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Preface 
The Healthcare Infection Control Practices Advisory Committee (HICPAC) is a federal advisory committee 
chartered to provide advice and guidance to the Centers for Disease Control and Prevention (CDC) and the 
Secretary of the Department of Health and Human Services (HHS) regarding the practice of infection control and 
strategies for surveillance, prevention, and control of healthcare-associated infections, antimicrobial resistance 
and related events in United States healthcare settings. At the July 2017 HICPAC meeting, CDC asked HICPAC for 
input on topics related to the National Healthcare Safety Network (NHSN), including, but not limited to: 

• Data access policies and practices
• Data validation
• Quality measurement priorities and methods
• Data use for hospital-acquired infection (HAI) prevention at the facility, local, state, and national

levels
• Informatics/information technology (IT) advances and surveillance improvements, including data

security and IT platforms

HICPAC formed a workgroup to develop this input. The NHSN Workgroup provided updates and obtained 
HICPAC feedback at the May 2018 and November 2018 HICPAC Meetings. At the November 2018 meeting, 
HICPAC voted to finalize the recommendations on the NHSN Clostridioides difficile Outcome.1  

Background 
NHSN is the most widely used secure, internet-based HAI surveillance system in the United States. NHSN 
provides facilities, states, regions, and the nation with data needed to identify problem areas, measure progress 
of prevention efforts, and ultimately eliminate healthcare-associated infections. Additionally, facilities that 
participate in reporting programs operated by the Centers for Medicare and Medicaid (CMS) are required to 
submit HAI outcome measures into NHSN, and CMS utilizes Clostridioides difficile infection (CDI) outcomes along 
with other HAI and quality metrics to determine hospital reimbursement levels as part of both the Value-Based 
Purchasing and Hospital-Acquired Conditions programs based on hospitals’ relative rankings. CMS penalties for 
hospitals that fall into the lowest quartile of performance can translate into losses of millions of dollars for many 
healthcare facilities. CDI is a major cause of antibiotic-associated diarrhea and colitis. It contributes significantly 
to patient morbidity and mortality. CDI is a common cause of healthcare-associated infection. CDI rates have not 
been decreasing in contrast to other healthcare-associated infections. 2 

Optimal risk adjustment should yield very similar CDI rates for a given hospital independent of C. difficile testing 
method; i.e. very similar standardized Infection ratios (SIRs) should be obtained independent of which C. difficile 
testing method is used by hospitals.  Recent peer-review publications have demonstrated that despite recent 
modifications in the NHSN CDI risk adjustment model to account for the impact of different CDI testing methods, 
C. difficile LabID event SIRs for many hospitals continue to be substantially impacted by the choice of laboratory
testing methods. 3,4 Although the studies demonstrating this problem had some small methodological
limitations, they demonstrated that hospitals using nucleic acid amplification tests (NAAT) would have higher
SIRs than if they performed enzyme immunoassay testing (EIA). Because of the potential financial impact tied to
relative CDI outcome performance across healthcare facilities, a number of hospitals have altered their C.
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difficile testing strategies with the main intent of lowering their CDI SIRs. The workgroup identified this as a 
major problem that can result in increased laboratory testing costs and can potentially impact hospital-specific 
CMS reimbursement.    

Recommendations 
1. Because there is evidence that even with recent modifications, the current CDI risk adjustment model does

not optimally account for the impact of specific CDI testing methods used by individual hospitals on
hospitals’ CDI SIRs, we strongly recommend that NHSN evaluate options for revising the C. difficile LabID
event reporting and/or risk adjustment parameters. Options to consider include, but are not limited to:
• Requesting that hospitals report the specific type of positive test result (i.e., positive toxin EIA, positive

NAAT) for each LabID case to improve risk adjustment
• Generating SIRs that compare only hospitals using the same testing strategies, similar to how NICU BSI

SIRs are stratified by birthweight, such that NAAT only hospitals are compared only to NAAT only
hospitals and so on

• Allowing hospitals that perform multi-step testing that includes both toxin EIA and NAAT to limit LabID
reporting to just toxin-positive cases to minimize the impact of testing order

• Recruiting a network of representative hospitals across the U.S. to split stool samples and perform EIA
testing on half and NAAT testing on the other half of the stool specimen to allow the calculation of
parameter estimates that would yield the closest SIRs independent of testing method. The results from
these hospitals would help guide better parameter estimates for the whole NSHN network
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