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Infection Control Metrics

* Hand Hygiene
e Central-Line Associated Bloodstream Infections
o Whole-House
o Intensive Care Unit
e Catheter Associated Urinary Tract Infections
o Intensive Care Unit
o Surgical Oncology
 Surgical Site Infections



Observed Hand Hygiene Compliance

Staff Hand Hygiene Compliance by Quarter
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Whole-house HA-CLABSI Rate
(# HA-CLABSI/Inpatient Catheter Days)
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HA-CLABSI Incidence and Rates by Unit,

ICU
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Hospital-Acquired Catheter-Associated UTI

(3SWS/ICU)
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Hospital-Acquired Catheter-Associated UTI

(3NW)
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Surgical Site Infection Rate
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Nursing Quality Metrics

* Falls

* Pressure Injury
* Note: See prior section for CLABSI and CAUTI



Inpatient Falls Rate
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Pressure Injury Prevalence
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Emergency Response

* Code Blue and Rapid Response
o Types of Patients
o Type of Event
o Patient Disposition
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Code Blue Response: Types of “Patients”
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[ Inpatient 19 29 22 16 86
B Outpatient 13 9 26 24 72
[JEmployee 11 8 8 12 39
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Code Blue Response: Type of Event
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EDART 1 1 0 2
[ Brain Code 1 2 5 2 10
[CJArrest 3 11 1 3 18
[ Acute Emergency 19 14 15 18 66
[l Stable Event 22 20 36 30 108
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Code Blue Response: Patient Disposition
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@ Transfer to ICU 9 19 18 14 60
ETransfer to OSH 15 8 7 13 43
B Remained on Unit 15 9 27 16 67
[ Expired 2 5 1
[ Released 1 1 2 4
[ Other 3 6 7 22
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Rapid Response Team: Patient Disposition
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Blood and Blood Product Use

e Crossmatch to Transfusion (C:T) Ratio
* Transfusion Reaction by Class
* Unacceptable Blood Bank Specimens
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Crossmatch to Transfusion (C/T) Ratio
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The NIH CC goal is to have a C:T ratio of 2.0 or less.

Monitoring this metric ensures that blood is not held unused in
reserve when it could be available for another patient
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Transfusion Reactions by Class

0.9%
0.8%
2 0.7%
2 0.6%
G
g 0.5%
%5 0.4%
S 0.3%
O
L 0.2%
0.1%
0.0%

A A-IMHHHHHHHHHTT s umiuonnnt

AT

yat© ¢e? N

Q1 CY 2023

M Anaphylactic B Other
Febrile, Nonhemolytic B Hemolytic, Septic, Anaphylactoid, and TRALI



Percent unacceptable specimens
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Clinical Documentation

* Medical Record Completeness
o Delinquent Records
o “Agent for” Countersignature Adherence
o Unacceptable Abbreviation Use

e Accuracy of Coding
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% records delinquent after 30 days
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"Agent for" Orders Countersignature Compliance
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% appropriate use of abbreviations
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Accuracy of Record Coding
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Employee Safety

* Recordable Occupational Injury and lliness
* Types of Occupational Injury for Quarter

26



30

25

Number of Cases
= N
95 ] o

=
o

Recordable Occupational Injuries and llInesses

Among CC Employees
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Types of Occupational Injuries

January - March 2023
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