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Executive Summary 
 

This report presents data from hospitals, long-term acute care hospitals, ambulatory surgery centers and dialysis treatment centers concerning 

health facility-acquired infections. Health facility-acquired infections are infections acquired in healthcare facilities by patients receiving care 

for separate conditions and include surgical site infections, central line-associated bloodstream infections, and dialysis-associated infections.  

 

Health facilities report infection data through the National Healthcare Safety Network (NHSN
1
), a national web-based surveillance and 

reporting system, managed by the Centers for Disease Control and Prevention (CDC). Each facility's infection rates are compared to national 

rates for specific surgical procedures or devices (i.e., central lines or dialysis access types) and through statistical analysis, are determined to 

be better, worse, or the same as the national rate.  

 

This is the third year of data reporting for hospitals, the second year for long-term acute care hospitals and ambulatory surgery centers, and 

the first year for dialysis treatment centers. It takes time for facilities to learn the National Healthcare Safety Network reporting system and 

there is potential for inconsistencies in how facilities report their data. Therefore, it is recommended that conclusions regarding healthcare 

quality not be based on these data alone, but instead, in conjunction with other quality indicators. Consumers should always consult with 

doctors, healthcare facilities, health insurance carriers, other reports (such as the Hospital Report Card), healthcare websites from reputable 

sources, and with their families and friends before deciding where to receive care. In doing so, multiple quality indicators should be 

considered including a facilityôs history, reputation, staff experience, and published healthcare indicators. In 2010, the Patient Safety Program 

began data validation efforts and additional outreach activities to facilities with the intent to improve the consistency and accuracy of reported 

infection data. It is hoped that facilities use the resulting data to target and improve health facility-acquired infection prevention efforts and 

that consumers apply the data to their healthcare-related decisions.   
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Introduction 

This report was written to fulfill the reporting requirements set forth in Colorado Revised Statute title 25, article 3, Part 6, the Hospital-

Acquired Infections Disclosure Act. The Colorado General Assembly passed the Hospital-Acquired Infections Disclosure Act (House Bill 06-

1045), in May 2006. Representative Bob McClusky and Senator Maryanne Keller sponsored this bill. This bill requires hospitals, including 

long-term acute care hospitals, hospital units, ambulatory surgery centers, and dialysis treatment centers to report health facility-acquired 

infections (HAI) data as a condition of their state licensure.  

 

The Colorado Department of Public Health and Environment (the Department) is the lead state agency administering the Disclosure Act and 

is responsible for program implementation, oversight and reporting. The legislation required the Departmentôs executive director to appoint 

an elevenïmember, volunteer, HAI advisory committee to assist with these responsibilities. 

 

The Disclosure Act also requires the Department to produce an annual report disclosing HAI data submitted by Colorado health facilities. 

This report is the fourth annual report published by the Department and is due to the Health and Human Services Committees of the Colorado 

Senate and House of Representatives by January 14, 2011. 

 

This report presents information about Coloradoôs Disclosure Act, including details regarding reporting requirements, processes and 

limitations; information about the Patient Safety Program; and infection data on surgical site infections, central line-associated bloodstream 

infections, and dialysis-related infections. Surgical site infection data are reported by hospitals and ambulatory surgery centers for the 

following surgeries: coronary artery bypass grafts with both chest and donor site incisions, coronary artery bypass grafts with chest incisions 

only, hip prostheses (total and partial), knee prostheses (total and partial), hernia repairs (herniorrhaphies), and abdominal and vaginal 

hysterectomies. 

 

Central line-associated bloodstream infections (CLABSI) are reported by Adult Critical Care Units, Neonatal Critical Care Units, and Long-

Term Acute Care Hospitals. Adult units include adult medical/surgical critical care, medical cardiac critical care, surgical cardiothoracic 

critical care, medical critical care, and surgical critical care. Neonatal critical care units report central line and umbilical catheter infections for 

level II/III and level III hospital care settings.   

 

Dialysis treatment centers report dialysis-related infections including local access infections and vascular bloodstream infections from the 

following access types: fistulas, grafts, temporary and permanent central lines.  



  

Colorado Department of Public Health and Environment 
Health Facilities-Acquired Infections Annual Report 
January 2011 Page 2 
 

Health Facility-Acquired Infections Disclosure Law Overview 

Health facility-acquired infections (HAI) are infections that occur during or after treatment for a separate medical condition in a health 

facility. The occurrence of HAIs is a growing concern among healthcare consumers, purchasers and providers. As consumer demand for 

public reporting of healthcare quality information has increased, policymakers nationwide have acknowledged the need for publishing HAI 

data in consumer focused healthcare quality reports. This acknowledgement has led 29 states to pass laws requiring mandatory public 

reporting of HAIs since 2004.
2 
Coloradoôs Hospital-Acquired Infections Disclosure Act (House Bill 06-1045) was passed in May 2006.  

 

This law requires hospitals, including long-term acute care hospitals (LTACH), hospital units, ambulatory surgery centers (ASC), and dialysis 

treatment centers (DTC) to report HAI data as a condition of their state licensure. The law also calls for physicians to ensure that infections 

diagnosed during follow-up visits are reported back to the facilities where procedures were performed. 

 

Experts in the field of infection control, including the Centers for Disease Control and Prevention (CDC), have found that many procedures 

are performed in facility locations that have low infection rates. These experts recommend that health facilities not collect overall facility 

infection rates as this could divert resources from infection prevention in higher risk locations.
3,4,5,6

  

 

Thus, the Colorado law does not ask health facilities to report infections based on specific types of organisms (e.g., Methicillin-Resistant 

Staphylococcus aureus or MRSA) or to report overall facility infection rates. Instead, the Law requires facilities to report infections acquired 

in specific facility locations, during specific surgical procedures, or from the use of specific devices (such as central lines and dialysis 

catheters). This report presents infection information grouped by procedure and/or device rather than organism type. It is hoped that 

information presented in this way can be utilized more readily by health facilities to target infection prevention and healthcare process 

improvements. 

 

Another requirement of Coloradoôs Disclosure Law is for targeted health facilities to enter their HAI data into the National Healthcare Safety 

Network (NHSN
1
). NHSN is a national, electronic, web-based reporting system, managed by the CDC. Its use can improve reporting 

consistency by ensuring that reporting facilities use standard definitions and reporting rules, allowing facilitiesô reported HAI data to be 

compared to national rates and be more easily understood by the public and other healthcare facilities.  

 

Although many health facilities collected and tracked HAI data for decades, the information had not been released to the public until the 

implementation of state disclosure laws. In light of the recent passage of the Centers for Medicare and Medicaid Services (CMS) Rule for 

public disclosure of HAI, it is expected that HAI reporting will increase dramatically over the next several years. 



  

Colorado Department of Public Health and Environment 
Health Facilities-Acquired Infections Annual Report 
January 2011 Page 3 
 

Health Facility-Acquired Infections Disclosure Law Implementation 

Implementing Coloradoôs HAI disclosure law involves five main functions, as described below: 

1. Appointing and coordinating an HAI advisory committee 

2. Selecting clinical metrics 

3. Providing technical assistance 

4. Evaluating the initiative 

5. Reporting results 

1: Appointing and Coordinating an HAI Advisory Committee 
 

Coloradoôs Disclosure Law required the Departmentôs executive director to appoint an eleven-member HAI advisory committee, the 

Colorado Health Facility-Acquired Infection Advisory Committee (COHFAIAC; see committee composition in Appendix A). Many of the 

Disclosure Lawôs elements were determined by the committee, and the Law mandated that the committee assist the Department with its 

implementation and oversight, the selection of clinical metrics, assurance of data quality, and development and distribution of reports.   

 

The initial committee members were selected and notified of their appointments in March 2007 and the first meeting was held in April 2007. 

While the Law requires the committee to meet at least four times per year, members have opted to meet monthly since 2007. The committee 

has provided the Department with invaluable expertise, and it will continue to play a pivotal role in evaluating the quality and accuracy of 

reported data, and in determining and evaluating future projects of the Patient Safety Program.  

 

2: Selecting Clinical Metrics 
 

The second function in implementing Coloradoôs Disclosure Law is the selection of metrics that health facilities report. The Department and 

the advisory committee were limited in their selection of metrics by the following factors: 

¶ The legislation required health facilities to collect HAI data for specific clinical procedures, including a cardiac (heart) surgery, an 

orthopedic (skeletal) surgery, an abdominal surgery and infections related to central line (tube in vein) devices, and;  

¶ The metrics had to be supported by the NHSN reporting system.  
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In implementing the selected metrics, the Department applied a recommendation by the federal Healthcare Infection Control Practices 

Advisory Committee (HICPAC) to gradually implement any new public reporting system by incrementally introducing new reporting 

requirements. Healthcare Infection Control Practices Advisory Committee, which is considered to be the nationôs expert in infection control, 

serves as the advisory committee to the CDC and the Secretary of the Department of Health and Human Services (HHS). Their 

recommendation was based on experiences showing that implementing reporting systems too quickly often contribute to data 

misinterpretation and overall poor data quality.  

 

Table 1 below depicts the yearly implementation of Coloradoôs selected reporting metrics.  
 

Table 1:  Implementation of Reporting Requirements 

Health Facility Acquired Infections Reporting Measures   

2007  2008 
 

2009 
 

2010  

Central lines in select CCUs  
(August 2007) 

All 2007 metrics  All 2007 and 2008 metrics  All 2007, 2008 and 2009 
metrics  

Hip prosthesis (partial and total) 

(August 2007) 
Central lines in Long-Term Acute 
Care hospitals 
(August 2008) 

Abdominal Hysterectomies 
(August 2009) 

Knee prosthesis (partial and total) 

(August 2007) 
Hernia repair 
(October 2008) 

Vaginal Hysterectomies  
(August 2009) 

Coronary artery bypass grafts with 
chest and donor site incisions 

(August 2007) 

 Ambulatory Surgery Centers 
(October 2008) 

 Dialysis Treatment Centers  
(March 2010) 

 
Coronary artery bypass grafts with 
chest incisions only 

(August 2007) 
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Surgical Site Infection Reporting Metrics 

 

Surgical site infections (SSI) are infections directly related to surgeries. The surgeries monitored for SSIs in Colorado include cardiac, 

orthopedic, and abdominal surgeries. These surgeries were selected to monitor because they are high volume procedures associated with SSIs 

that can have devastating health-related and financial impacts on patientsô lives. They are also costly for consumers and healthcare payers. It 

is noteworthy that most SSIs from these types of surgeries can be prevented by following established prevention techniques, and can be easily 

detected and reported accurately. Moreover, since these types of surgeries are performed at numerous and varied health facilities in Colorado, 

consumers have an increased opportunity to choose where they receive treatment.  

 

The SSI data presented in this report include SSI rates. These rates, which allow comparisons to other facilities and to national rates, account 

for differences in patientsô HAI risk factors based on physical condition, length of the surgery, and type of surgical wound.  

Central Line-Associated Bloodstream Infection Reporting Metrics 

 

Central line-associated bloodstream infections (CLABSI) are primary bloodstream infections associated with the presence of a central line in 

adults, or with a central line or umbilical catheter (tube in umbilical cord) in neonates (infants in the first 28 days of life), at the time of or 

before the onset of the infection. A central line is an intravascular catheter (tube in a vein) that terminates at or close to the heart or in one of 

the great vessels. An example of a great vessel is the aorta or superior vena cava. A central line can be used to infuse fluids, withdraw blood, 

or monitor fluid volume in a patient. Central lines can be either temporary or permanent. 

 

Like SSIs, CLABSIs have devastating impacts on patientsô lives and are costly for patients, healthcare payers, health facilities and consumers. 

Also like SSIs, they can be prevented by following established prevention techniques and can be easily detected and reported accurately.
5,7  

In 

Colorado, CLABSIs are monitored in the following healthcare facility locations: 1. Adult critical care units; 2. Neonatal critical care units, 

and; 3. Long-term acute care hospitals (LTACH). When reported, CLABSIs are reported out separately by unit type, which enables fairer 

comparisons between health facilities. Reporting by unit takes into account the differences in patients treated in units offering various levels 

of care. Specifically, reporting this way accounts for differences in patientsô HAI risk factors based on their physical conditions and treatment 

regimens.  

 

In August 2010, the Patient Safety Program initiated a validation study of CLABSI data entered into NHSN. See Appendix B for the 

validation study methods and preliminary results. 
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Dialysis-Related Infection Reporting Metrics 

Coloradoôs Disclosure Law requires the reporting of infections in patients receiving hemodialysis. Hemodialysis is a method for removing 

waste products and fluid from a patientôs blood when the kidneys are in failure. Because of frequent hospitalizations and receipt of 

antimicrobial drugs, hemodialysis patients are at high risk for infection with drug-resistant bacteria.  

In 2007, over 340,000 patients in the United States were treated with chronic hemodialysis. Hemodialysis patients require a vascular access, 

which can either be a large blood vessel or catheter that can be punctured to remove and replace blood. Bloodstream infections (bacteremias) 

and localized infections of the vascular access site are common in hemodialysis patients. The vascular access types, ordered according to 

increasing risk of infection, include arteriovenous fistulas (an abnormal connection or passageway between two vessels that normally do not 

connect) created from the patientôs own blood vessels, arteriovenous grafts, often constructed from synthetic materials, tunneled (permanent) 

central lines, and non-tunneled (temporary) central lines. Port access devices for hemodialysis have been removed from the market, but some 

existing ports are still in use. The risk of infection is relatively high in these devices. See Appendix C for detailed descriptions of the dialysis 

access types. 

Colorado is the first state in the nation to implement mandatory reporting of dialysis-related infections (DRI), and the first state to use NHSN 

to formally report DRIs.  

Surveillance for DRIs in Colorado occurs within outpatient hemodialysis centers only and excludes peritoneal and home dialysis. The 

outpatient facilities monitored may be dedicated, stand-alone facilities, hospital-based or affiliated units that primarily serve this patient 

population. The reporting of DRI began in March 2010, and currently, there are 60 dialysis centers reporting to NHSN.  

3: Providing Technical Assistance 
 

The Department and the advisory committee members continue to work with Colorado health facilities to educate them about the Disclosure 

Lawôs legislative requirements, and on the NHSN reporting system, including their own reporting roles and responsibilities. The education 

provided includes an explanation of the Disclosure Act, training and one-on-one technical assistance on the NHSN system, and specific 

training related to CLABSIs, SSIs, and DRIs, reinforcing criteria, definitions, and compliance monitoring details.  

 

The Department has partnered with several professional organizations to help implement the disclosure initiative. The Colorado Hospital 

Association, the Colorado Mile High Chapter of the Association for Professionals in Infection Control and Epidemiology (APIC
2
), the 
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Colorado Ambulatory Surgery Center Association and the End Stage Renal Disease Network 15 have helped the Department recruit 

committee members, train health facilities, and disseminate important information to their membership base. 

 

The Department also has developed a Patient Safety Program webpage
8
 on the Department website. The website is used to disseminate 

information to health facilities and the public regarding the initiative, the advisory committee and general health facility-acquired infections 

educational resources. 

 

Participating Facilities 

 

This bill requires hospitals, including long-term acute care hospitals (LTACH), hospital units, ambulatory surgical centers (ASC) and dialysis 

treatment centers (DTC) to report HAI data to the NHSN as a condition of their state licensure. As of December 2010, Colorado holds 

licenses for 88 hospitals, 3 hospital units, 108 ASCs and 60 DTCs, totaling 259 facilities targeted for reporting. Of the 91 hospitals and 

hospital units, 79 have indicated they perform procedures selected for reporting. Of the 108 ASCs, only 44 have indicated they perform any of 

the procedures selected for reporting. All 60 DTCs are reporting into the NHSN. Although not all facilities are currently reporting, the 

Department must still monitor and educate all 259 facilities regarding the initiative.   

 

Long-term acute care hospitals began reporting in August of 2008. Long-term acute care hospitals are facilities that provide acute care 

services to patients suffering medically complex conditions, or patients who have suffered recent catastrophic illness or injury and require an 

extended stay in an acute care environment.   

 

Ambulatory Surgery Centers began to report through the NHSN in October 2008. Ambulatory surgical centers are healthcare facilities that 

specialize in providing surgery in an outpatient setting. Usually procedures performed in ASCs are procedures that are more extensive than 

those done in a doctorôs office but do not require a hospital stay.  

 

Dialysis Treatment Centers began reporting through the NHSN in March 2010.  Dialysis Treatment Centers provide hemodialysis services to 

patients with chronic kidney failure due to diabetes, high blood pressure, genetic and autoimmune diseases, birth defects and other conditions.  

 

See Appendix D for a list of all participating facilities. 
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Reporting System: The National Healthcare Safety Network 
 

The National Healthcare Safety Network (NHSN) is a secure, web-based surveillance system developed, administered and maintained by the 

CDC. Coloradoôs HAI Disclosure Law requires participating facilities use the NHSN system for reporting. 

 

The CDC initially opened the NHSN enrollment to a limited number of facilities in 2005, followed by a national open enrollment for 

hospitals and outpatient hemodialysis centers in 2007. Beginning in August 2008, LTACHs began reporting to the NHSN and in October of 

2008 ASCs began submitting data to the NHSN. 

 

In Colorado, health facilities must enroll with and submit data to the NHSN for public disclosure. Health facilities must grant the Department 

access to their data so the Department can monitor, analyze and produce public reports. According to the legislation, individuals who collect 

the surveillance data must have a Certification in Infection Control and Epidemiology
9
 or become certified within six months of becoming 

eligible to take the certification test. Certification requirements do not apply to individuals collecting the data in hospitals with 50 beds or less, 

dialysis centers or ambulatory surgery centers. However, these facilities are required to complete pre-requisite NHSN educational programs 

prior to joining the NHSN, complete 10 hours of infection prevention education annually that is specific to the facility specialty, and keep a 

log of the education completed.  

 

The NHSN is used nationally by many healthcare facilities to manage their infection data. The system integrates patient and healthcare 

personnel safety surveillance information from facilities across the nation. One of the enhanced features of this surveillance system is that 

while maintaining data security, integrity, and confidentiality, the NHSN has the capacity for healthcare facilities to share data in a timely 

manner 

 

¶ Between a facility and public health agencies; and 

¶ Between facilities (e.g., multi-hospital system). 

 

While there is no charge for participation in the NHSN, participation requires a significant commitment by each health facility. There is a 

lengthy, time-sensitive, five-step process to gain access to the NHSN and each month participating health facilities must complete an NHSN 

reporting plan. To obtain infection rate information, facilities must gather data on all the currently targeted procedures whether or not a 

procedure led to an infection. 
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4: Evaluating the Initiative 
 

The evaluation process helped the Department identify the following four challenges: 

 

1. Committee participation 

o The Department has aggressively sought committee membership. Currently all positions are filled. 

o The Department has recognized the need to develop processes to ensure committee involvement and satisfaction to maintain 

the level of dedication the inaugural committee has shown. 

2. Reporting system 

o Coloradoôs mandatory reporting law requires health facilities report infections to the NHSN web-based database. The 

networkôs training and enrollment process can take up to two months. 

o The NHSN is a federally managed and funded reporting system. The addition of any reporting element in its system is 

determined by the availability of federal funds. 

o The Department offers bi-monthly trainings on the use of the NHSN focusing on different topics, such as central line-

associated bloodstream infections, surgical site infections and dialysis-related infections. This provides a small group 

environment to discuss problems with the reporting system, difficult case studies, and address any individual problems or 

questions.  

3. Limited resources   

o Many of the difficulties health facilities have experienced with the NHSN reporting system were due to limited time and 

resources. The Department and the advisory committee have attempted to assist the facilities, but struggle with the same time 

and resource constraints. 

o Another difficulty health facilities have faced with the NHSN is facility staff turnover. Since digital certificates (used to gain 

access to the database) are specific to the individual reporting and not the facility, this has caused delays in reporting when a 

staff member has left the facility without assigning another person to fill the reporting role. 

4. Data validation 

o The issue of data validation has been a concern for the Department and many stakeholder groups throughout Colorado.  For 

this reason, funding was sought to provide personnel resources to carry out a data validation project in 2010. With the addition 

of three staff members and American Recovery and Reinvestment Act (ARRA) funding, the Department began validation 

audits of central line-associated bloodstream infections in specific hospital critical care units, Level II/III and III neonatal 

critical care units, and long-term acute care hospitals in August 2010. Preliminary findings by the auditors thus far have 
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included variance with collection of data and observation of best bundle practices for insertion of central lines. More 

information regarding the current validation study can be found in Appendix B.  

 

Other states with mandatory health facility-acquired infections reporting laws have designated money and resources for 

validation and oversight of facility data collection processes.  

 

For example, New York has a program director, program manager, data manager, data analyst, program operations 

director, administrative assistant and five regionally based infection control professionals. New York also receives 

additional support from its Department of Health division directors and the CDC staff responsible for the NHSN reporting 

database (C. Van Antwerpen, personal communication, Nov. 4, 2010). 

 

¶ The total number of reporting facilities in New Yorkôs 2008 report is 186, which is similar to the 183 targeted 

for reporting in Colorado (including outpatient dialysis centers). 

 

The Department and the advisory committee will continue to evaluate the health facility-acquired infections disclosure initiative to identify 

areas for process and data quality improvements and to increase public awareness. It is anticipated that additional validation studies for SSIs 

and dialysis events, for example, will be completed in the future depending on funding and resources. 

 

5: Reporting Results 
 

The final function of implementation is the development of annual public reports and semi-annual bulletins. The current report is the fourth 

annual report published by the Department and includes three years of data from hospitals, two years of data from LTACHs, one and a half 

years of data for ASCs, and five months of data for DTCs. This is the first report that compares HAI data from the current year to data from 

prior years. This comparison indicates if each facilityôs HAI rates have improved, worsened or stayed the same from previous years. It is 

noted that the HAI data presented in this report have not been subjected to formal data quality checks or data validation studies. Without 

systematic data quality monitoring, the extent of incomplete and incorrectly entered data cannot be ascertained.  The Department initiated a 

formal validation study of CLABSI data in August 2010. 
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Changes in the Patient Safety Program in 2010 

 
In November 2009, the Patient Safety Program at the Colorado Department of Public Health and Environment was awarded an American 

Recovery and Reinvestment Act (ARRA) grant. This is a two year grant that allowed the program to add more full time staff, provide more 

support to Colorado infection preventionists, implement two prevention collaboratives, and initiate data validation efforts. The program has 

grown to four full time employees: program coordinator, public health nurse consultant, epidemiologist, and quality improvement specialist as 

well as a part time statistician. The ARRA funds have been used to implement a data validation project that allows program staff to visit 

facilities to assess surveillance and collection techniques in Colorado hospitals. See Appendix B for the full description of the Validation 

Study and preliminary results. The HAI prevention collaboratives include one targeting Surgical Site Infections (SSI) and the other targeting 

Clostridium difficile infections. See Appendix E for a full description of the prevention collaboratives. 
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Health Facility-Acquired Infections Report 

Infection data 
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Disclosure 

 

All data published in this report was submitted to the NHSN by Colorado healthcare facilities (See Appendix D for a list of facilities). The 

Department depends on accurate information from reporting facilities and the NHSN to produce these reports. The Department began 

auditing facilities to ensure the data are complete (validation) in August 2010.    

  

The national rate is the combined rate for all hospitals reporting to NHSN from 2006-2008. The comparison of facilitiesô rates to the national 

rate is based on testing for statistically significant differences. The result of this test is the probability that a difference in rates was due to a 

reason other than by random chance alone. In these data, a statistically significant result suggests that the difference between the facility-

specific infection rate and the national infection rate was due to a real reason, and not simply random chance. For example, a facility that is 

significantly better than the national average may be applying certain protocols that are preventing infections. Additionally, if a facility is 

worse than the national average, it suggests a facility should further investigate the contributions to its higher infection rate, and could be in 

need of improved protocols and procedures to prevent infections or their patient population is at a higher risk for infection.  

 

Experts in the field of infection control have determined that some procedures performed in certain facility locations have low infection rates. 

These experts recommend that health facilities refrain from collecting overall facility infection rates, as this would divert resources from 

preventing infections in higher risk locations.
3,4,5,6

 Many types of infections often lead to additional days in the hospital, which can be 

expensive for healthcare agencies and payers. Evidence suggests that tracking infections may lead to better adherence to preventive practices 

and decrease medical complications or death. 

 

This report is based on the national average received from the National Healthcare Safety Network (NHSN) Report, data summary for 2006 

through 2008, issued December 2009.  

 

Please note that infection data are not published in this report for any facility that performed less than 20 surgical procedures, had less than 50 

central line days, or served less than 20 dialysis patients during the reporting period. The suppression of this data serves to protect confidential 

health information.  
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Surgical Site Infection Overview 

 

Surgical site infections (SSI) are infections directly related to an operative procedure. Surgical procedures selected for SSI reporting are 

performed in a variety of facilities and tend to be associated with health facility-acquired infections. Many of the SSIs that occur in these 

procedures can: 

 

¶ Be prevented by following established prevention techniques; 

¶ Easily be detected and reported accurately; and 

¶ Have a devastating impact on the patientôs quality of life. 
 

Evidence suggests that reporting of infections may lead to better adherence to preventive practices and decreased medical complications. 

 

Surgical site infection rates are adjusted to take into account differences in patient risk factors for infection: length of the surgery, type of 

surgical wound and the patientôs physical condition. The adjusted SSI rates (not displayed in the tables) are used to compute the Standardized 

Infection Ratio. The Standardized Infection Ratio (SIR) is a risk adjusted summary measure that accounts for the type of procedure and risk 

category. The SIR provides an overall score for a procedure at each health facility based on the expected number of infections after adjusting 

for the risk category. It is the ratio of the observed to expected number of SSIs. The SIR can be used as a comparison measure between 

facilities. However, overall crude rates for SSIs (not risk adjusted) should never be compared between facilities due to inherent differences in 

the patient risk distribution in each facility.   

 

Interpretation of the SIR is straightforward: A hospital's SIR value is compared to 1.0 (observed and expected number of SSIs are the same). 

If the SIR value is greater than 1.0, there are more infections than expected. If the SIR value is less than 1.0, then fewer infections occurred 

than expected. A statistical test (Poisson test) is used to determine if the difference is statistically significant. It is important to note that it is 

possible for a facilityôs SIR to be higher or lower than 1.0, but due to statistical comparison and the total number of procedures and infections, 

not be significantly better or worse than the national rate. Also, it is possible for an SIR to be statistically high or low, even when a different 

facility has an even higher or lower (respectively) SIR that is not statistically significant. Again, this is due to the numbers of procedures, 

infections, and the statistical testing process. For an example of how this calculation works please refer to Appendix F. 

 

A new analysis in this yearôs report is the comparison to the ñhistorical dataò. For most of the data collected (excluding hysterectomy 

infection data), there are two to three years of data. The historical comparison calculates a Standardized Infection Ratio (or SIR) based on a 
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facility specific infection rate from the previous year(s). An expected number of infections can be calculated based on previous infection rates 

and compared to the current yearôs number of infections. This allows for the comparison of the current data to previous years to ascertain if a 

facility is doing better, worse or the same. (See Appendix F for more information concerning the calculation and interpretation of an SIR.) 

 

 Cardiac Surgeries 

Background 
This section focuses on SSIs in cardiac operative procedures. Heart Bypass or Coronary Artery Bypass Graft is a surgery used to bypass 

blocked heart arteries by creating new passages for blood to flow to the heart muscle. Arteries or veins from other parts of the body are used 

as grafts to create alternative blood-flow pathways. The two types are coronary artery bypass graft with both chest and donor site incisions 

(CBGB) and coronary artery bypass graft with a chest incision only (CBGC). Both types of surgery involve replacing  damaged sections of 

one or more of the coronary arteries with undamaged arteries or veins such as the internal mammary artery (thoracic) and saphenous vein 

(leg) to increase cardiac blood flow. The majority of cardiac operative procedures performed in Colorado hospitals are CBGBs. Based on the 

small number of CBGC surgeries performed, most of the HAI data available had to be suppressed to protect confidential health information 

and therefore, CBGC data are not presented in this report. 

Results 
Table 2 below shows facility specific data for SSIs attributed to CBGB surgeries performed in hospitals from August 1, 2009 through July 31, 

2010.  

 

Each table lists all the hospitals in Colorado that performed the procedure, the city where the hospital is located, the number of procedures 

performed, the number of infections, the standardized infection ratio (SIR) based on the national infection rates, the comparison to the 

national infection rate, the SIR based on a facility specific historical infection rate, and the comparison with the historical rate. For the 

definition of SIR please refer back to page 14 or see Appendix F. The three categories summarizing how a Colorado hospital compares to the 

national infection rate for procedure performed are: 

 

1. Facilities can have a statistically lower (better) infection rate than the national rate; 

2. Facilities can have an infection rate that is statistically the same as the national rate; or 

3. Facilities can have a statistically higher (worse) rate than the national rate. 
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Table 2:  Coronary Artery Bypass Grafts with Chest and Donor Site Infections (CBGB), Inpatient Procedures for Hospitals, 2009-

2010 

Surgical Site Infections (SSI) in  
Coronary Artery Bypass Grafts with Chest and Donor Site Infections (CBGB) in Hospitals, Inpatient 

Reporting Period: August 1, 2009-July 31, 2010. 

Health Facility and Region 
Procedure 

Count 
Infection 

Count 

Standardized 
Infection Ratio 
(SIR)-National 

National 
Comparison 

Standardized 
Infection Ratio 
(SIR)-Historic 

Historical 
Comparison 

Boulder Community Hospital Boulder 74 3 1.1 Same 1.6 Same 

Centura Penrose St. Francis Health Colorado Springs 110 2 0.7 Same 0.8 Same 

Centura Porter Adventist Hospital Denver 84 3 1.4 Same 1.2 Same 

Centura St. Anthony Central Hospital Denver 104 1 0.3 Same 0.7 Same 

Exempla Lutheran Medical Center Wheat Ridge 87 0 0.0 Same 0.0 Same 

Exempla St. Joseph Hospital Denver 159 1 0.2 Same 1.2 Same 

Longmont United Hospital Longmont 33 0 0.0 Same 0.0 Same 

Medical Center of Aurora Aurora 80 2 0.7 Same 0.7 Same 

Medical Center of the Rockies Loveland 159 1 0.2 Better 0.5 Same 

Memorial Hospital Central Colorado Springs 247 4 0.6 Same 1.0 Same 

North Colorado Medical Center Greeley 73 0 0.0 Same 0.0 Same 

Parkview Medical Center Pueblo 105 3 1.0 Same 0.9 Same 

Presbyterian St. LukeΩs Medical Center Denver 24 3 4.5 Same 9.9 Worse 

Rose Medical Center Denver 14 ***  ***  ***  ***  ***  

Sky Ridge Medical Center Lone Tree 31 1 1.0 Same 2.3 Same 

St. MaryΩs Hospital Grand Junction 122 0 0.0 Same 0.0 Same 

Swedish Medical Center Englewood 73 4 2.0 Same 8.4 Worse 

University of Colorado Hospital Aurora 59 5 2.4 Same 2.6 Same 
The standardized infection ration (SIR) is the ratio of observed to expected infections, and is adjusted for procedure risk. 
National comparison based on data collected and reported by NHSN-participating hospitals from 2006-2008. 
See "National Healthcare Safety Network (NHSN) Report, Data Summary for 2006-2008, Issued December 2009" (Am J Infect Control 2009; 37: 783-805). 
Historical comparison based on data collected and reported for a given facility from August 1, 2007-July 31, 2009. 
*** Indicates value not shown due to suppression of infections data, or no National or historical rate, or an expected count of zero, to which to compare facility rate. 
Infections data for hospitals with fewer than 20 procedures performed in a 12-month period are suppressed to protect confidential health information. These hospitals 
have met the reporting requirements. 
Source: National Healthcare Safety Network (NHSN) Database. 
Prepared By: Colorado Patient Safety Program, Colorado Department of Public Health and Environment. 
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Orthopedic Surgeries 

Background 
This section focuses on surgical site infections in orthopedic operative procedures. The orthopedic procedures monitored are hip replacements 

(total or partial) and knee replacements (total or partial).   

 

A total or partial hip replacement is a surgery for people with severe hip damage or pain related to chronic osteoarthritis, rheumatoid arthritis 

or other degenerative processes involving the hip joint. The surgical procedure for a hip replacement involves removing the damaged cartilage 

and bone from the hip joint and replacing them with an artificial device. The procedure consists of a cup, which is typically plastic, ceramic or 

metal that will replace the hip socket, a metal or ceramic ball that replaces the head of the thighbone and finally a metal stem that attaches to 

the bone. 

 

A total or partial knee replacement is a surgery (arthroplasty) that is considered an elective procedure for people with severe knee damage and 

pain related to osteoarthritis, rheumatoid arthritis, or traumatic arthritis. A total knee replacement involves removing the damaged cartilage 

and bone from the surface of the knee joint and replacing them with an artificial device. In this procedure, the patella (kneecap) is removed, 

the femur (thigh bone) and tibia (shin bone) are cut down, and a metal, ceramic or plastic prosthesis is put in place. 

Results 
Tables 3 through 6 below show facility specific data for SSIs attributed to the two different procedures performed in hospitals and ambulatory 

surgical centers, as described above. The tables present data from surgeries performed from August 1, 2009 through July 31, 2010.   

 

Each table lists all the healthcare facilities in Colorado that performed the procedure, the city where the facility is located, the number of 

procedures performed, the number of infections, the standardized infection ratio (SIR) based on the national infection rates, the comparison to 

the national infection rate, the SIR based on a facility specific historical infection rate, and the comparison with the historical rate. For the 

definition of SIR please refer back to page 14 or see Appendix F. The three categories summarizing how a Colorado hospital compares to the 

national infection rate for procedure performed are: 

 

1. Facilities can have a statistically lower (better) infection rate than the national rate; 

2. Facilities can have an infection rate that is statistically the same as the national rate; or 

3. Facilities can have a statistically higher (worse) rate than the national rate. 
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Table 3:  Hip Replacement (total or partial) (HPRO), Inpatient Procedures for Hospitals, 2009-2010 

Surgical Site Infections (SSI) in  
Hip Replacement Procedures (total or partial) in Hospitals, Inpatient 

Reporting Period: August 1, 2009-July 31, 2010. 

Health Facility and Region 
Procedure 

Count 
Infection 

Count 

Standardized 
Infection Ratio 
(SIR)-National 

National 
Comparison 

Standardized 
Infection Ratio 
(SIR)-Historic 

Historical 
Comparison 

Animas Surgical Hospital Durango 18 ***  ***  ***  ***  ***  

Aspen Valley Hospital Aspen 4 ***  ***  ***  ***  ***  

Boulder Community Hospital Boulder 317 4 1.3 Same 2.7 Same 

Centura Avista Adventist Hospital Louisville 100 0 0.0 Same 0.0 Same 

Centura Littleton Adventist Hospital Littleton 75 0 0.0 Same 0.0 Same 

Centura Penrose St Francis Health Colorado Springs 420 8 1.7 Same 2.1 Same 

Centura Porter Adventist Hospital Denver 533 7 1.3 Same 0.9 Same 

Centura St. Anthony Central Hospital Denver 296 0 0.0 Same 0.0 Same 

Centura St. Anthony North Hospital Westminster 69 0 0.0 Same 0.0 Same 

Centura St. Francis Medical Center Colorado Springs 174 1 0.5 Same 0.2 Same 

Centura St. Mary Corwin Medical Center Pueblo 128 7 4.3 Worse 3.3 Worse 

Centura St. Thomas More Hospital Canon City 39 0 0.0 Same  ***   ***  

Colorado Plains Medical Center Fort Morgan 29 0 0.0 Same 0.0 Same 

Community Hospital Grand Junction 67 0 0.0 Same 0.0 Same 

Delta County Memorial Hospital Delta 50 0 0.0 Same 0.0 Same 

Denver Health Medical Center Denver 84 2 1.9 Same 0.7 Same 

East Morgan County Hospital Brush 7 ***  ***  ***  ***  ***  

Exempla Good Samaritan Medical Center Lafayette 301 1 0.3 Same 0.5 Same 

Exempla Lutheran Medical Center Wheat Ridge 334 2 0.6 Same 2.3 Same 

Exempla St. Joseph Hospital Denver 460 1 0.2 Same 0.3 Same 

Grand River Medical Center Rifle 9 ***  ***  ***  ***  ***  

Gunnison Valley Hospital Gunnison 9 ***  ***  ***  ***  ***  

Heart of the Rockies Regional Medical Center Salida 13 ***  ***  ***  ***  ***  

Longmont United Hospital Longmont 107 1 0.6 Same 0.7 Same 

Loveland Surgery Center Loveland 1 ***  ***  ***  ***  ***  

McKee Medical Center Loveland 109 0 0.0 Same  ***   ***  

Medical Center of Aurora Aurora 181 6 2.9 Worse 1.9 Same 
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Health Facility and Region 
Procedure 

Count 
Infection 

Count 

Standardized 
Infection Ratio 
(SIR)-National 

National 
Comparison 

Standardized 
Infection Ratio 
(SIR)-Historic 

Historical 
Comparison 

Medical Center of the Rockies Loveland 72 4 3.9 Worse 2.3 Same 

Memorial Hospital Central Colorado Springs 383 3 0.5 Same 0.6 Same 

Memorial Hospital North Colorado Springs 90 3 2.4 Same 1.3 Same 

Mercy Regional Medical Center Durango 88 0 0.0 Same  ***   ***  

Montrose Memorial Hospital Montrose 55 0 0.0 Same 0.0 Same 

North Colorado Medical Center Greeley 140 1 0.5 Same 0.4 Same 

North Suburban Medical Center Thornton 49 0 0.0 Same 0.0 Same 

Parker Adventist Hospital Parker 46 1 1.6 Same  ***   ***  

Parkview Medical Center Pueblo 162 2 0.9 Same 0.8 Same 

Pikes Peak Regional Hospital Woodland Park 9 ***  ***  ***  ***  ***  

Platte Valley Medical Center Brighton 11 ***  ***  ***  ***  ***  

Poudre Valley Hospital Fort Collins 496 5 0.8 Same 1.0 Same 

Presbyterian St. LukeΩs Medical Center Denver 250 5 1.7 Same 2.9 Same 

Rose Medical Center Denver 406 0 0.0 Better 0.0 Same 

San Luis Valley Regional Medical Center Alamosa 28 0 0.0 Same  ***   ***  

Sky Ridge Medical Center Lone Tree 433 11 2.4 Worse 1.2 Same 

Southwest Memorial Hospital Cortez 31 0 0.0 Same 0.0 Same 

St. Anthony Summit Medical Center Frisco 13 ***  ***  ***  ***  ***  

St. MaryΩs Hospital Grand Junction 223 0 0.0 Same 0.0 Same 

Sterling Regional Medical Center Sterling 27 2 5.3 Same 1.0 Same 

Swedish Medical Center Englewood 212 3 1.2 Same 0.9 Same 

The ChildrenΩs Hospital Aurora 13 ***  ***  ***  ***  ***  

The Memorial Hospital Craig 4 ***  ***  ***  ***  ***  

University of Colorado Hospital Aurora 226 7 2.5 Worse 2.1 Same 

Vail Valley Medical Center Vail 42 0 0.0 Same 0.0 Same 

Valley View Hospital Glenwood Springs 75 1 1.4 Same 7.5 Same 

Wray Community Hospital Wray 4 ***  ***  ***  ***  ***  

Yampa Valley Medical Center Steamboat Springs 39 1 2.3 Same 1.9 Same 
The standardized infection ration (SIR) is the ratio of observed to expected infections, and is adjusted for procedure risk. 
National comparison based on data collected and reported by NHSN-participating hospitals from 2006-2008. 
See "National Healthcare Safety Network (NHSN) Report, Data Summary for 2006-2008, Issued December 2009" (Am J Infect Control 2009; 37:783-805). 
Historical comparison based on data collected and reported for a given facility from August 1, 2007-July 31, 2009. 
*** Indicates value not shown due to suppression of infections data, or no National or historical rate, or an expected count of zero, to which to compare facility rate. 
Infections data for hospitals with fewer than 20 procedures performed in a 12-month period are suppressed to protect confidential health information. These hospitals have met the reporting requirements. 

Source: National Healthcare Safety Network (NHSN) Database. 
Prepared By: Colorado Patient Safety Program, Colorado Department of Public Health and Environment. 
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Table 4:  Hip  Replacement (total or partial) (HPRO) for Ambulatory Surgical Centers, 2009-2010 

Surgical Site Infections (SSI) in  

Hip Replacement Procedures (total or partial) in Ambulatory Surgical Centers 

Reporting Period: August 1, 2009-July 31, 2010. 

Health Facility and Region 
Procedure 

Count 
Infection 

Count 

Standardized 
Infection Ratio 
(SIR)-National 

National 
Comparison 

Standardized 
Infection Ratio 
(SIR)-Historic 

Historical 
Comparison 

Orthopaedic Center of the Rockies Fort  Collins 128 0 0.0 Same  ***   ***  
The standardized infection ration (SIR) is the ratio of observed to expected infections, and is adjusted for procedure risk. 
National comparison based on data collected and reported by NHSN-participating hospitals from 2006-2008. 
See "National Healthcare Safety Network (NHSN) Report, Data Summary for 2006-2008, Issued December 2009" (Am J Infect Control 2009; 37:783-805). 
Historical comparison based on data collected and reported for a given facility from August 1, 2007-July 31, 2009. 
*** Indicates value not shown due to suppression of infections data, or no National or historical rate, or an expected count of zero, to which to compare facility rate. 
Infections data for ASCs with fewer than 20 procedures performed in a 12-month period are suppressed to protect confidential health information. These ASCs have met the 
reporting requirements. 
Source: National Healthcare Safety Network (NHSN) Database. 
Prepared By: Colorado Patient Safety Program, Colorado Department of Public Health and Environment. 
 

  
Table 5:  Knee Replacement (total or partial) (KPRO), Inpatient Procedures for Hospitals, 2009-2010 

Surgical Site Infections (SSI) in  

Knee Replacement Procedures (total or partial) in Hospitals, Inpatient 

Reporting Period: August 1, 2009-July 31, 2010. 

Health Facility and Region 
Procedure 

Count 
Infection 

Count 

Standardized 
Infection Ratio 
(SIR)-National 

National 
Comparison 

Standardized 
Infection Ratio 
(SIR)-Historic 

Historical 
Comparison 

Animas Surgical Hospital Durango 75 0 0.0 Same  ***   ***  

Aspen Valley Hospital Aspen 22 1 6.4 Same ***  ***  

Boulder Community Hospital Boulder 239 1 0.5 Same 0.6 Same 

Centura Avista Adventist Hospital Louisville 180 2 1.3 Same 0.5 Same 

Centura Littleton Adventist Hospital Littleton 129 0 0.0 Same 0.0 Same 

Centura Penrose St. Francis Health Colorado Springs 442 7 1.8 Same 2.1 Same 

Centura Porter Adventist Hospital Denver 1,009 11 1.4 Same 1.1 Same 

Centura St. Anthony Central Hospital Denver 515 1 0.2 Same 0.1 Better 
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Health Facility and Region 
Procedure 

Count 
Infection 

Count 

Standardized 
Infection Ratio 
(SIR)-National 

National 
Comparison 

Standardized 
Infection Ratio 
(SIR)-Historic 

Historical 
Comparison 

Centura St. Anthony North Hospital Westminster 73 3 4.1 Same  ***   ***  

Centura St. Francis Medical Center Colorado Springs 311 5 1.8 Same 2.4 Same 

Centura St. Mary Corwin Medical Center Pueblo 214 2 0.9 Same 0.3 Same 

Centura St. Thomas More Hospital Canon City 93 0 0.0 Same  ***   ***  

Colorado Plains Medical Center Fort Morgan 38 1 2.6 Same 1.5 Same 

Community Hospital Grand Junction 124 1 0.8 Same 1.2 Same 

Delta County Memorial Hospital Delta 129 0 0.0 Same 0.0 Same 

Denver Health Medical Center Denver 99 3 3.1 Same 1.4 Same 

East Morgan County Hospital Brush 16 ***  ***  ***  ***  ***  

Exempla Good Samaritan Medical Center Lafayette 512 1 0.2 Same 0.8 Same 

Exempla Lutheran Medical Center Wheat Ridge 547 5 1.3 Same 1.0 Same 

Exempla St. Joseph Hospital Denver 651 2 0.4 Same 1.2 Same 

Grand River Medical Center Rifle 7 ***  ***  ***  ***  ***  

Gunnison Valley Hospital Gunnison 8 ***  ***  ***  ***  ***  

Heart of the Rockies Regional Medical Center Salida 15 ***  ***  ***  ***  ***  

Kremmling Memorial Hospital Kremmling 1 ***  ***  ***  ***  ***  

Longmont United Hospital Longmont 207 0 0.0 Same 0.0 Same 

Loveland Surgery Center Loveland 3 ***  ***  ***  ***  ***  

McKee Medical Center Loveland 230 0 0.0 Same 0.0 Same 

Medical Center of Aurora Aurora 374 6 2.0 Same 0.9 Same 

Medical Center of the Rockies Loveland 63 2 2.8 Same 6.3 Same 

Memorial Hospital Central Colorado Springs 539 3 0.6 Same 0.5 Same 

Memorial Hospital North Colorado Springs 244 0 0.0 Same 0.0 Same 

Mercy Regional Medical Center Durango 128 1 0.9 Same  ***   ***  

Montrose Memorial Hospital Montrose 168 1 0.6 Same 0.3 Same 

North Colorado Medical Center Greeley 223 2 1.0 Same 0.8 Same 

North Suburban Medical Center Thornton 108 1 1.1 Same 0.9 Same 

Parker Adventist Hospital Parker 75 0 0.0 Same  ***   ***  

Parkview Medical Center Pueblo 325 9 3.2 Worse 2.4 Worse 

Pikes Peak Regional Hospital Woodland Park 12 ***  ***  ***  ***  ***  

Platte Valley Medical Center Brighton 97 2 2.6 Same 0.3 Same 
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Health Facility and Region 
Procedure 

Count 
Infection 

Count 

Standardized 
Infection Ratio 
(SIR)-National 

National 
Comparison 

Standardized 
Infection Ratio 
(SIR)-Historic 

Historical 
Comparison 

Poudre Valley Hospital Fort Collins 1,014 5 0.6 Same 0.8 Same 

Presbyterian St. LukeΩs Medical Center Denver 360 3 1.0 Same 2.3 Same 

Rose Medical Center Denver 587 0 0.0 Better 0.0 Same 

San Luis Valley Regional Medical Center Alamosa 49 0 0.0 Same 0.0 Same 

Sky Ridge Medical Center Lone Tree 603 9 1.8 Same 1.3 Same 

Skyline Surgery Center Loveland 5 ***  ***  ***  ***  ***  

Southwest Memorial Hospital Cortez 44 1 2.1 Same 1.6 Same 

St. Anthony Summit Medical Center Frisco 25 0 0.0 Same ***  ***  

St MaryΩs Hospital Grand Junction 332 1 0.4 Same 0.4 Same 

Sterling Regional Medical Center Sterling 34 0 0.0 Same 0.0 Same 

Surgical Center At Premier Colorado Springs 9 ***  ***  ***  ***  ***  

Swedish Medical Center Englewood 272 1 0.5 Same 0.2 Better 

The ChildrenΩs Hospital Aurora 2 ***  ***  ***  ***  ***  

The Memorial Hospital Craig 6 ***  ***  ***  ***  ***  

University of Colorado Hospital Aurora 316 4 1.4 Same 1.0 Same 

Vail Valley Medical Center Vail 199 2 1.3 Same  ***   ***  

Valley View Hospital Glenwood Springs 131 0 0.0 Same  ***   ***  

Wray Community Hospital Wray 12 ***  ***  ***  ***  ***  

Yampa Valley Medical Center Steamboat Springs 79 0 0.0 Same 0.0 Same 
The standardized infection ration (SIR) is the ratio of observed to expected infections, and is adjusted for procedure risk. 
National comparison based on data collected and reported by NHSN-participating hospitals from 2006-2008. 
See "National Healthcare Safety Network (NHSN) Report, Data Summary for 2006-2008, Issued December 2009" (Am J Infect Control 2009; 37:783-805). 
Historical comparison based on data collected and reported for a given facility from August 1, 2007-July 31, 2009. 
*** Indicates value not shown due to suppression of infections data, or no National or historical rate, or an expected count of zero, to which to compare facility rate. 
Infections data for hospitals with fewer than 20 procedures performed in a 12-month period are suppressed to protect confidential health information. These hospitals have met 
the reporting requirements. 
Source: National Healthcare Safety Network (NHSN) Database. 
Prepared By: Colorado Patient Safety Program, Colorado Department of Public Health and Environment. 
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Table 6:  Knee Replacement (total or partial) (K PRO), Outpatient Procedures for Ambulatory Surgical Centers, 2009-2010 

Surgical Site Infections (SSI) in  

Knee Replacement Procedures (total or partial) in Ambulatory Surgical Centers 

Reporting Period: August 1, 2009-July 31, 2010. 

Health Facility and Region 
Procedure 

Count 
Infection 

Count 

Standardized 
Infection Ratio 
(SIR)-National 

National 
Comparison 

Standardized 
Infection Ratio 
(SIR) -Historic 

Historical 
Comparison 

Orthopaedic Center of the Rockies Fort Collins 280 0 0.0 Same  ***   ***  

Rocky Mountain Surgery Center Englewood 3 ***  ***  ***  ***  ***  
The standardized infection ration (SIR) is the ratio of observed to expected infections, and is adjusted for procedure risk. 
National comparison based on data collected and reported by NHSN-participating hospitals from 2006-2008. 
See "National Healthcare Safety Network (NHSN) Report, Data Summary for 2006-2008, Issued December 2009" (Am J Infect Control 2009; 
37:783-805). 
Historical comparison based on data collected and reported for a given facility from August 1, 2007-July 31, 2009. 
*** Indicates value not shown due to suppression of infections data, or no National or historical rate, or an expected count of zero, to which to 
compare facility rate. 
Infections data for ASCs with fewer than 20 procedures performed in a 12-month period are suppressed to protect confidential health 
information. These ASCs have met the reporting requirements. 
Source: National Healthcare Safety Network (NHSN) Database. 
Prepared By: Colorado Patient Safety Program, Colorado Department of Public Health and Environment. 
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Abdominal Surgeries 

Background 
This section focuses on surgical site infections in abdominal surgeries. The surgeries included in this section are hernia repairs 

(herniorraphies) and hysterectomies. These surgeries can be performed as in- or outpatient procedures. Inpatient as defined by NHSN is a 

patient whose date of admission to the healthcare facility and the date of discharge are different calendar days. Outpatient is defined as a 

patient whose date of admission to the healthcare facility and the date of discharge are the same calendar day.  

A herniorrhaphy is the repair of a hernia or bulging of internal organs or tissues which protrude through an abnormal opening in the muscle 

wall. Typical hernias occur in the inguinal, femoral, umbilical, or anterior abdominal wall. These are reportable procedures. Other types of 

hernias, however, such as repair of a diaphragmatic or hiatal hernia or hernias at other body sites do not meet NHSN operative procedure 

definition and are not reported.     

A hysterectomy is the surgical removal of the uterus usually performed by a gynecologist. Hysterectomy may be total (removing the body, 

fundus, and cervix of the uterus; often called "complete") or partial (removal of the uterine body while leaving the cervix intact; also called 

"supracervical"). It is the most commonly performed gynecological surgical procedure. The two types of hysterectomies are abdominal and 

vaginal.  

 

The oldest known technique is abdominal incision. Subsequently the vaginal (performing the hysterectomy through the vaginal canal) and 

later laparoscopic vaginal (with additional instruments inserted through a small hole, frequently close to the navel) techniques were 

developed. Most hysterectomies in the United States are done via laparotomy (abdominal incision, not to be confused with laparoscopy). 

Vaginal hysterectomy is performed entirely through the vaginal canal and has clear advantages over abdominal surgery such as less 

complications, shorter hospital stays and shorter healing time. 
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Results 
Tables 7 through 11 below show facility specific data for SSIs attributed to herniorrhaphies and hysterectomies as described above.  The 

tables contain HAI data for inpatient and outpatient surgeries performed in hospitals and ASCs from August 1, 2009 through July 31, 2010.   

 

Each table lists all the healthcare facilities in Colorado that performed the procedure, the city where the facility is located, the number of 

procedures performed, the number of infections, the standardized infection ratio (SIR) based on the national infection rates, the comparison to 

the national infection rate, the SIR based on a facility specific historical infection rate, and the comparison with the historical rate. For the 

definition of SIR please refer back to page 14 or see Appendix F. The three categories summarizing how a Colorado healthcare facility 

compares to the national infection rate for procedure performed are 

 

1. Facilities can have a statistically lower (better) infection rate than the national rate: 

2. Facilities can have an infection rate that is statistically the same as the national rate; or 

3. Facilities can have a statistically higher (worse) rate than the national rate. 

 

Table 7:  Herniorrhaphy, Inpatient Pro cedures for Hospitals, 2009-2010 

Surgical Site Infections (SSI) in  

Hernia Procedures (total or partial) in Hospitals, Inpatient 

Reporting Period: August 1, 2009-July 31, 2010. 

Health Facility and Region 
Procedure 

Count 
Infection 

Count 

Standardized 
Infection Ratio 
(SIR)-National 

National 
Comparison 

Standardized 
Infection Ratio 
(SIR)-Historic 

Historical 
Comparison 

Animas Surgical Hospital Durango 1 ***  ***  ***  ***  ***  

Arkansas Valley Regional Medical Center La Junta 5 ***  ***  ***  ***  ***  

Aspen Valley Hospital Aspen 13 ***  ***  ***  ***  ***  

Boulder Community Hospital Boulder 50 2 2.1 Same  ***   ***  

Boulder Community Hospital-Foothills Boulder 24 0 0.0 Same  ***   ***  

Centura Avista Adventist Hospital Louisville 21 0 0.0 Same 0.0 Same 

Centura Littleton Adventist Hospital Littleton 37 2 3.3 Same 2.1 Same 

Centura Penrose St. Francis Health Colorado Springs 92 6 3.1 Worse 0.6 Same 

Centura Porter Adventist Hospital Denver 59 4 3.2 Same 5.3 Worse 

Centura St. Anthony Central Hospital Denver 69 3 2.1 Same  ***   ***  
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Health Facility and Region 
Procedure 

Count 
Infection 

Count 

Standardized 
Infection Ratio 
(SIR)-National 

National 
Comparison 

Standardized 
Infection Ratio 
(SIR)-Historic 

Historical 
Comparison 

Centura St. Anthony North Hospital Westminster 32 2 3.1 Same  ***   ***  

Centura St. Francis Medical Center Colorado Springs 22 0 0.0 Same 0.0 Same 

Centura St. Mary Corwin Medical Center Pueblo 48 5 4.7 Worse  ***   ***  

Centura St. Thomas More Hospital Canon City 36 0 0.0 Same ***  ***  

Colorado Plains Medical Center Fort Morgan 13 ***  ***  ***  ***  ***  

Community Hospital Grand Junction 49 3 2.8 Same 0.7 Same 

Delta County Memorial Hospital Delta 28 0 0.0 Same 0.0 Same 

Denver Health Medical Center Denver 98 3 1.6 Same 3.3 Same 

East Morgan County Hospital Brush 1 ***  ***  ***  ***  ***  

Exempla Good Samaritan Medical Center Lafayette 31 1 1.7 Same  ***   ***  

Exempla Lutheran Medical Center Wheat Ridge 174 10 3.0 Worse 3.5 Worse 

Exempla St. Joseph Hospital Denver 70 3 1.6 Same 36.2 Worse 

Grand River Medical Center Rifle 2 ***  ***  ***  ***  ***  

Gunnison Valley Hospital Gunnison 4 ***  ***  ***  ***  ***  

Heart of the Rockies Regional Medical Center Salida 20 1 1.9 Same  ***   ***  

Kit Carson Memorial Hospital Burlington 12 ***  ***  ***  ***  ***  

Kremmling Memorial Hospital Kremmling 1 ***  ***  ***  ***  ***  

Longmont United Hospital Longmont 56 0 0.0 Same 0.0 Same 

McKee Medical Center Loveland 73 0 0.0 Same 0.0 Same 

Medical Center of Aurora Aurora 70 3 2.2 Same 1.7 Same 

Medical Center of the Rockies Loveland 110 2 0.7 Same  ***   ***  

Memorial Hospital Central Colorado Springs 143 1 0.3 Same 0.3 Same 

Memorial Hospital North Colorado Springs 22 1 1.8 Same 1.8 Same 

Mercy Regional Medical Center Durango 13 ***  ***  ***  ***  ***  

Montrose Memorial Hospital Montrose 37 3 3.7 Same 1.3 Same 

North Colorado Medical Center Greeley 86 3 1.9 Same  ***   ***  

North Suburban Medical Center Thornton 28 1 1.6 Same  ***   ***  

Parker Adventist Hospital Parker 84 0 0.0 Same  ***   ***  

Parkview Medical Center Pueblo 87 1 0.6 Same 0.4 Same 

Pikes Peak Regional Hospital Woodland Park 7 ***  ***  ***  ***  ***  

Platte Valley Medical Center Brighton 19 ***  ***  ***  ***  ***  
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Health Facility and Region 
Procedure 

Count 
Infection 

Count 

Standardized 
Infection Ratio 
(SIR)-National 

National 
Comparison 

Standardized 
Infection Ratio 
(SIR)-Historic 

Historical 
Comparison 

Poudre Valley Hospital Fort Collins 99 1 0.4 Same 0.4 Same 

Presbyterian St. LukeΩs Medical Center Denver 78 1 0.5 Same 0.3 Same 

Prowers Medical Center Lamar 0 ***  ***  ***  ***  ***  

Rose Medical Center Denver 95 0 0.0 Same  ***   ***  

San Luis Valley Regional Medical Center Alamosa 29 0 0.0 Same ***  ***  

Sky Ridge Medical Center Lone Tree 57 0 0.0 Same  ***   ***  

Southeast Colorado Hospital Springfield 1 ***  ***  ***  ***  ***  

Southwest Memorial Hospital Cortez 12 ***  ***  ***  ***  ***  

St. Anthony Summit Medical Center Frisco 1 ***  ***  ***  ***  ***  

St. MaryΩs Hospital Grand Junction 88 4 2.4 Same 3.1 Same 

Sterling Regional Medical Center Sterling 40 1 1.0 Same 0.7 Same 

Swedish Medical Center Englewood 142 4 1.2 Same 2.4 Same 

The ChildrenΩs Hospital Aurora 113 0 0.0 Same 0.0 Better 

The Memorial Hospital Craig 1 ***  ***  ***  ***  ***  

University of Colorado Hospital Aurora 72 6 2.7 Same 0.9 Same 

Vail Valley Medical Center Vail 9 ***  ***  ***  ***  ***  

Valley View Hospital Glenwood Springs 23 1 2.7 Same 0.6 Same 

Yampa Valley Medical Center Steamboat Springs 5 ***  ***  ***  ***  ***  

Yuma District Hospital Yuma 1 ***  ***  ***  ***  ***  
The standardized infection ration (SIR) is the ratio of observed to expected infections, and is adjusted for procedure risk. 
National comparison based on data collected and reported by NHSN-participating hospitals from 2006-2008. 
See "National Healthcare Safety Network (NHSN) Report, Data Summary for 2006-2008, Issued December 2009" (Am J Infect Control 2009; 37:783-805). 
Historical comparison based on data collected and reported for a given facility from August 1, 2007-July 31, 2009. 
*** Indicates value not shown due to suppression of infections data, or no National or historical rate, or an expected count of zero, to which to compare facility rate. 
Infections data for hospitals with fewer than 20 procedures performed in a 12-month period are suppressed to protect confidential health information. These 
hospitals have met the reporting requirements. 
Source: National Healthcare Safety Network (NHSN) Database. 
Prepared By: Colorado Patient Safety Program, Colorado Department of Public Health and Environment. 
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Table 8:  Herniorrhaphy, Outpatien t Procedures for Hospitals, 2009-2010 

Surgical Site Infections (SSI) in  

Hernia Procedures (total or partial) in Hospitals, Outpatient 

Reporting Period: August 1, 2009-July 31, 2010. 

Health Facility and Region 
Procedure 

Count 
Infection 

Count 

Standardized 
Infection Ratio 
(SIR)-National 

National 
Comparison 

Standardized 
Infection Ratio 
(SIR) -Historic 

Historical 
Comparison 

Animas Surgical Hospital Durango 7 ***  ***  ***  ***  ***  

Arkansas Valley Regional Medical Center La Junta 50 0 0.0 Same  ***   ***  

Aspen Valley Hospital Aspen 67 0 0.0 Same  ***   ***  

Boulder Community Hospital Boulder 284 0 0.0 Same  ***   ***  

Boulder Community Hospital-Foothills Boulder 102 0 0.0 Same  ***   ***  

Boulder Medical Center Boulder 57 0 0.0 Same  ***   ***  

Centura Avista Adventist Hospital Louisville 153 0 0.0 Same  ***   ***  

Centura Littleton Adventist Hospital Littleton 133 1 1.5 Same  ***   ***  

Centura Penrose St. Francis Health Colorado Springs 207 0 0.0 Same  ***   ***  

Centura Porter Adventist Hospital Denver 176 0 0.0 Same  ***   ***  

Centura St. Anthony Central Hospital Denver 195 0 0.0 Same 0.0 Same 

Centura St. Anthony North Hospital Westminster 132 0 0.0 Same 0.0 Same 

Centura St. Francis Medical Center Colorado Springs 62 1 3.2 Same  ***   ***  

Centura St. Mary Corwin Medical Center Pueblo 167 0 0.0 Same  ***   ***  

Centura St. Thomas More Hospital Canon City 66 0 0.0 Same  ***   ***  

Colorado Plains Medical Center Fort Morgan 24 0 0.0 Same ***  ***  

Community Hospital Grand Junction 240 2 1.6 Same 0.6 Same 

Delta County Memorial Hospital Delta 67 0 0.0 Same  ***   ***  

Denver Health Medical Center Denver 201 1 1.0 Same 0.7 Same 

East Morgan County Hospital Brush 39 0 0.0 Same  ***   ***  

Estes Park Medical Center Estes Park 37 0 0.0 Same  ***   ***  

Exempla Good Samaritan Medical Center Lafayette 566 1 0.4 Same 0.8 Same 

Exempla Lutheran Medical Center Wheat Ridge 259 0 0.0 Same  ***   ***  

Exempla St. Joseph Hospital Denver 324 4 2.0 Same  ***   ***  

Grand River Medical Center Rifle 33 0 0.0 Same  ***   ***  
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Health Facility and Region 
Procedure 

Count 
Infection 

Count 

Standardized 
Infection Ratio 
(SIR)-National 

National 
Comparison 

Standardized 
Infection Ratio 
(SIR)-Historic 

Historical 
Comparison 

Grand Valley Surgical Center Grand Junction 199 0 0.0 Same 0.0 Same 

Gunnison Valley Hospital Gunnison 40 0 0.0 Same  ***   ***  

Heart of the Rockies Regional Medical Center Salida 60 0 0.0 Same 0.0 Same 

Kit Carson Memorial Hospital Burlington 25 0 0.0 Same ***  ***  

Kremmling Memorial Hospital Kremmling 11 ***  ***  ***  ***  ***  

Lincoln Community Hospital Hugo 8 ***  ***  ***  ***  ***  

Longmont United Hospital Longmont 116 0 0.0 Same  ***   ***  

McKee Medical Center Loveland 51 0 0.0 Same  ***   ***  

Medical Center of Aurora Aurora 407 2 1.0 Same 1.3 Same 

Medical Center of the Rockies Loveland 269 0 0.0 Same  ***   ***  

Melissa Memorial Holyoke 4 ***  ***  ***  ***  ***  

Memorial Hospital Central Colorado Springs 589 5 1.5 Same 0.4 Better 

Memorial Hospital North Colorado Springs 229 0 0.0 Same  ***   ***  

Mercy Regional Medical Center Durango 57 1 2.8 Same  ***   ***  

Montrose Memorial Hospital Montrose 133 1 1.5 Same  ***   ***  

Mt San Rafael Hospital Trinidad 20 0 0.0 Same  ***   ***  

North Colorado Medical Center Greeley 222 0 0.0 Same 0.0 Same 

North Suburban Medical Center Thornton 111 1 1.9 Same  ***   ***  

Parker Adventist Hospital Parker 250 0 0.0 Same  ***   ***  

Parkview Medical Center Pueblo 297 0 0.0 Same  ***   ***  

Pikes Peak Regional Hospital Woodland Park 30 0 0.0 Same  ***   ***  

Platte Valley Medical Center Brighton 141 1 1.5 Same  ***   ***  

Poudre Valley Hospital Fort Collins 181 0 0.0 Same  ***   ***  

Presbyterian St. LukeΩs Medical Center Denver 479 1 0.4 Same 0.7 Same 

Prowers Medical Center Lamar 20 0 0.0 Same  ***   ***  

Rose Medical Center Denver 204 0 0.0 Same  ***   ***  

San Luis Valley Regional Medical Center Alamosa 96 0 0.0 Same 0.0 Same 

Sky Ridge Medical Center Lone Tree 290 0 0.0 Same 0.0 Same 

Southeast Colorado Hospital Springfield 8 ***  ***  ***  ***  ***  

Southwest Memorial Hospital Cortez 68 0 0.0 Same  ***   ***  
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Health Facility and Region 
Procedure 

Count 
Infection 

Count 

Standardized 
Infection Ratio 
(SIR)-National 

National 
Comparison 

Standardized 
Infection Ratio 
(SIR)-Historic 

Historical 
Comparison 

Spanish Peaks Regional Health Center Walsenburg 11 ***  ***  ***  ***  ***  

St. Anthony Summit Medical Center Frisco 9 ***  ***  ***  ***  ***  

St. MaryΩs Hospital Grand Junction 105 1 1.7 Same  ***   ***  

St. Vincent General Hospital District Leadville 29 0 0.0 Same ***  ***  

Sterling Regional Medical Center Sterling 57 0 0.0 Same  ***   ***  

Swedish Medical Center Englewood 112 1 1.7 Same  ***   ***  

The ChildrenΩs Hospital Aurora 513 2 0.8 Same  ***   ***  

The Memorial Hospital Craig 22 0 0.0 Same  ***   ***  

University of Colorado Hospital Aurora 242 2 1.5 Same 0.4 Same 

Vail Valley Medical Center Vail 103 1 2.0 Same  ***   ***  

Valley View Hospital Glenwood Springs 213 1 1.0 Same  ***   ***  

Wray Community Hospital Wray 27 0 0.0 Same ***  ***  

Yampa Valley Medical Center Steamboat Springs 78 0 0.0 Same  ***   ***  

Yuma District Hospital Yuma 13 ***  ***  ***  ***  ***  
The standardized infection ration (SIR) is the ratio of observed to expected infections, and is adjusted for procedure risk. 
National comparison based on data collected and reported by NHSN-participating hospitals from 2006-2008. 
See "National Healthcare Safety Network (NHSN) Report, Data Summary for 2006-2008, Issued December 2009" (Am J Infect Control 2009; 37:783-805). 
Historical comparison based on data collected and reported for a given facility from August 1, 2007-July 31, 2009. 
*** Indicates value not shown due to suppression of infections data, or no National or historical rate, or an expected count of zero, to which to compare facility rate. 
Infections data for hospitals with fewer than 20 procedures performed in a 12-month period are suppressed to protect confidential health information. These 
hospitals have met the reporting requirements. 
Source: National Healthcare Safety Network (NHSN) Database. 
Prepared By: Colorado Patient Safety Program, Colorado Department of Public Health and Environment. 
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Table 9:  Herniorrhaphy Procedures in Ambulatory Surgical Centers, 2009-2010 

Surgical Site Infections (SSI) in  

Hernia Procedures (total or partial) in Ambulatory Surgical Centers 

Reporting Period: August 1, 2009-July 31, 2010. 

Health Facility and Region 
Procedure 

Count 
Infection 

Count 

Standardized 
Infection Ratio 
(SIR)-National 

National 
Comparison 

Standardized 
Infection Ratio 
(SIR)-Historic 

Historical 
Comparison 

ASC Durango at Mercy Medical Center Durango 106 0 0.0 Same  ***   ***  

Aberdeen Ambulatory Surgical Center Pueblo 2 ***  ***  ***  ***  ***  

Arkansas Valley Surgery Center Canon City 86 0 0.0 Same  ***   ***  

Audubon Ambulatory Surgery Center Colorado Springs 28 0 0.0 Same  ***   ***  

Audubon Ambulatory Surgery Center at 
St. Francis 

Colorado Springs 440 0 0.0 Same 0.0 Same 

Aurora Surgery Center Aurora 53 0 0.0 Same  ***   ***  

Black Canyon Surgical Center Montrose 33 1 6.6 Same  ***   ***  

Centrum Surgical Center Greenwood Village 7 ***  ***  ***  ***  ***  

ChildrenΩs North Surgery Center Broomfield 13 ***  ***  ***  ***  ***  

Clear Creek Surgery Center Wheat Ridge 387 2 1.1 Same  ***   ***  

Colorado Springs Surgery Center Colorado Springs 20 0 0.0 Same ***  ***  

Crown Point Surgery Center Parker 263 0 0.0 Same  ***   ***  

Denver Midtown Surgery Center Denver 235 0 0.0 Same  ***   ***  

First Choice Outpatient Surgery Center 
at Community Hospital 

Grand Junction 116 0 0.0 Same ***  ***  

Harmony Ambulatory Surgery Center Fort Collins 476 1 0.4 Same 0.8 Same 

Kaiser Permanente Ambulatory Surgery 
Center 

Denver 879 6 1.3 Same 1.8 Same 

Lakewood Surgical Center Lakewood 24 0 0.0 Same  ***   ***  

Lincoln Surgery Center Parker 21 0 0.0 Same ***  ***  

Longmont Surgery Center Longmont 143 0 0.0 Same  ***   ***  

MCR Surgery Center Loveland 7 ***  ***  ***  ***  ***  

Minimally Invasive Spinal Institute Lafayette 6 ***  ***  ***  ***  ***  

North Suburban Surgery Center Thornton 123 0 0.0 Same  ***   ***  

Parkwest Surgery Center Pueblo 22 0 0.0 Same ***  ***  
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Health Facility and Region 
Procedure 

Count 
Infection 

Count 

Standardized 
Infection Ratio 
(SIR)-National 

National 
Comparison 

Standardized 
Infection Ratio 
(SIR)-Historic 

Historical 
Comparison 

Pueblo Surgery Center Pueblo 15 ***  ***  ***  ***  ***  

Rocky Mountain Surgery Center Englewood 428 0 0.0 Same  ***   ***  

Rose Surgical Center Denver 479 1 0.4 Same  ***   ***  

Sky Ridge Surgical Center Lone Tree 188 0 0.0 Same  ***   ***  

Skyline Surgery Center Loveland 160 0 0.0 Same  ***   ***  

Summit View Surgery Center Littleton 293 1 0.7 Same 0.5 Same 

Surgery Center At Lutheran Wheat Ridge 129 0 0.0 Same  ***   ***  

Surgery Center At Printers Park Colorado Springs 37 0 0.0 Same  ***   ***  

Surgery Center Of Fort Collins Fort Collins 7 ***  ***  ***  ***  ***  

Surgical Center At Premier Colorado Springs 75 0 0.0 Same  ***   ***  
The standardized infection ration (SIR) is the ratio of observed to expected infections, and is adjusted for procedure risk. 
National comparison based on data collected and reported by NHSN-participating hospitals from 2006-2008. 
See "National Healthcare Safety Network (NHSN) Report, Data Summary for 2006-2008, Issued December 2009" (Am J Infect Control 2009; 37:783-805). 
Historical comparison based on data collected and reported for a given facility from August 1, 2007-July 31, 2009. 
*** Indicates value not shown due to suppression of infections data, or no National or historical rate, or an expected count of zero, to which to compare facility 
rate. 
Infections data for ASCs with fewer than 20 procedures performed in a 12-month period are suppressed to protect confidential health information. These ASCs 
have met the reporting requirements. 
Source: National Healthcare Safety Network (NHSN) Database. 
Prepared By: Colorado Patient Safety Program, Colorado Department of Public Health and Environment. 

  

  

  

  

  

  

      
Table 10: Abdominal Hysterectomy Procedures for Hospitals, 2009-2010 

Surgical Site Infections (SSI) in  

Abdominal hysterectomies (total or partial), Hospital, Inpatient 

Reporting Period: August 1, 2009-July 31, 2010. 

Health Facility and Region 
Procedure 

Count 
Infection 

Count 

Standardized 
Infection Ratio 
(SIR)-National 

National 
Comparison 

Animas Surgical Hospital Durango 25 0 0.0 Same 

Arkansas Valley Regional Medical Center La Junta 5 ***  ***  ***  
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Health Facility and Region 
Procedure 

Count 
Infection 

Count 

Standardized 
Infection Ratio 
(SIR)-National 

National 
Comparison 

Aspen Valley Hospital Aspen 4 ***  ***  ***  

Boulder Community Hospital Boulder 20 0 0.0 Same 

Boulder Community Hospital-Foothills Boulder 45 0 0.0 Same 

Centura Avista Adventist Hospital Louisville 56 0 0.0 Same 

Centura Littleton Adventist Hospital Littleton 83 2 1.7 Same 

Centura Penrose St. Francis Health Colorado Springs 193 10 2.5 Worse 

Centura Porter Adventist Hospital Denver 25 1 2.1 Same 

Centura St. Anthony Central Hospital Denver 106 1 0.6 Same 

Centura St. Anthony North Hospital Westminster 31 0 0.0 Same 

Centura St. Francis Medical Center Colorado Springs 178 2 0.8 Same 

Centura St. Mary Corwin Medical Center Pueblo 60 2 2.3 Same 

Centura St. Thomas More Hospital Canon City 35 0 0.0 Same 

Colorado Plains Medical Center Fort Morgan 30 0 0.0 Same 

Community Hospital Grand Junction 5 ***  ***  ***  

Delta County Memorial Hospital Delta 35 0 0.0 Same 

Denver Health Medical Center Denver 53 3 2.8 Same 

Exempla Good Samaritan Medical Center Lafayette 171 1 0.3 Same 

Exempla Lutheran Medical Center Wheat Ridge 248 2 0.6 Same 

Exempla St. Joseph Hospital Denver 380 7 1.0 Same 

Grand River Medical Center Rifle 7 ***  ***  ***  

Gunnison Valley Hospital Gunnison 18 ***  ***  ***  

Heart of the Rockies Regional Medical Center Salida 12 ***  ***  ***  

Longmont United Hospital Longmont 93 0 0.0 Same 

McKee Medical Center Loveland 77 1 0.9 Same 

Medical Center of Aurora Aurora 145 6 2.4 Same 

Medical Center of the Rockies Loveland 44 0 0.0 Same 

Melissa Memorial Holyoke 2 ***  ***  ***  

Memorial Hospital Central Colorado Springs 114 3 1.7 Same 

Memorial Hospital North Colorado Springs 61 2 2.2 Same 

Mercy Regional Medical Center Durango 107 1 0.8 Same 

Montrose Memorial Hospital Montrose 50 1 1.4 Same 
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Health Facility and Region 
Procedure 

Count 
Infection 

Count 

Standardized 
Infection Ratio 
(SIR)-National 

National 
Comparison 

Mt San Rafael Hospital Trinidad 7 ***  ***  ***  

North Colorado Medical Center Greeley 92 0 0.0 Same 

North Suburban Medical Center Thornton 92 3 2.6 Same 

Parker Adventist Hospital Parker 114 1 0.6 Same 

Parkview Medical Center Pueblo 116 1 0.6 Same 

Platte Valley Medical Center Brighton 36 1 2.3 Same 

Poudre Valley Hospital Ft Collins 238 3 0.8 Same 

tǊŜǎōȅǘŜǊƛŀƴ {ǘΦ [ǳƪŜΩǎ aŜŘƛŎŀƭ /ŜƴǘŜǊ Denver 39 0 0.0 Same 

Prowers Medical Center Lamar 25 0 0.0 Same 

Rose Medical Center Denver 286 0 0.0 Better 

San Luis Valley Regional Medical Center Alamosa 24 0 0.0 Same 

Sky Ridge Medical Center Lone Tree 149 1 0.4 Same 

Southwest Memorial Hospital Cortez 1 ***  ***  ***  

St. Anthony Summit Medical Center Frisco 29 0 0.0 Same 

{ǘΦ aŀǊȅΩǎ IƻǎǇƛǘŀƭ Grand Junction 176 1 0.4 Same 

Sterling Regional Medical Center Sterling 5 ***  ***  ***  

Swedish Medical Center Englewood 389 3 0.5 Same 

The Memorial Hospital Craig 5 ***  ***  ***  

University of Colorado Hospital Aurora 178 7 1.5 Same 

Vail Valley Medical Center Vail 17 ***  ***  ***  

Valley View Hospital Glenwood Springs 11 ***  ***  ***  

Yampa Valley Medical Center Steamboat Springs 11 ***  ***  ***  

Yuma District Hospital Yuma 3 ***  ***  ***  
The standardized infection ration (SIR) is the ratio of observed to expected infections, and is adjusted for procedure risk. 
National comparison based on data collected and reported by NHSN-participating hospitals from 2006-2008. 
See "National Healthcare Safety Network (NHSN) Report, Data Summary for 2006-2008, Issued December 2009" (Am J Infect Control 2009; 37:783-805). 
Historical comparison based on data collected and reported for a given facility from August 1, 2007-July 31, 2009. 
*** Indicates value not shown due to suppression of infections data, or no National or historical rate, or an expected count of zero, to which to compare facility rate. 
Infections data for hospitals with fewer than 20 procedures performed in a 12-month period are suppressed to protect confidential health information. These hospitals 
have met the reporting requirements. 
Source: National Healthcare Safety Network (NHSN) Database. 
Prepared By: Colorado Patient Safety Program, Colorado Department of Public Health and Environment. 
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Table 11: Vaginal Hysterectomy Procedures for Hospitals, 2009-2010 

Surgical Site Infections (SSI) in  

Vaginal hysterectomies (total or partial) in Hospitals, Inpatient 

Reporting Period: August 1, 2009-July 31, 2010. 

Health Facility and Region 
Procedure 

Count 
Infection 

Count 

Standardized 
Infection Ratio 
(SIR)-National 

National 
Comparison 

Animas Surgical Hospital Durango 42 0 0.0 Same 

Aspen Valley Hospital Aspen 26 0 0.0 Same 

Boulder Community Hospital Boulder 7 ***  ***  ***  

Boulder Community Hospital-Foothills Boulder 11 ***  ***  ***  

Centura Avista Adventist Hospital Louisville 33 1 3.3 Same 

Centura Littleton Adventist Hospital Littleton 215 1 0.6 Same 

Centura Penrose St. Francis Health Colorado Springs 30 1 3.4 Same 

Centura Porter Adventist Hospital Denver 118 0 0.0 Same 

Centura St. Anthony Central Hospital Denver 62 1 1.9 Same 

Centura St. Anthony North Hospital Westminster 84 1 1.4 Same 

Centura St. Francis Medical Center Colorado Springs 139 1 0.9 Same 

Centura St. Mary Corwin Medical Center Pueblo 37 0 0.0 Same 

Centura St. Thomas More Hospital Canon City 21 0 0.0 Same 

Colorado Plains Medical Center Fort Morgan 13 ***  ***  ***  

Community Hospital Grand Junction 16 ***  ***  ***  

Delta County Memorial Hospital Delta 11 ***  ***  ***  

Denver Health Medical Center Denver 51 1 2.2 Same 

Exempla Good Samaritan Medical Center Lafayette 113 3 3.3 Same 

Exempla Lutheran Medical Center Wheat Ridge 140 1 0.9 Same 

Exempla St. Joseph Hospital Denver 239 0 0.0 Same 

Grand River Medical Center Rifle 21 0 0.0 Same 

Longmont United Hospital Longmont 95 0 0.0 Same 

McKee Medical Center Loveland 154 3 2.1 Same 

Medical Center of Aurora Aurora 107 0 0.0 Same 

Medical Center of the Rockies Loveland 20 0 0.0 Same 

Memorial Hospital Central Colorado Springs 79 2 3.1 Same 
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Health Facility and Region 
Procedure 

Count 
Infection 

Count 

Standardized 
Infection Ratio 
(SIR)-National 

National 
Comparison 

Memorial Hospital North Colorado Springs 21 1 5.2 Same 

Mercy Regional Medical Center Durango 40 1 3.2 Same 

Montrose Memorial Hospital Montrose 36 0 0.0 Same 

North Colorado Medical Center Greeley 150 0 0.0 Same 

North Suburban Medical Center Thornton 22 1 5.8 Same 

Parker Adventist Hospital Parker 55 0 0.0 Same 

Parkview Medical Center Pueblo 172 1 0.7 Same 

Platte Valley Medical Center Brighton 17 ***  ***  ***  

Poudre Valley Hospital Fort Collins 130 0 0.0 Same 

Presbyterian St. LukeΩs Medical Center Denver 6 ***  ***  ***  

Prowers Medical Center Lamar 5 ***  ***  ***  

Rose Medical Center Denver 115 0 0.0 Same 

San Luis Valley Regional Medical Center Alamosa 40 0 0.0 Same 

Sky Ridge Medical Center Lone Tree 107 2 2.2 Same 

St. Anthony Summit Medical Center Frisco 6 ***  ***  ***  

St. MaryΩs Hospital Grand Junction 180 1 0.7 Same 

Sterling Regional Medical Center Sterling 9 ***  ***  ***  

Swedish Medical Center Englewood 110 2 2.1 Same 

University of Colorado Hospital Aurora 85 0 0.0 Same 

Vail Valley Medical Center Vail 28 1 3.6 Same 

Valley View Hospital Glenwood Springs 25 3 13.3 Worse 

Yampa Valley Medical Center Steamboat Springs 34 0 0.0 Same 
The standardized infection ration (SIR) is the ratio of observed to expected infections, and is adjusted for procedure risk. 
National comparison based on data collected and reported by NHSN-participating hospitals from 2006-2008. 
See "National Healthcare Safety Network (NHSN) Report, Data Summary for 2006-2008, Issued December 2009" (Am J Infect Control 2009; 37:783-805). 
Historical comparison based on data collected and reported for a given facility from August 1, 2007-July 31, 2009. 
*** Indicates value not shown due to suppression of infections data, or no National or historical rate, or an expected count of zero, to which to compare facility 
rate. 
Infections data for hospitals with fewer than 20 procedures performed in a 12-month period are suppressed to protect confidential health information. These 
hospitals have met the reporting requirements. 
Source: National Healthcare Safety Network (NHSN) Database. 
Prepared By: Colorado Patient Safety Program, Colorado Department of Public Health and Environment. 
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Catheter-Associated Bloodstream Infection Rates  

Background 
Catheter-associated bloodstream infections are primary bloodstream infections (BSI) that are associated with the presence of a central line 

within the 48-hour period before a BSI develops. A central line is an intravascular catheter (tube in a vein) that terminates at or close to the 

heart or in one of the great vessels. An example of a great vessel is the aorta or superior vena cava. A central line can be used to infuse fluids, 

withdraw blood or monitor fluid volume in patients. An umbilical catheter is a central vascular catheter inserted through the umbilical artery 

or vein in a neonate (i.e., a tube placed in the umbilical cord).  

 

Central lines can be either permanent or temporary. Permanent lines are those that are tunneled and cuffed (a line that is tunneled under the 

skin to a separate exit site, where it emerges from underneath the skin and held in place by a cuff). Temporary lines are those that are not 

tunneled and not cuffed. Permanent lines are commonly used in LTACH patients and may have lower rates of infection than central lines 

inserted for temporary use. In Colorado, the data show that a majority of LTACHs are using temporary lines. Both types of lines are used to 

infuse fluids, administer medications and/or blood, or withdraw blood in patients.   

 

Reporting central line data by facility type, central line type, and critical care unit allows for fairer comparisons between health facilities as it 

takes into account how differences in care and patientsô risk for infection lead to differences in infection rates. Many of the central line-

associated bloodstream infections that occur in these facility locations can: 

 

¶ Be prevented by following established prevention techniques;  

¶ Easily be detected and reported accurately; and  

¶ Have a devastating impact on the patientôs quality of life.  

 

Central line-associated bloodstream infections (CLABSI) often lead to additional days in the hospital, which can be expensive for healthcare 

payers, healthcare organizations and patients. Evidence suggests that reporting of infections may lead to better adherence to preventive 

practices and decrease medical complications or death. 

 

A new analysis in this yearôs report is the comparison to the ñhistorical dataò. For the central line- and umbilical catheter-associated 

bloodstream infection data collected, there are two to three years of data. The historical comparison calculates a Standardized Infection Ratio 

(or SIR) based on a facility specific infection rate from the previous year(s). An expected number of infections can be calculated based on 
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previous infection rates and compared to the current yearôs number of infections. This allows for the comparison of the current data to 

previous years to ascertain if a facility is doing better, worse or the same.  (See Appendices F and G for more information concerning the 

calculation and interpretation of an SIR.) 

Adult Critical Care Units 
 

This section of the report focuses on central line-associated bloodstream infections (CLABSI) acquired in five adult critical care units (CCU). 

The Department requested facilities report CLABSI by NHSN defined critical care units. The data will cover central lines in the following 

units: 

 

¶ Adult Medical/Surgical Critical Care 

¶ Adult Medical Cardiac Critical Care 

¶ Adult Surgical Cardiothoracic Critical Care 

¶ Adult Medical Critical Care 

¶ Adult Surgical Critical Care 
 

Not every hospital will have all five critical care units. Hospitals decide which type of CCU they have by measuring the type of patients that 

are cared for in that area and applying what is called the 80/20 rule. For instance, the medical CCU serves non-surgical patients, so if a facility 

finds that 80 percent of their critical care patients are non-surgical that facility would have a medical CCU, according to the NHSN 

definitions. Facilities that handle 80 percent or more trauma patients in a particular CCU are not required to report for that CCU. The 

Department is not reporting trauma information as patients in these areas have unique risk factors and complications are often less 

preventable.  

Results 
Tables 12 through 16 below show facility specific data for CLABSIs attributed to the five CCU types discussed above. Results are presented 

separately for each type of CCU. The tables contain data from August 1, 2009 through July 31, 2010.   

 

Each table lists all the hospitals in Colorado with that type of critical care unit, the city where the hospital is located, the number of central 

line days in the unit, the number of infections in the unit, the infection rate for the unit, comparison to the national infection rate, historical 

infection rate, and the comparison to the historical infection rate for that unit. The number of central line days is the total number of days a 
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central line was used in the CCU during the reporting period. The CLABSI rate is the number of infections per 1,000 central line days. The 

three categories summarizing how a Colorado hospital compares to the national infection rate for that CCU are: 

 

1. Hospitals can have a statistically lower (better) infection rate than the national unit rate; 

2. Hospitals can have an infection rate that is statistically the same as the national unit rate; or 

3. Hospitals can have a statistically higher (worse) infection rate than the national unit rate. 

 

Table 12: Adult Medical Cardiac Critical Care Unit CLABSI Rates, 2009-2010 

The adult medical cardiac critical care location is a critical care unit that specializes in care of patients with serious heart problems that do not 

require heart surgery.   
Central Line Associated Bloodstream Infections (CLABSI) in  

Adult Medical Cardiac Critical Care Units 
Reporting Period: August 1, 2009-July 31, 2010. 

Health Facility and Region 
Central 

Line 
Days 

CLABSI 
CLABSI 
Rate 

National Comparison 
(National Rate = 2.0) 

Historical 
Rate 

Historical 
Comparison 

Exempla Lutheran Medical Center Wheat Ridge 2,127 3 1.4 Same 0.5 Same 

Memorial Hospital Central Colorado Springs 1,094 0 0.0 Same 0.6 Same 

North Colorado Medical Center Greeley 1,884 1 0.5 Same 0.2 Same 

University of Colorado Hospital Aurora 1,052 2 1.9 Same 4.1 Same 
Facility CLABSI rates are per 1,000 central line-days. 

      National comparison based on data collected and reported by NHSN-participating hospitals from 2006-2008. 

  See "National Healthcare Safety Network (NHSN) Report, Data Summary for 2006-2008, Issued December 2009" (Am J Infect Control 2009; 37:783-805). 

Historical comparison based on data collected and reported for a given facility from August 1, 2007-July 31, 2009. 

  *** Indicates value not shown due to suppression of infections data, or no National or historical rate, or an expected count of zero, to which to compare facility 
rate.  
Infections data for hospitals with fewer than 50 central line-days in a twelve-month period are suppressed to protect confidential health information. 

These hospitals have met the reporting requirements. 

  Source: National Healthcare Safety Network (NHSN) Database. 

     Prepared By: Colorado Patient Safety Initiatives Program, Colorado Department of Public Health and Environment. 
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Table 13: Adult Surgical Cardiothoracic Critical Care Unit CLABSI Rates, 2009-2010 

The adult medical cardiothoracic critical care location is a critical care unit that specializes in care of patients following cardiac and thoracic 

surgery (i.e., surgeries on the organs within the chest-like the heart or lungs). 
Central Line Associated Bloodstream Infections (CLABSI) in  

Adult Surgical Cardiothoracic Critical Care Units 
Reporting Period: August 1, 2009-July 31, 2010. 

Health Facility and Region 
Central 

Line Days 
CLABSI 

CLABSI 
Rate 

National Comparison 
(National Rate = 1.4) 

Historical 
Rate 

Historical 
Comparison 

Centura St. Anthony Central Hospital Denver 2,434 1 0.4 Same 0.3 Same 

St. MaryΩs Hospital Grand Junction 3,014 1 0.3 Same 0.7 Same 
Facility CLABSI rates are per 1,000 central line-days. 
National comparison based on data collected and reported by NHSN-participating hospitals from 2006-2008. 
See "National Healthcare Safety Network (NHSN) Report, Data Summary for 2006-2008, Issued December 2009" (Am J Infect Control 2009; 37:783-805). 
Historical comparison based on data collected and reported for a given facility from August 1, 2007-July 31, 2009. 
*** Indicates value not shown due to suppression of infections data, or no National or historical rate, or an expected count of zero, to which to compare facility rate.  
Infections data for hospitals with fewer than 50 central line-days in a twelve-month period are suppressed   to protect confidential health information. These hospitals have met the 
reporting requirements. 
Source: National Healthcare Safety Network (NHSN) Database. 
Prepared By: Colorado Patient Safety Initiatives Program, Colorado Department of Public Health and Environment. 

 

Table 14: Adult Medical/Surgical Critical Care Unit CLABSI Rates, 2009-2010 

The adult medical/surgical critical care location is a critical care unit for critically ill patients who are being treated for medical conditions, 

surgical conditions or both.  
Central Line Associated Bloodstream Infections (CLABSI) in  

Adult Medical/Surgical Critical Care Units 
Reporting Period: August 1, 2009-July 31, 2010. 

Health Facility and Region 
Central 

Line Days 
CLABSI 

CLABSI 
Rate 

National Comparison 
(National Rate = 1.5) 

Historical 
Rate 

Historical 
Comparison 

Arkansas Valley Regional Medical Center La Junta 167 0 0.0 Same 0.0 ***  

Aspen Valley Hospital Aspen 55 0 0.0 Same 0.0 ***  

Boulder Community Hospital Boulder 1,711 1 0.6 Same 1.5 Same 

Centura Avista Adventist Hospital Louisville 484 0 0.0 Same 1.6 Same 
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Health Facility and Region 
Central 

Line Days 
CLABSI 

CLABSI 
Rate 

National Comparison 
(National Rate = 1.5) 

Historical 
Rate 

Historical 
Comparison 

Centura Littleton Adventist Hospital Littleton 2,962 3 1.0 Same 0.0 ***  

Centura Penrose St. Francis Health Colorado Springs 3,391 11 3.2 Worse 1.3 Worse 

Centura Porter Adventist Hospital Denver 3,813 4 1.0 Same 1.7 Same 

Centura St. Anthony Central Hospital Denver 339 0 0.0 Same ***  ***  

Centura St. Francis Medical Center Colorado Springs 769 1 1.3 Same 2.9 Same 

Centura St. Mary Corwin Medical Center Pueblo 2,584 0 0.0 Better 1.0 Same 

Centura St. Thomas More Hospital Canon City 15 ***  ***  ***  0.0 ***  

Colorado Plains Medical Center Fort Morgan 55 0 0.0 Same 0.0 ***  

Community Hospital Grand Junction 344 0 0.0 Same 1.1 Same 

Delta County Memorial Hospital Delta 419 0 0.0 Same 0.0 ***  

Exempla Good Samaritan Medical Center Lafayette 2,622 2 0.8 Same 1.1 Same 

Exempla Lutheran Medical Center Wheat Ridge 4,038 2 0.5 Same 0.6 Same 

Exempla St. Joseph Hospital Denver 4,330 1 0.2 Better 0.3 Same 

Heart of the Rockies Regional Medical Center Salida 22 ***  ***  ***  0.0 ***  

Longmont United Hospital Longmont 2,778 0 0.0 Better 0.6 Same 

McKee Medical Center Loveland 782 0 0.0 Same 2.4 Same 

Medical Center of Aurora Aurora 4,850 12 2.5 Same 1.7 Same 

Medical Center of the Rockies-North Wing Loveland 1,752 0 0.0 Same 0.0 ***  

Medical Center of the Rockies-South Wing Loveland 1,903 1 0.5 Same 0.6 Same 

Memorial Hospital Central Colorado Springs 4,237 10 2.4 Same 0.9 Worse 

Memorial Hospital North Colorado Springs 365 0 0.0 Same 3.2 Same 

Mercy Regional Medical Center Durango 1,117 1 0.9 Same 0.5 Same 

Montrose Memorial Hospital Montrose 462 0 0.0 Same 0.0 ***  

North Colorado Medical Center Greeley 2,368 1 0.4 Same 0.9 Same 

North Suburban Medical Center Thornton 1,833 3 1.6 Same 0.6 Same 

Parker Adventist Hospital Parker 1,292 1 0.8 Same 4.2 Same 

Parkview Medical Center Pueblo 1,759 2 1.1 Same 0.6 Same 

Poudre Valley Hospital Fort Collins 1,736 2 1.2 Same 0.9 Same 

Presbyterian St. LukeΩs Medical Center Denver 2,555 2 0.8 Same 1.9 Same 

Rose Medical Center Denver 2,370 8 3.4 Same 1.9 Same 

San Luis Valley Regional Medical Center Alamosa 327 0 0.0 Same 0.0 ***  

Sky Ridge Medical Center Lone Tree 2,377 1 0.4 Same 1.6 Same 
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Health Facility and Region 
Central 

Line Days 
CLABSI 

CLABSI 
Rate 

National Comparison 
(National Rate = 1.5) 

Historical 
Rate 

Historical 
Comparison 

Southwest Memorial Hospital Cortez 160 0 0.0 Same 0.0 ***  

St. Anthony Summit Medical Center Frisco 68 0 0.0 Same 3.8 Same 

St. MaryΩs Hospital Grand Junction 602 0 0.0 Same 1.7 Same 

Sterling Regional Medical Center Sterling 217 0 0.0 Same 0.0 ***  

Swedish Medical Center Englewood 8,261 15 1.8 Same 2.5 Same 

Vail Valley Medical Center Vail 166 0 0.0 Same 0.0 ***  

Valley View Hospital Glenwood Springs 407 0 0.0 Same 0.0 ***  

Yampa Valley Medical Center Steamboat Springs 58 0 0.0 Same 0.0 ***  
Facility CLABSI rates are per 1,000 central line-days. 
National comparison based on data collected and reported by NHSN-participating hospitals from 2006-2008. 
See "National Healthcare Safety Network (NHSN) Report, Data Summary for 2006-2008, Issued December 2009" (Am J Infect Control 2009; 37:783-805). 
Historical comparison based on data collected and reported for a given facility from August 1, 2007-July 31, 2009. 
*** Indicates value not shown due to suppression of infections data, or no National or historical rate, or an expected count of zero, to which to compare facility rate. 
Infections data for hospitals with fewer than 50 central line-days in a twelve-month period are suppressed to protect confidential health information. These hospitals have met the reporting 
requirements. 
Source: National Healthcare Safety Network (NHSN) Database. 
Prepared By: Colorado Patient Safety Initiatives Program, Colorado Department of Public Health and Environment. 

 

Table 15: Adult Medical Critical Care Unit CLABSI Rates, 2009-2010 

The adult medical critical care location is a critical care unit for patients who are being treated for non-surgical conditions. 
  Central Line Associated Bloodstream Infections (CLABSI) in  

Adult Medical Critical Care Units 
Reporting Period: August 1, 2009-July 31, 2010. 

Health Facility and Region 
Central Line 

Days 
CLABSI 

CLABSI 
Rate 

National Comparison 
(National Rate = 2.6) 

Historical 
Rate 

Historical 
Comparison 

Boulder Community Hospital-Foothills Boulder 109 0 0.0 Same 0.0 ***  

Centura St. Anthony Central Hospital Denver 2,916 0 0.0 Better 0.7 Same 

Centura St. Anthony North Hospital Westminster 3,503 5 1.4 Same 1.1 Same 

Denver Health Medical Center Denver 3,324 6 1.8 Same 0.9 Same 

Platte Valley Medical Center Brighton 398 1 2.5 Same 2.7 Same 

University of Colorado Hospital Aurora 3,394 9 2.7 Same 3.3 Same 
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Facility CLABSI rates are per 1,000 central line-days. 
National comparison based on data collected and reported by NHSN-participating hospitals from 2006-2008. 
See "National Healthcare Safety Network (NHSN) Report, Data Summary for 2006-2008, Issued December 2009" (Am J Infect Control 2009; 37:783-805). 
Historical comparison based on data collected and reported for a given facility from August 1, 2007-July 31, 2009. 
*** Indicates value not shown due to suppression of infections data, or no National or historical rate, or an expected count of zero, to which to compare facility rate. 
Infections data for hospitals with fewer than 50 central line-days in a twelve-month period are suppressed to protect confidential health information. These hospitals have met the reporting 
requirements. 
Source: National Healthcare Safety Network (NHSN) Database. 
Prepared By: Colorado Patient Safety Initiatives Program, Colorado Department of Public Health and Environment. 

Table 16: Adult Surgical Critical Care Unit CLABSI Rates, 2009-2010 

The adult surgical critical care location is a critical care unit for the evaluation and management of patients with serious illness before and/or 

after surgery.   
Central Line Associated Bloodstream Infections (CLABSI) in  

Adult Surgical Critical Care Units 
Reporting Period: August 1, 2009-July 31, 2010. 

Health Facility and Region 
Central Line 

Days 
CLABSI 

CLABSI 
Rate 

National Comparison 
(National Rate = 2.3) 

Historical 
Rate 

Historical 
Comparison 

Centura St Anthony Central Hospital Denver 817 3 3.7 Same  ***   ***  

University of Colorado Hospital Aurora 3,701 13 3.5 Same 3.8 Same 
Facility CLABSI rates are per 1,000 central line-days. 
National comparison based on data collected and reported by NHSN-participating hospitals from 2006-2008. 
See "National Healthcare Safety Network (NHSN) Report, Data Summary for 2006-2008, Issued December 2009" (Am J Infect Control 2009; 37:783-805). 
Historical comparison based on data collected and reported for a given facility from August 1, 2007-July 31, 2009. 
*** Indicates value not shown due to suppression of infections data, or no National or historical rate, or an expected count of zero,  
to which to compare facility rate. 
Infections data for hospitals with fewer than 50 central line-days in a twelve-month period are suppressed 
  to protect confidential health information. These hospitals have met the reporting requirements. 
Source: National Healthcare Safety Network (NHSN) Database. 
Prepared By: Colorado Patient Safety Initiatives Program, Colorado Department of Public Health and Environment. 
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Long-Term Acute Care Hospitals 
 

This section of the report focuses on central line-associated bloodstream infections (CLABSI) acquired in long-term acute care hospitals 

(LTACH). An LTACH is a specialty care hospital that cares for patients with complex medical conditions requiring intense, specialized 

treatment for a long period of time (an average length of stay is 25 days). These patients often transfer from critical care units in traditional 

hospitals. Patients in these facilities have a higher severity of illness often with multi-system complications posing a challenge for infection 

control. Long-term acute care hospitals began reporting data in August, 2008. 

Results 
Tables 17 and 18 below show facility specific data for CLABSI in long-term acute care hospitals for both temporary central lines and 

permanent central lines. The tables contain data from August 1, 2009 through July 31, 2010.   

 

Each table lists all the LTACHs in Colorado, the city where the hospital is located, the number of central line days in the unit, the number of 

infections in the unit, the infection rate for the unit, comparison to the national infection rate, historical infection rate, and the comparison to 

the historical infection rate for that unit. The number of central line days is the total number of days a central line was used in the LTACH 

during the reporting period. The central line-associated bloodstream infection rate is the number of infections per 1,000 central line days. The 

three categories summarizing how a Colorado hospital compares to the national infection rate for that CCU are: 

 

1. Hospitals can have a statistically lower (better) infection rate than the national unit rate; 

2. Hospitals can have an infection rate that is statistically the same as the national unit rate; or 

3. Hospitals can have a statistically higher (worse) infection rate than the national unit rate. 
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Table 17: Long-Term Acute Care Hospital CLABSI Rates for Permanent Lines, 2009-2010 

Central Line Associated Bloodstream Infections (CLABSI) in  

Long-Term Acute Care Hospitals (LTACH), Permanent (Tunneled) Lines  
Reporting Period: August 1, 2009-July 31, 2010. 

Health Facility and Region 
 Permanent 

Central Line Days 
CLABSI 

CLABSI 
Rate 

National 
Comparison 

(National Rate = 1.6) 

Historical 
Rate 

Historical 
Comparison 

Colorado Acute Long Term Hospital Denver 430 0 0.0 Same 0.0 ***  

Craig Hospital Englewood 231 0 0.0 Same 0.0 ***  

Kindred Hospital Denver 991 2 2.0 Same 1.0 Same 

Northern Colorado Long Term Acute Hospital Johnstown 127 0 0.0 Same ***  ***  

Select Long Term Care Hospital Colorado Springs 3,748 3 0.8 Same 1.0 Same 

Select Specialty Hospital South Campus Denver 105 0 0.0 Same ***  ***  

Select Specialty Hospital Denver 70 0 0.0 Same ***  ***  

Triumph Acute Long Term Care Hospital of Aurora Aurora 708 0 0.0 Same ***  ***  

Vibra Long Term Acute Care Hospital Thornton 777 0 0.0 Better 0.0 ***  
Facility permanent (tunneled) central line infection rates are per 1,000 permanent central line-days. 
National comparison based on data collected and reported by NHSN-participating hospitals from 2006-2008. 
See "National Healthcare Safety Network (NHSN) Report, Data Summary for 2006-2008, Issued December 2009" (Am J Infect Control 2009; 37:783-805). 
Historical comparison based on data collected and reported for a given facility from August 1, 2008-July 31, 2009. 
*** Indicates value not shown due to suppression of infections data, or no National or historical rate, or an expected count of zero, to which to compare facility rate. 
Infections data for hospitals with fewer than 50 central line-days in a twelve-month period are suppressed 
  to protect confidential health information. These hospitals have met the reporting requirements. 
Source: National Healthcare Safety Network (NHSN) Database. 
Prepared By: Colorado Patient Safety Initiatives Program, Colorado Department of Public Health and Environment. 
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Table 18:  Long-Term Acute Care Hospital CLABSI Rates for Temporary Lines, 2009-2010 

Central Line Associated Bloodstream Infections (CLABSI) in  

Long-Term Acute Care Hospital (LTACH), Temporary (Non-Tunneled) Lines  
Reporting Period: August 1, 2009-July 31, 2010. 

Health Facility and Region 
 Temporary 
Central Line 

Days 
CLABSI 

CLABSI 
Rate 

National Comparison 
(National Rate = 1.7) 

Historical 
Rate 

Historical 
Comparison 

Colorado Acute Long Term Hospital Denver 5,545 7 1.3 Same 3.0 Better 

Craig Hospital Englewood 5,442 1 0.2 Better 0.0 ***  

Kindred Hospital Denver 5,122 12 2.3 Same 2.8 Same 

Northern Colorado Long Term Acute Hospital Johnstown 4,559 12 2.6 Same 2.3 Same 

Select Long Term Care Hospital Colorado Springs 139 0 0.0 Same 4.1 Same 

Select Specialty Hospital South Campus Denver 3,991 4 1.0 Same 1.6 Same 

Select Specialty Hospital Denver 4,370 3 0.7 Same 1.0 Same 

Triumph Acute Long Term Care Hospital of Aurora Aurora 3,733 8 2.1 Same 1.7 Same 

Vibra Long Term Acute Care Hospital Thornton 4,649 1 0.2 Better 1.0 Same 
Facility temporary (non-tunneled) central line infection rates are per 1,000 temporary central line-days. 
National comparison based on data collected and reported by NHSN-participating hospitals from 2006-2008. 
See "National Healthcare Safety Network (NHSN) Report, Data Summary for 2006-2008, Issued December 2009" (Am J Infect Control 2009; 37:783-805). 
Historical comparison based on data collected and reported for a given facility from August 1, 2008-July 31, 2009. 
*** Indicates value not shown due to suppression of infections data, or no National or historical rate, or an expected count of zero, to which to compare facility rate. 
Infections data for hospitals with fewer than 50 central line-days in a twelve-month period are suppressed to protect confidential health information. These hospitals have met the reporting requirements. 
Source: National Healthcare Safety Network (NHSN) Database. 
Prepared By: Colorado Patient Safety Initiatives Program, Colorado Department of Public Health and Environment. 
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Neonatal Critical Care Units 
 

This section of the report focuses on central line-associated bloodstream infections (CLABSI) and umbilical catheter-associated bloodstream 

infections (UCABI) for Neonatal Level II/III Combined Critical Care Units and for Neonatal Level III Critical Care Units.  

 

Level III NCCUs provide care to the sickest newborn infants while level I units would care for healthy newborn infants. Level III NCCUs are 

organized with personnel and equipment to provide continuous life support and comprehensive care for extremely high-risk newborn infants 

and those with complex critical illness. Level III NCCUs have a neonatologist on duty at all times. Neonatologists are pediatricians who have 

special training to deal with diseases and care of newborn infants. The designation between level III and level II/III is defined by the NHSN 

reporting guidelines. If a hospital is not able to separate infants in the unit that are receiving level II care and those receiving level III care, 

that hospital is required to report data as a level II/III combined NCCU. 

Results 
Tables 19 through 22 show the results of data collected in each NCCU level. The reporting period is from August 1, 2009 through July 31, 

2010. The first and second tables show information on CLABSI in level II/III  and level III, respectively. The third and fourth tables show data 

on umbilical catheter-associated bloodstream infections (UCABI) in level II/III  and level III, respectively. The comparison data to the 

national rates is risk stratified by the following birth weight categories:  
 

1. Less than or equal to 1.65 pounds  (Ò750 grams) 

2. 1.66 to 2.2 pounds      (751-1,000 grams) 

3. 2.3 to 3.3 pounds    (1,001-1,500 grams) 

4. 3.4 to 5.5 pounds    (1,501-2,500 grams) 

5. Greater than 5.5 pounds    (>2,500 grams) 
 

The weight is that of the infant at the time of birth and does not reflect changes during the hospital stay. For example, if a newborn infant 

weighs 1.66 pounds at birth but remains in the NCCU for two months and has a body weight of 3.3 pounds when it develops an infection, the 

recorded birth weight would still be 1.66 pounds. See Appendix G for the calculation description for the NCCU infection data.  

 

Each table lists the hospital name, the city where the hospital is located, the number of central line catheter days in the unit, the number of 

infections in the unit, the infection rate for the unit, the national infection rate, comparison to the national infection rate, historical infection 

rate, and the comparison to the historical infection rate for that unit. The number of catheter days is the total number of days a catheter was 
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used in the NCCU during the reporting period. The infection rate is the number of infections per 1,000 catheter days. The three categories 

summarizing how a Colorado hospital compares to the national infection rate for that NCCU are: 

 

1. Hospitals can have a statistically lower (better) infection rate than the national unit rate; 

2. Hospitals can have an infection rate that is statistically the same as the national unit rate; or 

3. Hospitals can have a statistically higher (worse) infection rate than the national unit rate. 

 

A new analysis in this yearôs report is the comparison to the ñhistorical dataò. For most of the data collected, there are three years of data. The 

historical comparison calculates a Standardized Infection Ratio (or SIR) based on a facility specific infection rate from the previous year(s).  

An expected number of infections can be calculated based on previous infection rates and compared to the current yearôs number of 

infections. This allows for the comparison of the current data to previous yearsô to ascertain if a facility is doing better, worse or the same as 

previous years. (See Appendices F and G for more information concerning the calculation and interpretation of an SIR.) 

Cautions 
There are some cautions consumers should be aware of when interpreting the data in this report. Some medical conditions in newborn infants 

predispose them to bloodstream infections whether they have a catheter in place or not. This means that the catheter may not be the reason the 

blood became infected. For example, bloodstream infections in infants with major intestinal problems are common because bacteria in the 

intestine can access the bloodstream very easily. The clinical picture must be looked at in its entirety to determine whether the bloodstream 

infection was primary or secondary to another source site.   

 

Another limitation of the definition used to report bloodstream infections in newborn infants is that it includes a category called clinical 

sepsis. This requires that a patientôs medical chart be checked each day for key signs and symptoms of infection. Hospitals with electronic 

record systems can scan their records by generating automated reports, but some facilities must complete the process manually. The results 

could provide more accurate data collection and higher reported infection rates.  

 

However, as of January 1, 2010, the NHSN deleted clinical sepsis as a reporting category. There were multiple challenges identified through 

feedback by clinical professionals with this event type, including the arguments that the definition was too subjective and non-specific and 

data collection was too labor-intensive. Therefore, only five months of the data includes the clinical sepsis cases (August 2009 ï December 

2009).  
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Table 19:  Neonatal Critical Care Unit Level II/III CLABSI Rates, 2009-2010 

Central Line Associated Bloodstream Infections (CLABSI) in  

Neonatal Critical Care Level II/III Combined Units  
Reporting Period: August 1, 2009-July 31, 2010. 

Health Facility and Region 
Central 

Line Days 
CLABSI 

CLABSI 
Rate 

National 
Comparison  

Historical 
Rate 

Historical 
Comparison 

Centura Avista Adventist Hospital Louisville 9 ***  ***  ***  0.0 ***  

Centura St. Francis Medical Center Colorado Springs 347 0 0.0 Same 0.0 ***  

Denver Health Medical Center Denver 631 0 0.0 Same 1.7 Same 

Exempla Lutheran Medical Center Wheat Ridge 54 2 37.0 Worse 5.2 Same 

Exempla St. Joseph Hospital Denver 860 0 0.0 Same 2.7 Same 

Medical Center of Aurora Aurora 4 ***  ***  ***  0.0 ***  

Parker Adventist Hospital Parker 87 0 0.0 Same 0.0 ***  

Poudre Valley Hospital Fort Collins 359 1 2.8 Same 0.0 ***  

Rose Medical Center Denver 172 0 0.0 Same 0.0 ***  

Sky Ridge Medical Center Lone Tree 75 1 13.3 Same 0.0 ***  

Swedish Medical Center Englewood 215 0 0.0 Same 0.0 ***  

University of Colorado Hospital Aurora 2,016 2 1.0 Same 2.6 Same 
Facility CLABSI rates are per 1,000 central line-days. 
National comparison based on birth weight-adjusted data collected and reported by NHSN-participating hospitals from 2006-2008. 
See "National Healthcare Safety Network (NHSN) Report, Data Summary for 2006-2008, Issued December 2009" (Am J Infect Control 2009; 37:783-805). 
Historical comparison based on birth weight-adjusted data collected and reported for a given facility from August 1, 2008-July 31, 2009. 
*** Indicates value not shown due to suppression of infections data, or no National or historical rate, or an expected count of zero, to which to compare facility rate. 
Infections data for hospitals with fewer than 50 central line-days in a twelve-month period are suppressed 
  to protect confidential health information. These hospitals have met the reporting requirements. 
Source: National Healthcare Safety Network (NHSN) Database. 
Prepared By: Colorado Patient Safety Initiatives Program, Colorado Department of Public Health and Environment. 
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Table 20:  Neonatal Critical Care Unit Level III CLABSI Rates, 2009-2010 

Central Line Associated Bloodstream Infections (CLABSI) in  

Neonatal Critical Care Level III Units  
Reporting Period: August 1, 2009-July 31, 2010. 

Health Facility and Region 
Central 

Line Days 
CLABSI 

CLABSI 
Rate 

National 
Comparison  

Historical 
Rate 

Historical 
Comparison 

Centura Littleton Adventist Hospital Littleton 213 0 0.0 Same 0.0 ***  

Memorial Hospital Central Colorado Springs 1,777 5 2.8 Same 4.5 Same 

Presbyterian St LukeΩs Medical Center Denver 2,726 2 0.7 Better 2.7 Better 

St. MaryΩs Hospital Grand Junction 516 0 0.0 Same 0.0 ***  

The ChildrenΩs Hospital Aurora 3,976 17 4.3 Same 5.0 Same 
Facility CLABSI rates are per 1,000 central line-days. 
National comparison based on birth weight-adjusted data collected and reported by NHSN-participating hospitals from 2006-2008. 
See "National Healthcare Safety Network (NHSN) Report, Data Summary for 2006-2008, Issued December 2009" (Am J Infect Control 2009; 37:783-805). 
Historical comparison based on birth weight-adjusted data collected and reported for a given facility from August 1, 2008-July 31, 2009. 
*** Indicates value not shown due to suppression of infections data, or no National or historical rate, or an expected count of zero, to which to compare facility rate. 
Infections data for hospitals with fewer than 50 central line-days in a twelve-month period are suppressed to protect confidential health information. These hospitals have met the 
reporting requirements. 
Source: National Healthcare Safety Network (NHSN) Database. 
Prepared By: Colorado Patient Safety Initiatives Program, Colorado Department of Public Health and Environment. 

 

  

Table 21:  Neonatal Critical Care Unit Level II/III UCABI Rates , 2009-2010 

Umbilical Catheter-Associated Bloodstream Infections (UCABI) in  

Neonatal Critical Care Level II/III Combined Units 
Reporting Period: August 1, 2009-July 31, 2010. 

Health Facility and Region 
Umbilical 
Line Days 

UCABI 
UCABI 
Rate 

National 
Comparison  

Historical 
Rate 

Historical 
Comparison 

Centura Avista Adventist Hospital Louisville 81 0 0.0 Same 6.9 Same 

Centura St Francis Medical Center Colorado Springs 421 0 0.0 Same 0.0 ***  

Denver Health Medical Center Denver 348 0 0.0 Same 1.8 Same 

Exempla Lutheran Medical Center Wheat Ridge 364 0 0.0 Same 1.7 Same 

Exempla St Joseph Hospital Denver 478 2 4.2 Same 2.5 Same 






































































































































