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Hospital Survey Statistics Influenza Vaccination

Thesestatisticsaimtoprovideabroadsenseofahospital’s

patientcarecapacityandstaffing.



Whenreviewingthesedata,

keepinmindthatasingleinfectionatasmallerhospitalmayhavea

greaterimpactoninfectionratesthanatalargerhospital.Every

hospitalinMassachusettshasInfectionPreventionistswhoworkto

reducehealthcare-associatedinfectionsattheirhospital.TheSociety

forHealthcareEpidemiologyofAmerica(SHEA)recommendsthat

there be at least one Infection Preventionist per 125 beds at a hospital.  

For the 2015-2016 influenza season, MA hospitals were required by 

MDPH and the Centers for Medicare and Medicaid Services (CMS) to 

report detailed vaccination data on their healthcare personnel (HCP) 

via the NHSN. The percent of HCP by vaccination status for the 

hospital are presented in comparison to the state median. 

Massachusetts expected that a 90% influenza vaccination rate would 

be reached for acute care hospital employees.  Vaccination rates 

include those vaccinated both within and outside of the hospital.

Thecentrallineutilizationratio



measureshowoftenandforhow

longacutecarepatientshaveacentralvenouscatheterinplace.This

statisticisimportantbecausefewercentrallinesmeanfewer

chances for infection. A downward trend may indicate that a hospital 

hasimplementedaninterventiontoreduceCLABSIsbyremoving

centrallineswhennotabsolutelynecessary. Anupwardtrenddoes

notnecessarilyindicateachangethatiswithinthehospital’scontrol.

Thestatelinerepresentscentrallineutilizationamongcomparable

adult ICUs in the state.

The Hospital and State CLABSI SIRs chart shows how the hospital 

SIR and the state SIR have changed over time across all ICU types. 

The state line represents the SIR among comparable ICU types in the 

state.  The SIRs in this chart use predicted values calculated by 

multiplying the average rate of infection for a given location from the 

2013 national data by the number of device days, so they are different 

from the values found in the table above.  As CLABSIs are 

prevented, the SIR for a hospital should decrease. 



Catheter-Associated Urinary Tract Infections (CAUTI)

CAUTI data are reported by ICU type since the risk of infection can vary greatly from one ICU to another depending on the type of patients in the 

unit and the type of treatments they receive.  CAUTI data are new to this statewide summary. MDPH reporting requirements expanded in 

November 2014 to include CAUTI data reports starting in January 2012.



Massachusetts Calendar Year 2015 HAI Data Summary

Hospital-Specific Summaries

This document is designed to help you better understand the data presented on the Summary Pages that follow.

StandardizedInfectionRatio(SIR):



Thismeasureindicateshowtheactualnumberofhealthcare-associatedinfectionsatalocationcompares

tothepredictednumberofinfectionsatthatlocation.Ifahospitalexperiencestheexactsamenumberofinfectionsaspredicted,theSIRhasa

valueof1.Ifahospitalexperiencesmoreinfections,theSIRisgreaterthan1,andviceversa.Statisticalsignificance



meansthatthenumberof

infectionsobservedwasunlikelytohaveoccurredbychancealone.AstatisticalinterpretationofSameorLowermeansthatthenumberof

infectionswascomparableorsignificantlybetterthanexpected,whileaninterpretationofHighermeansthatthenumberofinfectionswas

significantly worse than the expected.  

Central Line-Associated Blood Stream Infection (CLABSI)

CLABSI data are reported by ICU type.  The risk of infection can vary greatly from one ICU to another depending on the type of patients in the 

unit and the type of treatments received.  In addition to adult and pediatric ICUs, 10 hospitals in the state have neonatal ICUs (NICUs).



ThetableincludedshowsCLABSIdatabyICUtype.Eachlocationstrivesforzeroinfections.



Thedatapresentedinthistableisfrom

calendaryear2015(January1,2015throughDecember31,2015).Thepredictednumberofinfectionsiscalculatedbymultiplyingthestate

baselineinfectionratefrom2013and2014bythenumberofdevicedays.TheSIRandconfidenceintervalofICUswithapredictednumberof

infections less than 0.5 have been suppressed (not calculable).

ThetableincludedshowsCAUTIdatabyICUtype.Eachlocationstrivesforzeroinfections.



Thedatapresentedinthistableisfromcalendar

year2015(January1,2015throughDecember31,2015).NotethatthereweresignificantdefinitionchangesforCAUTIin2015;therefore,

comparisonsto2013-2014dataarelimited.Thepredictednumberofinfectionsiscalculatedbymultiplyingthestatebaselineinfectionratefrom

2013and2014bythenumberofdevicedays.TheSIRandconfidenceintervalofICUswithapredictednumberofinfectionslessthan0.5have

been suppressed (not calculable).
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Thecatheterutilizationratio



measureshowoftenandforhowlong

acutecarepatientshaveaurinarycatheterinplace.Thisstatisticis

importantbecausefewerurinarycathetersmeanfewerchances

forinfection.Adownwardtrendmayindicatethatahospitalhas

implementedaninterventiontotrytoreduceCAUTIsbyremoving

urinarycatheterswhennotabsolutelynecessary. Anupwardtrend

doesnotnecessarilyindicateachangethatiswithinthehospital’s

control.

The Hospital and State CAUTI SIRs chart shows how the hospital 

SIR and the state SIR have changed over time across all ICU types. 

The state line represents the SIR among comparable ICU types in the 

state.  The SIRs in this chart use predicted values calculated by 

multiplying the average rate of infection for a given location from the 

2009 national data by the number of device days, so they are different 

from the values found in the table above. As CAUTIs are prevented, 

the SIR for a hospital should decrease.

Surgical Site Infection (SSI)

The chart included depicts SIR statistical variations from the predicted number of LabID Events (CDI and MRSA) for years 2013 through 2015. It 

is meant to be used as a quick assessment of significant variation of infection rates over time. This chart does not capture change in infection 

rates that were not statistically significant. 

The chart included depicts SSI statistical interpretations for 2011 through 2015. It is meant to be used as a quick assessment of significant 

variation of infection rates over time. This chart does not capture change in infection rates that were not statistically significant. 

ThetableentitledHospitalCDIandMRSASIRsfor2015CalendarYear



containdatafromcalendaryear2015(January1,2015through

December31,2015).Eachhospitalstrivesforzeroinfections.



TheSIRandconfidenceintervalofprocedureswithapredictednumberof

infections less than 0.5 have been suppressed (not calculable).

ThetabletitledHospitalSSISIRsbyProcedureType



containshospitaldatafor2015foreachprocedurecurrentlyundersurveillance.Each 

hospitalstrivesforzeroinfections.



TheSIRandconfidenceintervalofprocedureswithapredictednumberofinfectionslessthan0.5have

been suppressed (not calculable).

TheriskforSSIvariesbyproceduretypeaswellasindividualpatientandhospitalfactors.TheCDCusesaformulathattakesintoaccount

importantriskfactorstodeterminethepredictednumberofinfectionsusedtocalculatetheSIR.Alldeepincisionalprimaryandorgan/space

infectionsareincludedinthisreport.



Inpreviousyears,procedureswithimplantswereobservedforinfectionafullyearaftertheprocedure.

TheseproceduresincludedCABG,HPRO,andKPROprocedures.Beginningin2013,thesurveillanceperiodwaschangedto90daysfordeep

incisionalandorgan/spaceSSIforthesethreeproceduretypes.Abdominalandvaginalhysterectomiescontinuedtobeobservedfor30days

afterprocedure,asinpreviousyears.Colonprocedures(COLO),alsoobservedfor30days,arenewtothisreport.Datareportingforcolon

procedures began in the year 2012; therefore, you will not see COLO data for 2011.

Facility Wide LabID Events

TheLabIDeventsectionincludesoverallinpatientfacility-wide(FacWideIn)Clostridiumdifficileinfection(CDI)andMRSAbacteremiasurveillance

LabIDeventdatareportedfromacutecarefacilities.Duetovariabilityofhospital-onsetincidenceinthesedataovertime,riskmodelingwas

performedatthefacilitylevelandcalendaryearquarterlevelusingnegativebinomialregressionmodels.



LabIDeventsarenewtothedata

summaryandareprovidedasproxysurveillancemeasuresofhealthcareacquisition,exposureburden,andinfectionburden,basedonlaboratory

andlimitedadmissiondataandshouldbeevaluatedassuch.WheninterpretingpediatricCDIdata,asymptomaticcolonizationinchildrenless

thanoneyearofagemayconfoundpediatricCDIrates.ReportingrequirementswereimplementedinNovember2014forJanuary2013datato

date.


