VI. Considerations s for Small Hospitals
when the SIR is not calculated 

In some instances, the SIR may not be calculated. Typically, this results when the number of predicted infections is less than one (nota bene, N.B.). Common situations when the number of predicted calculations are less than one may occur in small hospitals or when a short duration of time is used data used generate the SIR. Therefore, the section of this toolkit provides suggestions about how to interpret the data in these unique situations.	Comment by Robert Orellana: Update wording, I don’t like it.

The suggestions below assume that data are presented as a single SIR per HAI and hospital location-type. If your state reports individual unit-specific data, the guidance below may not apply. The workgroup recommends considering alternative analysis/display techniques only when the SIR cannot be calculated for a facility at all levels of stratification included in the data table (i.e., for all location types shown in the CLABSI and CAUTI table).

When hospitals do not have a large enough denominator to have even one predicted infection, the workgroup recommendsNHSN/CDC will not calculating thecalculate a SIR for that facility to ensure precision and interpretability of the metric. However, hospitals in this situation are left without a performance metric for that infection type. As a result, hospitals with no infections may not get credit for that accomplishment and hospitals that are doing worse than predicted may not be identified. Small units within hospitals can also fall into this category. Hospitals may view not having a performance metric as unfair since data are reported and having a “no conclusion” performance does not explain the context clearly. The following suggestions have been made on how to handle these situations:	Comment by Robert Orellana: Although we can calculate the number of expected infections based on the published model(s), and therefore, we can calculate a SIR, how often is this done? Is this expected by state level epidemiologists?

Highlight Hospitals with Zero Infections:
· Provide number of months since last infection for those hospitals with zero infections. Points to be considered if using this metric:
· How often would this metric be updated?
· How could the state track this metric to ensure it is accurate?
· This measure shows only a point in time and is not updated in real time. Conveying that message to the public may be difficult. For example, a hospital could be showing 6 months since the last infection (at the time of report publication) when in reality they have had an infection in the past month.
· Provide an additional symbol for hospitals with zero infections, regardless of SIR calculation, to highlight this achievement. Some states have done this and received positive feedback from facilities. A point to consider is that this may favor smaller hospitals as well as hospitals with lower risk patients, as it may be increasingly difficult for larger hospitals that perform more procedures or have patients with more invasive devices to have zero infections.

Provide a Different Metric for Small Hospitals:
· Aggregate data over a longer period of time to calculate a SIR. Points to consider if using this metric would be: 
· The data will notmay not be comparable to other hospitals since unless the same time period is not the sameused. 
· Can a longer period of time be collected for this unit/facility/measure? Can a longer period of time be collected for unit/facility/measure of comparisons?
· 
· Would the data be meaningful since it covers a longer period of time? 
· [bookmark: _GoBack]The lowest common SIR value (LCSV) can be as short as one month for CLABSI, CAUTI, and SSI; however, the LCSV for CDI and MRSA bacteremia is one quarter. SIR values can be calculated over longer periods of time depending on the LCSV (i.e. CAUTI can be 2 months, 1 quarter, half a year, a year or longer; CDI can only be in increments of quarters: half a year, a year, a year and a quarter, etc.)
· How should a consumer interpret the data?
· Use an extended explanation for the SIR interpretation when an SIR is not calculated. For example, Hawaii’s HAI Program uses the following explanation: “ICU patients had too few central line days (procedures, etc.) to calculate a reliable SIR. When an SIR cannot be calculated, a comparison to national data is not possible”.
· On the consumer report, show an infection rate instead of the SIR. Of note, rates do not offer the same level of risk adjustment as the SIR. If used, rates should be stratified. Further details and recommendations concerning the use of rates are outlined in earlier parts of this document. 

At this time, the workgroup does not recommend one approach over another to address the issue of small hospitals reporting a low volume of data. The workgroup recognizes the need to continue to learn from states as different methods are implemented or changed over time. The toolkit is anticipated to evolve with future iterations.	Comment by Robert Orellana: We could likely reword this. Could we recommend when one situation is useful/not useful (see algorithm Power Point) 



VII. Next Steps: Using these Recommendations

The “Consumer Report Template” and “Technical Report Template” sections of the toolkit that follow provide examples of how these best practices can be used to display facility-level HAI data. These templates also include information on how to describe data limitations and intended uses, as well as the SIR’s interpretation, to the report’s intended audience. Sample data tables for HAIs and influenza vaccination are provided in the “Data Tables” section of the toolkit. 

In addition to a methods section, public reports of HAI data should also include a description of any limitations of the data or data analysis. An example of how a limitations section might be formatted is included in the Consumer Report and Technical Report Templates.

