4 6
o
§ £  Standardized Infection Ratio
>
5
g 1
= o3

[ Fewer infections (BETTER) than national baseline*
[ About the SAME number of infections as predicted
B More infections (WORSE) than national baseline*
[ No conclusion can be made

Data reported as of May 25, 2018 .
OBS = # infections observed
PRED = # infections statistically 'predicted' by national baseline
PD = # Patient days
SIR = Standardized infection ratio (OBS/PRED # of infections)
NC = SIR not calculated for hospitals with <1 predicted infection
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C Difficile in Acute Care Hospitals
Standardized Infection Ratios: January 1 — December 31, 2017
Hospital Group: Hospitals with Primary Medical School Affiliation

HOSPITAL OBs PRED PD

Wake Forest University Baptist Medical 63

UNC Health Care 117
Carolinas Medical Center 154
Vidant Medical Center 128
Duke University Hospital 320

Data reported as of May 25, 2018 .
OBS = #infections observed

161 218292

188 228357

230 235077

183 234671

316 324736

PRED = # infections statistically 'predicted' by national baseline

PD = # Patient days

SIR = Standardized infection ratio (OBS/PRED # of infections)
NC = SIR not calculated for hospitals with <1 predicted infection

N.C. Division of Public Health, SHARPPS Program

SIR SIR AND 95% CONFIDENCE INTERVAL
COMPARED TO 2015 NATIONAL BASELINE
[]
0.4 | @,
[]
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0.6 ®
]
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[ Fewer infections (BETTER) than national baseline*
[ About the SAME number of infections as predicted
B More infections (WORSE) than national baseline*
[ No conclusion can be made
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FAST FACTS: What You Need to Know About Healthcare-Associated Infections

Device-Associated HAls

Sometimes, patients have medical devicesinserted into theirbodies to provide necessary medical care. These devices
are called “invasive devices” and patients with these devices have a higher chance of gettingan infection. Here is what

you needto know aboutinvasive devices and what kinds of
infections they can be associated with:

o Acentral lineisatube placedina large veinto allow access to

the bloodstream and provide the patient with important
medicine. A central line-associated bloodstream infection

(CLABSI) can occur when bacteria or othergermstravel alonga

central line and enterthe blood. When not putin correctly or
keptclean, central lines can become a pathway for germs to
enterthe body and cause serious bloodstream infections.

e Aurinary catheterisa tube placedinthe bladdertodrainurine.
A catheter-associated urinary tract infection (CAUTI) can occur

when bacteria or othergermstravel alonga urinary catheter,
resultinginaninfectioninyourbladderoryourkidney.

Other HAls

How patients with central lines
can get infected with germs

Hand or glove touching
the line can be dirty
| *
‘ Where medicines are it )
l injected can get dirty + Central line
|

How patients with urinary catheter
can get infected with germs

Organisms from the
environment can travel
along outside of the

tubing into the bladder

Hand or glove touching
the catheter can be dirty

Skin where catheter is k’-‘<
placed can be dirty Catheter

e Asurgical site infection (SSI) occurs aftersurgeryinthe part of the body where the surgery took place. These
infections may involve only the skin or may be more serious andinvolve tissue underthe skin or organs. SSls
sometimes take days or months after surgery to develop. Symptoms may include fever, redness or pain around the

surgical site, ordrainage of fluid from the wound.

o Methicillin-resistant Staphylococcus aureus (MRSA) infections are caused by
bacteriathat are resistantto certain types of drugs. MRSA can cause skin or
wound infections. Sometimes, MRSA can infect the blood and cause serious
illnessand even death. Only bloodstream infections are shown in thisreport.

e Clostridium difficile (C. difficile) is atype of bacteriathat causes severe diarrhea
and can be deadly. C. difficile infections usually occurin people who have

recently taken antibiotics and been under medical care.

N.C. Division of Public Health, SHARPPS Program
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READING GUIDE: Explanation of Each Variable in the Tables and Figures

Below s a list of all variables shown in the data tables and figures:

e Title: The title of the table gives you information about the infection type, time period, facility unit(s)/group(s)
includedinthe table.

e Procedure Type: Thisis the specifictype of surgery forwhich the surgical site infection (SSI) data are presented
(e.g., abdominal hysterectomy, colon surgery).

e Unit/UnitType: Thisisthe specificunit/type of unitinthe hospital from which the data was collected. Hospitals
have distinctlocations, or units, within the facility that are designated for certain types of patients. Forexample:
“Med/Surg ICU” represents the intensive care unit (ICU) forvery sick patients needing medical orsurgical care.

e Observed Infections (or Observed Events): This is the number of infections (or events, for LabID measures)
reported by the facility.

e Predicted Infections (or Predicted Events): Thisis a calculated value thatreflects the numberof infections (or
events, for LablD measures) that we have “predicted” to occur in this facility, based on the national experience.

o “How Does North CarolinaCompare to the National Experience?” Colors and symbols are used to help you
quickly understand and interpret the hospital’s data. Thisis the “take-home message” about healthcare-
associatedinfectionsinthisfacility.

* Indicates that North Carolina had fewerinfections than were predicted (better than the national
experience)

= Indicates that North Carolina had about the same number of infections as were predicted (same as the
national experience)

% Indicates that North Carolina had more infections than were predicted (worse than the national
experience)

No Conclusion: Indicates that North Carolina reported data, butthere was not enough information to make a
reliable comparison to the national experience (#of predicted infections was less than 1).
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NUMBERS GUIDE: Explanation of Numbers and Data Calculations

Below s an explanation of numbers and data calculations used in the figures:

2). 95%; Confidence
Interval

3). NHSN Baseline

20

1.5+

v v

104 . | 4 NHSHN Baseline, 2015 )
1}- SIR 05 ! HHS 5-Year Goal }

M

S5IR

00 -

4). HHS 5-Year Goal

1). SIR - Represented by the colored barsin each figure.
e SIR=numberofobservedinfections /number of predicted infections based on the national baseline experience
e SlRiscalculatedforeach HAI
e The SIRis considered a “bestguess” or estimate of observed infections compared to those predicted during the
time period presented

A) RepresentsanSIRvalue of 1
B) RepresentsanSIRvalue oflessthan1
C) RepresentsanSIRvalue of greaterthan1

2). 95% confidence intervals forthe SIR —Represented by the skinny gray linesin each figure.

These gray lines represent alower and a higher limit around the SIR; together these limits create an interval. It
means we are 95% confident the SIR estimate falls within this interval. Wider bars indicate less confidence in the SIR
estimate.

How to understand the 95% confidence intervals:

o [fthe value of 1.0 isincluded betweenthe lowerand upperlimit, there is NO significant difference between
the number of observed and predicted infections.

e Ifthevalue of 1.0isNOTincludedbetween the lowerand upperlimit, there IS asignificant difference between
the number of observed and predicted infections.
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3). NHSN Baseline (i.e., national experience) —Represented by the solid red linein each figure.
o The NHSN baselineisthe number of predicted infections based on the national experience

o The NHSN baselineyearforall HAls use data from 2015

4). HHS 5-Year Goal — Represented by the dottedredline in each figure.

e Healthand Human Services established a 5-yeargoal to reduce each HAI by a certain percentage

o The CLABSIthe 5-yeargoal isa 25% reduction from the 2015 baseline experience by 2020, so the 5-yeargoal SIR
willbe 0.75 (or1.0-.25).

e Thegoal isconsidered metwhen the SIR estimateis at or below this dotted line and the upper confidence limit is
alsoat or below this dotted line.

o Ifthe SIRestimateisatorbelow this dotted line but the upper confidence limit crosses thisdotted line, the number
of infections does not differ from the 5-year goal

5). How can | use the SIR, 95% Confidence Interval, and the NHSN Baseline to know how North Carolina did compared

to the national experience? - To understand each figure, youwill need tolook at all three of these numbers. You'll
Specifically need to know whetherthe SIR fallsaround 1.0, lessthan 1.0 or greaterthan 1.0 and whetherthe
95% ConfidenceInterval contains the value of 1.0.
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Belowis an explanation of numbers and data calculations usedin the SIR plots:

1).SIR
™
.
.
.
2). 95% Confidence
| L Interwval
o Ef 2 4 8
: Slandardized Infection Rafio
i A
3. NHSN Baseline
4. HHS 5-Year
Goal

SIR plots are used to compare HAl infection datain North Carolina by hospital size groups. Each plot displays the
facilitiesin a particular hospital size group on the left-hand side. To the right of each facility’s information is the plot. The

elements of this plotare described as follows:

1). SIR - Represented by ablack circle on the plots
e SIR=numberof observedinfections/number of predicted infections based on the national baseline experience

e SIRiscalculatedforeach facility
e The SIRis considered a “best guess” or estimate of observed infections compared to those predicted during time

period displayed
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2). 95% confidence intervals forthe SIR —Represented by the red, grey and green bands surrounding the SIR dot.

These bandsrepresentalowerand ahigherlimitaroundthe SIR. It means we are 95% confidentthe SIR estimate
falls within this interval. Wider bands indicate less confidence in the SIR estimate.

How to understand the 95% confidence intervals:

e Ifthe valueof 1.0 isincluded betweenthe lowerand upperlimit, there is NO significant difference between
the number of observed and predicted infections. Facilities with about the same number observed infections

as predicted will have agrey confidence interval.

e If the upper confidence limitis less than 1.0, there were FEWER observed infections than predicted by the
national experience. Facilities with fewer observed infections than predicted will have a green confidence

interval.

o Ifthelowerconfidence limitis greaterthan 1.0, there were MORE observed infections than predicted by the
national experience. Facilities with MORE observed infections than predicted will have a red confidence

interval.
3). NHSN Baseline (i.e. national experience) —Represented by the solid linein each plot.
e The NHSN baselineisthe number of predicted infections based on the national experience

o The NHSN baselineyearis 2015

4). HHS 5-Year Goal — Represented by the dotted line in each plot.

e Healthand Human Services established a 5-year goal to reduce each HAI by a certain percentage from the 2015

baseline
o Ifthe upperconfidence limitis below this dotted line, the facility has met the HHS 5-year goal.

e Ifthe confidence interval crosses the dotted line, the number of infections at that facility does not differ from the

5-yeargoal.
o Ifthe lowerconfidence limitis above this dotted line the facility has not met the 5-year goal.

N.C. Division of Public Health, SHARPPS Program N.C. HAI Annual Report-May 2018

63



APPENDICES
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APPENDIX A. Definitions
Term

Aggregate data

ASA Class

Beds

Catheter days

Catheter-associated
urinarytractinfection

Central line

Central line-associated
bloodstreaminfection

Central linedays

Device days

Full-timeequivalent

Hand hygiene

N.C. Division of Public Health, SHARPPS Program

Definition

Sum or total data. For example, aggregate N.C. HAI data refers to the sum, or total, of all hospital HAI
datainN.C.

Anesthesiologist’s pre-operative assessment of the patient’s physical condition, using the American
Society of Anesthesiologists’ (ASA) Classification of Physical Status.

1. Normally healthy patient

2. Patient with mild systemic disease

3. Patient with severe systemic diseasethatis notincapacitating

4. Patient with an incapacitating systemic disease, constantthreat to life

5. Patient not expected to survivefor 24 hours with or without the operation

The number of staffed beds in a facility or patientcarelocation. This may bedifferentfrom the number
of licensed beds.

A daily countof the number of patients with anindwellingurinary catheter. For example, one patient
with anindwelling catheter in placefortwo days or two patients with indwelling catheters in place for
one day each would both resultin two catheter days. This number is used when presenting rates of
catheter-associated urinary tractinfections.

Urinary tract infection (UTl) that occurs in a patient who had an indwelling urinary catheter in place
within the 48-hour period before the onset of the UTI.

A catheter (tube) that doctors placein a large vein in the neck, chest, or groin ending in a large vein
near the heart. Itis used to give medication or fluids or to collectblood for medical tests. Also known
as a central venous catheter.

A bloodstreaminfection (BSI) that occurs in a patientwho had a central line within the 48-hour period
before the onset of the BSI andis notrelated to an infection at another site.

A daily countof the number of patients with a central line. For example, one patient with a central line
inplacefor two days ortwo patients with central lines in placefor one day each would both resultin
two central line days. This number is used when presenting rates of central line-associated
bloodstreaminfections.

A daily countof the number of patients with a specific device(e.g., central line, umbilical catheter, or
urinary catheter) in the patient care location. For example, one patient with a device in placefor two
days or two patients with devices in placefor one day each would both resultintwo device days. This
number is used when presenting rates of infections associated with the use of devices.

The equivalentof one person workingfull time for one year: 8 hours per day at 5 days per week for 52
weeks per year = 2080 hours per year

A general term that applies to routine hand washing, antiseptic hand wash, antiseptic hand rub, or
surgicalhand antisepsis.

Routine hand washing is the use of clean water and non-antimicrobial soap to remove germs, soil and
other debris from the hands.

Antiseptic hand washing is the use of water and antimicrobial soap to remove or kill germs on the
hands.

Antiseptic hand rub is the use of alcohol-based hand rubs to remove or destroy germs from the hands.
Antiseptic hand rubs areless effective when hands arevisibly dirty.
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Term

Healthcare-associated
infections

Intensivecare unit

Medical affiliation

Patient days

Rate

Standardized infection
ratio

Surgical siteinfection

Umbilical catheter

Urinary catheter

Validity (data)

N.C. Division of Public Health, SHARPPS Program

Definition

Surgical hand antisepsis is the use of water and antimicrobial soap toremove or kill germs and takes
2-6 minutes to complete as both hands and forearms are cleaned. Water and non-antimicrobial soap
canalsobeused but must be followed with an alcohol-based surgicalhand scrub.

Healthcare-associated infections (HAI) areinfections caused by a wide variety of common and unusual
bacteria, fungi,and viruses duringthe course of receiving medical care.

A nursing care area that provides intensive observation, diagnosis, and therapeutic procedures for
adults and/or children who are criticallyill. Also referred to as critical careunit.

Affiliation with a medical school.There are four categories:

Major teaching — Hospital is an important part of the teaching program of a medical school and the
majority of medical students rotate through multipleclinical services.

Graduate — Hospital used by the medical school for graduate training programs only (i.e., residency
and/or fellowships).

Limited — Hospital usedinthe medical school’s teaching programto a limited extent.

No — Hospital notaffiliated with a medical school.

A daily countof the number of patients inthe patient care location duringa specified time period.

Describes the speed with which diseaseor events occur. The number of diseases or events per unit of
time.

A ratio of observed to expected (or predicted) numbers of events that is adjusted for selected risk
factors.

Infection that occurs after surgery, inthe part of the body where the surgerytook place.

Long, thin plastic tubes that travel from the stump of a newborn baby’s umbilical cord into the large
vessels near the heart

A drainage tube that is inserted into the urinary bladder through the urethra, is leftin place, and is
connected to a closed collection system.

The extent to whichreported cases of a diseaseor event correspond accuratelyto cases of a disease
event thatactually occurred.
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APPENDIX B. Acronyms

ACH Acute care hospital (short-term)

ACL Adult Care Licensure

APIC-NC Association for Professionalsin Infection Control and Epidemiology, N.C. Chapter
ASA American Society of Anesthesiologists

BSI Bloodstreaminfection

CAUTI Catheter-associated urinary tractinfection
CCME Carolinas Center for Medical Excellence

ccu Criticalcareunit

CcDB CommunicableDiseaseBranch

CcDC Centers for Disease Control and Prevention

C. diff Clostridium difficile

CDI Clostridium difficile infection

cl Confidence interval

CMS Centers for Medicareand Medicaid Services
CLABSI Central line-associated bloodstreaminfections
CRE Carbapenem-resistantEnterobacteriaceae
CUsP Comprehensive Unit-based Safety Program
DHHS Department of Health and Human Services
DHSR Division of Health Services Regulation

DPH Division of Public Health

ED Emergency department

FTE Full-timeequivalent

G.S. General statute

HAI Healthcare-associated Infections

HRET American Hospital Associations’ Health Research and Trust
ICU Intensivecare unit

IPs Infection preventionists

IRF Inpatientrehabilitation facility

LTAC Long-term acute carehospital

MRSA Methicillin resistant Staphylococcus aureus
NCHA North Carolina Healthcare Association

N.C. SPICE North Carolina Statewide Program for Infection Control and Epidemiology
NHLC Nursing Home Licensureand Certification
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APPENDIX B. Acronyms (continued)

NHSN
NICU
Qlo
SIR
SSI
VAST
VRE

National Healthcare Safety Network
Neonatal intensive (critical) careunit
Quality improvement organization
Standardized infectionratio

Surgical siteinfection

Vascular Access Safety Team

Vancomycin-resistant Enterococcus

N.C. Division of Public Health, SHARPPS Program

N.C. HAI Annual Report-May 2018

68



APPENDIX C. Healthcare-Associated Infections Prevention Tips
Appendix C1. Catheter (Central Line)-Associated Bloodstream Infections
Appendix C2. Catheter-Associated Urinary Tract Infections

Appendix C3. Surgical Site Infections

Appendix C4. Methicillin-Resistant Staphylococcus aureus LablD Events

Appendix C5. Clostridium difficile LablD Events

N.C. Division of Public Health, SHARPPS Program
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Appendix D. Surveillance for Healthcare-Associated and Resistant Pathogens Patient Safety (SHARPPS) Program Advisory

Group

Sheryl A. Bedno, MD, DrPH, FACPM, LTC, MC
Chief, Preventive Medicine
Womack Army Medical Center

Gerald Capraro, Ph. D., D(ABMM)
Director, Clinical Microbiology Laboratory

Carolinas HealthCare System

Savannah Carrico, MPH
Epidemiologist, SHARPPS Program
N.C. Division of PublicHealth

Kimberly Clement, MPH
Program Manager, Healthcare Preparedness Program,
Office of Emergency Medical Services

Kathy Cochran, RN, CIC
Infection Preventionist
Vidant Health

Evelyn Cook, RN, CIC
Associate Director, N.C. Statewide Program in Infection Control and Epidemiology
(UNC School of Medicine)

Cindy Deporter, MSSW
State Survey Agency Director (DHSR)
Acting Assistant Section Chief Acute and Home Care

Chris DeRienzo, MD, MPP
Chief Patient Safety Officer
Vice President, Mission Health System

Jessica Dixon, MHA, BSN, RN, CIC, FAPIC
Infection Prevention Specialist
WakeMed Health & Hospitals

HeatherDubendris, MSPH
Epidemiologist, SHARPPS Program
N.C. Division of Public Health

Evelyn Foust, MPH, CPM
Communicable Disease Branch Head
N.C. Division of PublicHealth

Representative Verla Insko (Orange County)
N.C. House of Representatives

Shelby Lassiter, BSN, RN, CPHQ
Clinical Content Development Lead
Health Research and Educational Trust
AmericanHospital Association

James W. Lewis, MD, MPH
Medical Consultant, SHARPPS Program
N.C. Division of PublicHealth

Sarah Lewis, MD
Duke Infection Control Outreach Network (DICON)

Rachel Long, MT, MAE, CIC, FAPIC, FEPI
Member at Large

N.C. Division of Public Health, SHARPPS Program

Jennifer MacFarquhar, MPH, BSN, RN, CIC (Chair),
Director, SHARPPS Program
N.C. Division of PublicHealth

Jean-Marie Maillard, MD, MSc
Head, Medical Consultation Unit
N.C. Division of PublicHealth

Zack Moore, MD, MPH
NC State Epidemiologist
N.C. Division of PublicHealth

John Morrow, MD
N.C. Association of Local Health Directors
Pitt CountyHealth Department

Katie Passaretti, MD
Hospital Epidemiologist
Atrium Healthcare

Sylvia I. Pegg, RN, BSN, CIC
Infection Preventionist
Wake ForestBaptist Medical Center

Sally Penick
Infection Preventionist
Cherokee Indian Hospital

David Priest, MD, MPH
Medical Director, Infection Prevention and Antimicrobial Stewardship,
Novant Health

William A. Rutala, PhD, MPH
Director, N.C. Statewide Programin Infection Controland Epide miology
(UNC School of Medicine)

Emily Sickbert-Bennett, PhD, MS, CIC
Director, Hospital Epidemiology
UNC Hospitals

Philip Sloane, MD, MPH
Department of Family Medicine
University of North Carolina at Chapel Hill

Becky Smith, MD
Duke University Health System

Karen Southard, RN, MHA
Vice President of Quality and Clinical Performance Improvement,
North Carolina Healthcare Association

Katie Steider, MPH, CPH
Epidemiologist, SHARPPS Program
N.C. Division of PublicHealth

Kristine Williamson, MSN, RN, CPHQ
Task Lead, Antibiotic Stewardship Alliant Quality,

QIN-QIO for Georgia and North Carolina
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Appendix E: Facts about HAIsin NC

WHAT YOU NEED TO KNOW ABOUT

HEALTHCARE-ASSOCIATED INFECTIONS (HAIs)

— The Impact of HAIs in North Carolina [ HAIs Quick Facts —

In 2016, 4,953 HAIls v.ve.re r'e:por‘ted in Morth Carolina An HAl is any infection acquired as
resulting in over $22 million in excess medical costs. -2 a result of a healthcare procedure.

Types of HAls reportable in Morth Carolina HAls can oceur in any

* Catheter-associated urinary healthcare setting. m

tract infection (CALUTD

* Central line-associated

-
bloodstream infection (CLABSI) M__% Nationally, HAls affect

. e .. i ‘EEEEEEEEE = — : 3
» Laboratory identified Clostridium one in 25 hespitalized patients

difficile (Lab 1D CDI) ! , l

* Laboratory identified

methicillin-resistant Staphylococcus é}i
Lab 1D MRSA S
aureus ( ) Mationally, 99,000 hospitalized
» Surgical site infection (S50} patients die from HAls per year. 4

L

Hals can be prevented through partnership
between healthcare and public health to
improve medical care and infection contral.

NC SHARPPS Program: Your Partners in HAI Prevention

The mission of the NC Surveillance for Healthcare Associated and Resistant Pathogens Patient Safety
(SHARPPS) Program is to work in partnership to prevent, detect and respond to events and
outbreaks of healthcare-associated and antimicrobial-resistant infections in Morth Carclina.

Detects, investigates and responds to HAls Validates data and evaluates trends in
and antibiotic-resistant threats and provides M Marth Carolina HAls and antimicrobial-

technical expertise for outbreak response. resistance data.

prevention and antibictic stewardship strategies.

Serves as a central resource hub for credible,
up-to-date, evidence-based information for
infection prevention, outbreak response and
antimicrobial resistance.

Provides education and training to healthcare
professionals to increase awareness and
prevent HAls and antimicrobial resistance.

Collaborates with local, state and national
partners in public health, healthcare and Cormmunicates with regulatory, surveillance
academia to develop and implement infection and public health agencies.

! NC SHARPPS Program, MC Division of Public Heakh. Healthcare-

For more Informatlon regarding HAls and the NC SHARPPS Program, emall associated infections In Morth Caralina: 2016 Anrual report. May
nchali@dhhs.nc.gov and visit www.epl.publichealth.nc.gov/ed/hal program htmil. Efﬁ:é’:}f:nﬁfm@ﬁgﬂwﬁﬁﬂ"“'f'g”""'a

* APIC. APIC cost of healthcare-associated infections model
May 207, Available https:spic.org/Resources, Cost-mlculators.
Accessed Jul 18, 2017,
State of Morth Carolina = Department of Health and Human Services = T epe :w D‘m‘;d Statistics. March 2006. Available ot httpsa’
Division of Public Health weaw.cde.gowhaisurveillarce,finde:. himl. Accessed May 31, 2017
www.ncdhhs.gov * NCDHHS is anequal oppertunity employer and provider. 8 apieecn DU et al Statewide costs of health care-sssociated

E00 copies of this public document weres printed at a cost of $124.93 or infections: Estimates for acute care hospitals in Morth Cardlina.
$0.25 each. /2017 & Am J Infect Contral. 20013 Feb 27
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Appendix E.Healthcare Facility Groupings, 2017 National Healthcare Safety Network Annual Hospital

Survey

HOSPITAL HOSPITAL NAME NUMBER
GROUP OF BEDS
1-99 BEDS | Firsthealth Moore Regional Hospital - Hoke Campus 8
Carolinas Healthcare System Anson 15

North Carolina Specialty Hospital 18

Novant Health Medical Park Hospital 22

Cape Fear Valley Hoke Hospital 29

Murphy Medical Center 32
McDowell Hospital 34

Novant Health Clemmons Medical Center 36

Person Memorial Hospital 38
Wakemed North Family Health & Women's Hospital 44

Novant Health Charlotte Orthopedic Hospital 48

Martin General Hospital 49

Wake Forest Baptist Health-Davie Medical Center 50

Johnston Health Clayton 50

Novant Health Kernersville Medical Center 50

Central Harnett Hospital 50

Annie Penn Hospital 53

Wake Forest Baptist Health-Lexington Medical Center 58

Granville Medical Center 62
Columbus Regional Healthcare System 70

Carteret General Hospital 72

Kings Mountain Hospital 72

Novant Health Brunswick Medical Center 74
Firsthealth Moore Regional Hospital - Richmond Campus 79

Vidant Duplin Hospital 80

Hugh Chatham Memorial Hospital 81
Randolph Hospital Dba Randolph Health 85

Caldwell Memorial Hospital 85

Dlp - Harris Regional Hospital 86

Vidant Beaufort Hospital 88

Halifax Regional Medical Center 90

Novant Health Huntersville Medical Center 91

Sentara Albemarle Medical Center 97

Park Ridge Health 98
Carolinas Medical Center-University 100

100-199

Haywood Regional Medical Center 100

Northern Hospital Of Surry County 100

Maria Parham Medical Center 101

N.C. Division of Public Health, SHARPPS Program
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HOSPITAL Hospital Name Number
GROUP of Beds
100-199 | Carolinas Healthcare System Lincoln 101

Betsy Johnson Hospital 101
Scotland Memorial Hospital 104
UNC Rockingham Health 108
Stanly Regional Medical Center 109
Vidant Roanoke Chowan Hospital 114
Sampson Regional Medical Center 116
Central Carolina Hospital 116
ARHS-Watauga Medical Center 117
Vidant Edgecombe Hospital 117
Lake Norman Regional Medical Center 123
Rutherford Regional Medical Center 125
Wake Forest Baptist Health Wilkes Medical Center 130
Davis Regional Medical Center 131
Women's Hospital 134
Pardee Hospital 138
Carolinas Healthcare System Blue Ridge 139
Wilson Medical Center 145
Novant Health Matthews Medical Center 146
Novant Health Thomasville Medical Center 149
Wesley Long Hospital 150
Nash Health Care Systems 155
Onslow Memorial Hospital 162
Lenoir Memorial Hospital 167
Frye Regional Medical Center 170
Johnston Health 172
Duke Raleigh Hospital 177
WakeMed Cary Hospital 180
Carolinas Medical Center-Union 182
CatawbaValley Medical Center 190
Iredell Memorial Hospital 199
200-399 | Carolinas Medical Center-Pineville 206
BEDS | Carolinas Medical Center-Mercy 213
Duke Regional Hospital 214
Alamance Regional Medical Center 238
Carolinas Healthcare System Cleveland 241
Wayne Memorial Hospital 242
Cherry Hospital 243
Southeastern Regional Medical Center 246
Novant Health Rowan Medical Center 268
Broughton Hospital 297
High Point Regional Health System 300
CarolinaEast Medical Center 350
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HOSPITAL
GROUP

400+ BEDS

PRIMARY
MEDICAL
SCHOOL
AFFILIATION

Hospital Name

FirstHealth Moore Regional Hospital
Central Regional Hospital

Gaston Memorial Hospital

Moses Cone Hospital

Carolinas Healthcare System - Northeast
Rex Healthcare

Novant Health Presbyterian Medical Center
New Hanover Regional Medical Center
WakeMed

Cape Fear Valley Health System

Mission Hospital

Novant Health Forsyth Medical Center
Wake Forest University Baptist Medical Center
Carolinas Medical Center

Vidant Medical Center

UNC Health Care

Duke University Hospital

N.C. Division of Public Health, SHARPPS Program

Number
of Beds
376
405
435
443
457
665
699
711
716
775
791
879
885
898
909
914
952
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