CCN-SIRs, their relative position in the quartile distributions of SIR_NEW and SIR_
OLD remained the same. The discrepancies between SIR_NEW and SIR_OLD tended
to be larger among CCNs with high SIRs.

Conclusion. 'The updated national pooled mean SIRs were close to 1.0, validat-
ing the potential use of new risk adjustment models and baseline as updated bench-
marks for tracking CDI and MRSA prevention progress. The shifts in CCN-level SIRs
between old and new baselines were not large, indicating a modest impact of new base-

lines at the CCN level, except among hospitals with high SIRs.

TABLE 1: Compari 0d old baselines
Metrics <ol MRSA
National pooledmean SIR
NEW baseline (SIR_NEW) #CCN facilty reporting, mean 3810, 0.997 3753, 1.013
OLDbaseling (SIR_OLD) BCCN faciity reporting, mean 3810,0.931 3753, 0962
Distribution of CCN-LEVELSIR
NEW baseline BCCN vith SIR available, mean, 3047, 0.96 1710, 1.01
median (IQR) 0.92(0.60) 0.85(0.91)
OLDbaseline BCCN with SIRavadable, mean, 3298, 0.82 1845, 0.99
median (1QR) 0.80(0.62) 052(095)
CN-LEVEL Imoge <0.0001 0.3487
NEW baseline
Palrwise comparison of CCN-LEVEL $IRs among CCNs with available SIRs N-3041 N-1694
across OLD and NEW baseline
SIRDifference [SIR_NEW - SIR_OLD} mean, median{|QR) 0.11,007(017) 0,005, 0.0(0.21)
Test pvalue by Sign test <0.0001 01568
Changein sign of CCN-evel baseline
Nochange® BCCN(%) 2519(83%) 1568(93%)
Change into less favorable direction** BCCN (%) 424(14%) 73(4%)
in CCN-level baseline
Mwﬂnn the same quartile HCON (%) 215(73%) 1267 (75%)
Shift up o below but within 1 quartie BCCN (%) 762(25%) 218(24%)

*CCNwih Not dffvest fiom sational beochemark'(NS)ia SIR_OLD remaies NS in SIR_NEW, CCNwith ‘worse than sational beachmark (WORSEin SIR_OLD remains WORSE in SIR_NEW,

CONwih “better than aatiosal benchemark' BETTER) .sm ,_ OLD remaies BETTER in SIR_NEW,
e

**CCN with ‘act dffevest fices aaiom! beachmark’ 0 SI

OLD beccmes “worse than

beachaak’ i SIR_NEW; CCNwih “beer i s beschmak’ i SIR_OLD bevoes

“WORSE thn naioml beocheurk’ in SIR_NEW, C(\Iﬁb&lﬁ-udbnd-'k  STR_OLD beccmes ‘ot dffert. oo ol benchmrk’ in SIR_NEW

Figure 1: Facilty sdentified Ck fficite infection: (1-A) C: f overall f CON-Jevel $1Rs between new and old baseline,
1-8] Pairwise iff f CON-level ind old baseline, (!-(]lemn(pb!"‘ t compares CCN-Jeved IR ind old baseline
" isriuton of CCN Pacites by COI S8 viiue 1 Disuibutivn of Ofrence: SELNEW - 58_0LD

KolmogororSeviencn

4 VA% Costients b

testp <0.001

Agreament of SIR_NEW and $1R_OLO

T

Figure 2: Facity. i bacteremia infection: {2-A) Comparison of f CCNJevel
{2-8 Pairwise difference of ((N-Jevel SIRs between new and old baseline, (2.C) Agreement plot that compares (CN-level SIRs between new and old baseline

A old bacali

24 Distribution of CON facdives by MASA SR vae 28 Distribution of Diference: SIR_NEW . S1R_OLD
TN N Conteunc v f W
% Lolmogerov-Senimoy »
testpr0.3

Disclosures.

All authors: No reported disclosures.

1770. Wide Range of Carbapenem-resistant Enterobacteriaceae Incidence and
Trends in Emerging Infections Program Survelllance, 2012-2015

Nadezhda Duffy, MD, MPH1 Cederic J. Brown, MS'; Sandra N. Bulens, MPH1

Wendy Bamberg, MD Sarah J. Janelle, MPH, CIC? Jesse T. Jacob, MD**

Chris Bower, MPH>® ; Lucy Wilson, MD®; Elisabeth Vaeth, MPH®; Ruth Lynﬁeld, MD,
FIDSA’; Paula Snippes Vagnone, MT (ASCP)7; Erin C. Phipps, DVM, MPH?®; Emily

B. Hancock, MS’; Ghinwa Dumyati, MD, FSHEA'; Cathleen Concannon, MPH';
Zintars G. Beldavs, MS'*; P. Maureen Cassidy, MPH'*; Marion Kainer, MBBS, MPH,
FSHEA"; Daniel Muleta, MD, MPH'?; Isaac See, MD'; ' Division of Healthcare Quality
Promotion, Centers for Disease Control and Prevention, Atlanta, Georgia; Colorado
Department of Public Health and Environment, Denver, Colorado; *Georgia Emerging
Infections Program, Decatur, Georgia; ‘Emory University School of Medicine, Atlanta,
Georgia; ®Atlanta Veterans Affairs Medical Center, Decatur, Georgia; 6Maryla.nd
Department of Health and Mental Hygiene, Baltimore, Maryland; "Minnesota
Department of Health, St. Paul, MN; *University of New Mexico, New Mexico
Emerging Infections Program, Albuquerque, New Mexico; *New Mexico Emerging
Infections Program, University of New Mexico, Albuquerque, New Mexico; '’Center
for Community Health, University of Rochester Medical Center, Rochester, New York;
"'NY Emerging Infections Program, Center for Community Health, University of
Rochester Medical Center, Rochester, New York; “Oregon Health Authority, Portland,
Oregon; "*Tennessee Department of Health, Nashville, Tennessee

Session: 215. National Trends in HAIs
Saturday, October 7, 2017: 8:30 AM

Background. Carbapenem-resistant Enterobacteriaceae (CRE) are an urgent
threat in the United States because of high morbidity and mortality, few treatment
options, and potential for rapid spread among patients. To assess for changes in CRE
epidemiology and risk among populations, we analyzed CDC Emerging Infections
Program (EIP) 2012-2015 surveillance data for CRE.

Methods.  Active, population-based CRE surveillance was initiated in January
2012 at 3 EIP sites (GA, MN, OR) and expanded to 5 additional sites (CO, MD, NM,
New York, TN) by 2014. An incident case was the first Escherichia coli, Enterobacter,
or Klebsiella isolate (non-susceptible to at least one carbapenem and resistant to all
third-generation cephalosporins tested) collected from urine or a normally sterile
body site from a patient during a 30-day period. Data were collected from patients’
medical records. Cases were hospital-onset (HO) or long-term care facility (LTCF)
onset if patients were in the respective facility >3 days prior to culture or at the time of
culture; and community-onset (CO) otherwise. We calculated incidence rates based on
census data for EIP sites and described by type of infection onset.

Results. A total of 1,582 incident CRE cases were reported in 2012-2015. Most cases
(88%) were identified through urine cultures; 946 (60%) were female, and median age was
66 years (interquartile range: 55-77). The median incidence by site was 2.95 per 100,000
population (range: 0.35-8.98). Among the three sites with four full years of data, a differ-
ent trend was seen in each (Figure). Trends in GA and MN were statistically significant,
and no significant trend was seen in OR. Overall, 480 cases (30%) were HO, 524 (33%)
were LTCF onset, and 578 (37%) were CO. Of CO cases, 308 (53%) had been hospitalized,
admitted to a long- term acute care hospital or were a LTCF resident in the prior year.

Conclusion. CRE incidence varied more than 20-fold across surveillance sites,
with evidence of continued increases in MN. Measuring impact of programs aimed
at reducing CRE transmission in other regions will require obtaining local data to
identify cases occurring during and after healthcare facility discharge. Further study of
changes in incidence in some settings and areas might offer opportunities to refine and
expand effective control strategies.

CRE Incidence by EIP Site, 2012-2015
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