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Conclusion. Standardized ratio methods did not provide clear and action-
able information, even with perfect adjustment. Statistically significant fluctuations 
occurred due to chance which could be mistakenly been attributed to actions taken 
by the hospital. Several methods, such as the use of percentiles rather than p-values, 
or presenting simulation-based projections of facility data, may help alleviate these 
problems.
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Background. Applying benchmarks from high resource countries on low 
resource countries may result in misleading conclusions, thus improvements can 
be made in order to refine the precision of external benchmarks in developing 
countries.

Methods. The NOIS Project uses SACIH software to retrieve data from differ-
ent hospitals at Belo Horizonte, Brazil. The hospitals use prospective Healthcare-
Associated Infections—HAI surveillance according to the NHSN/CDC protocols. 
The objective is to calculate benchmarks for HAI rates from intensive care units, 
ICU, and surgical procedures. Benchmarks were defined as the 10 percentile and 90 
percentile, considering data from 11 hospitals and 13 ICUs, collected between 2013 
and 2017.

Results. Hospital-wide and ICUs benchmarks: HAI risk [1.5%; 4.7%]; HAI 
incidence per 1,000 patient-days [4.4; 12.6]; ICU infection risk [4.0%; 23.8%]; ICU 
incidence density rate of HAI per 1,000 patient-days [10.8; 35.7]; risk of urinary 
catheter-associated urinary tract infections[0.0%; 6.3%]; incidence density rate of 
urinary catheter-associated urinary tract infections per 1,000 urinary catheter-days 
[0.0; 9.4]; risk of central line-associated primary bloodstream infections [0.0%; 
10.3%]; incidence density rate of central line-associated primary bloodstream infec-
tions per 1,000 central line-days [0;  16]; risk of ventilator associated pneumonia 
[0.0%; 13.5%]; incidence density rate of ventilator associated pneumonia per 1,000 
ventilator-days [0.0; 20.6]. Surgical site infection benchmarks: Cesarean section 
[0,6%;0,9%]; open reduction of fracture [3,3%;3,9%]; Gallbladder surgery [0,7%;1%]; 
herniorrhaphy [1,1%;1,6%]; peripheral vascular bypass surgery [0,6%;1%]; gastric 
surgery [1,7%;2,4%]; appendix surgery [1,1%;1,8%]; colon surgery [3,0%;4,1%]; 
exploratory abdominal surgery [4,1%;5,3%]; craniotomy [5%;6,5%]; abdom-
inal hysterectomy [0,7%;1,4%]; limb amputation [4,1%;6,1%]; thoracic surgery 
[0,8%;1,5%]; hip prosthesis [3%;4,3%]; knee prosthesis [2,3%;3,5%]; pacemaker sur-
gery [1,9%;3,1,0%]; breast surgery [0,3%;0,9%]; bile duct, liver or pancreatic surgery 
[7%;11%]; ventricular shunt [3,3%;6,5%].

Conclusion. The benchmarks proposed can be used by infection preventionists 
that decide to monitor selected surgical procedures and/or ICUs, especially in devel-
oping countries.
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Background. Regional spread of multidrug-resistant organisms (MDROs), 
including carbapenem-resistant Enterobacteriaceae (CRE), can occur when carriers 
present unbeknownst to healthcare facilities and thereby delay appropriate infection 
control interventions. Herein, we describe pilot implementation of a novel national 
system that automatically alerts local facility staff to newly admitted patients with any 
history of CRE or methicillin-resistant Staphylococcus aureus (MRSA) in VA.

Methods. From December 2016 to November 2017, we implemented the alert 
system in 10 VA medical centers. The system continually monitors the VA Corporate 
Data Warehouse for new facility admissions nationwide among patients with 
archived CRE and MRSA data. When such admissions occur, an alert is emailed 
to Infection Prevention personnel at the local facility. During implementation, we 
upgraded to a faster, more accurate report, “MDRO Tracker”, that provided alerts 
within 4 hours of admission. We evaluated system utility in three ways: (1) assessing 
user data and feedback; (2) comparing a dataset identifying all unique patients har-
boring CRE and MRSA to the subset of patients whose most recent positive result 
was identified at a different VA facility; and (3) enrolling a convenience sample of 
CRE and MRSA patients to validate system accuracy and assess whether the new sys-
tem or existing infrastructure identified the MDRO first. IRB approval was obtained 
at each site.

Results. The number of users increased over time and are shown in Figure 1. User 
feedback data are shown in Figure 2; 71/256 (28%) responses indicated that alert data 
were new and/or timely. Of all CRE- and MRSA-positive patients identified during 
the study period, 11/101 (11%) and 214/2,390 (9%), respectively, had positive MDRO 
results originating from a different VA facility. Of the 61 CRE and 1,720 MRSA patients 
enrolled by research staff, 21% (n = 13) of CRE and 7% (n = 71) of MRSA cases were 
first identified by the automated system.

Conclusion. This pilot implementation of a novel automated MDRO alert system 
shows feasibility and potential for substantial utility of such a system. Further refine-
ment and expanded β-testing of the system is underway.
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