
Location: Town

Ownership: Not for Profit

Medical School Affiliation:  None

ICU Beds: 40

Specialty Care Beds: 10

Total Staffed Beds: 125

Infection Control Professional FTE: 2

Follow this link to view hospital comments.
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Health Care Acquired Infections Advisory Committee 

November 13, 2007 

 
The vision to publicly report quality data 

Local media relentless 

Reporting 2 year old data 

Lack of educational component 

 

Discussions started about one year ago 

o Pam Steinke, VP Quality of CHC 

o Jim Diegel, CEO of CHC 

o Board of Directors 

Transparency, openness, honesty, integrity – CHC goals 

Approach is to over-report, rather than under-report 

 

Decision to collaborate with local media 

Started meeting with local media in March and April 2007 

Commitment made to local media 

Meet quarterly  

Provide current information and statistics 

 

Choosing processes and outcomes to report: 

Potentially publicly reported 

Evidence based 

Data currently being tracked 

 

Published first quality reports on external website in June 2007  --  www.scmc.org 

 



A Message About Quality from James A. Diegel, FACHE, 

President/CEO Cascade Healthcare Community 
“To improve the health of those we serve in a spirit of love and compassion” is the mission of 

Cascade Healthcare Community. We accomplish this through the dedication of our physicians and 

caregivers and their commitment to compassion, excellence, relationships, customer service, 

sanctuary, and stewardship. CHC is an excellent, award-winning healthcare system that leads the 

nation in a number of areas of quality. Yet, like any complex organization, we can be even better.  

This Web site is one avenue for CHC’s “transparency commitment” to keep the 

public informed about what we do well and also where we need to improve. We will use the best 

data we have available and focus whenever possible on standard national metrics that provide 

regional and national comparisons. This website will be under constant construction as we add more 

and more information, update data periodically, and refine our reports to best meet your needs. 

What does “transparency” mean?
It means having the courage to be open and honest about what we do and how we do it. It means 
celebrating publicly both our large and smaller successes, even if we might sometimes appear 
boastful. It means acknowledging where we need to improve and having clear action plans to do it. 
It means letting our community inside our quality improvement efforts and seeking their input on 

solutions. It means fostering an internal culture that strikes a balance between rewarding courage 
and demanding accountability. 

Why is transparency important?
Consumers deserve to know if they are receiving a high-quality product or service. In addition to 
the ethical imperative of providing quality information, it can help consumers decide where to spend 
their money. CHC believes healthcare consumers should not be an exception, although historically 
they have been considered so. Undoubtedly, measuring key aspects of quality such as safety, 

effectiveness, reliability, and efficiency is more difficult in healthcare than other industries. There 
are many uncontrollable factors that make it difficult to compare hospitals apples-to-apples, such as 
patient differences and vast disparities in federal funding across the United States. Nevertheless, 
transparency is a journey that is in everyone’s best interest and we must use the best metrics 
available currently, with the trust that accuracy will improve with practice.

Hospitals are interested in transparency for another important reason: it helps us know which 

hospitals are the best, and, more importantly, what we can learn from them. A culture of courage 

includes always trying to be better by seeking out the best and replicating their successes. At CHC, 

we coined the phrase “Be the Benchmark” to reflect this constant striving for top-tier performance. 

What will our transparency look like to you?
You will see more data on a regular basis about CHC’s quality, customer service, and charges as 
compared to other hospitals in Oregon and nationally. Will we be opening up our internal records 
completely? Of course not. Patient privacy will be our first priority, so we will release aggregate 
statistics only, making it impossible to identify an individual patient. Also, even though CHC is not-

for-profit, healthcare can be a ferociously competitive industry. In such an environment, we must 
maintain responsible business acumen. 

What do we need from you, our community?
First, we need your trust. CHC has always been a not-for-profit organization and healthcare above 
all is a “caring” profession, so you can assume good intentions on our part. Second, we need your 



understanding that healthcare will never be perfect. However, this will not deter us from pursuing 
perfection and that is what you should expect from us. Third, we need you to be an advocate for 
quality healthcare. Educate yourself about standards of good care by visiting websites of major 

quality organizations such as the Institute for Healthcare Improvement, National Quality Forum, 
Agency for Healthcare Research and Quality, Department of Health and Human Services, and the 
Joint Commission.

When you visit a doctor or come to our hospitals, don’t be embarrassed to ask about quality and 

safety practices. This can be as simple as “I’ve read that there are some basic things that nurses 

and doctors can do to keep patients from getting an infection during their visit. What do you do 

here?” We will be able to tell you. Fourth, we need you to take good care of yourself. Exercise 

regularly, eat well-balanced meals, and don’t smoke. Get regular check-ups with your doctor and 

follow their advice for keeping healthy. Responsible self-care is the first and most important step in 

preventing overuse of the American healthcare system. 

Cascade Healthcare Community’s commitment to you—our patients, our customers, our 

community—is simply this: In a spirit of love and compassion, we will do our best to improve your 

health. 

*********************************************************************************

********************************************************************************* 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Quarterly Community Update 
September 15th, 2007

At Cascade Healthcare Community (CHC) we have a “transparency 

commitment” to keep the public informed about what we do well and also where we need to 

improve. This Web site is one avenue we use to keep that commitment to our patients and their 

families. We will use the best data we have available and focus whenever possible on standard 

national metrics that provide regional and national comparisons. This Web site will be under 

constant construction as we add more and more information, update data periodically and refine our 

reports to best meet your needs. 

So, we encourage you to check back often for the latest in quality information from CHC. 

What’s new this quarter?

The summary scorecard (below) provides a quick gauge of how CHC compares nationally, if 

we are improving and if we have met our lofty “stretch targets”—since we do not aim for 

average quality.  

A quality report for the St. Charles Regional Cancer Treatment Center shows our 

performance on the four national cancer quality measures endorsed recently by the 

National Quality Forum.  

Patient satisfaction data from our outpatient surgery centers and our emergency room.  

Updated quality data for heart attack, heart failure, pneumonia and surgical care sites. We 

also changed the format of these reports so we now report the same time period for both 

hospitals and show the overall average across all measures.

Summary Performance Scorecard 

(updated September 2007):

Exceeding national 

average?

Improving (or at 

top)?

Meeting our STRETCH

target?

Area

(click area to view report)

Bend Redmond Bend Redmond Bend Redmond

QUALITY AND PATIENT SAFETY

HEART ATTACK CARE 

HEART FAILURE CARE 

PNEUMONIA CARE 



SURGICAL CARE 

CANCER CARE 

INFECTION PREVENTION 

CUSTOMER SERVICE

INPATIENT SATISFACTION 

OUTPATIENT SURGERY 

SATISFACTION 

ER PATIENT 

SATISFACTION 

* Regional treatment program based in Bend.  

“Stretch” target defined as being in top 10th percentile

*********************************************************************************

********************************************************************************* 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Infection Control Department Quality Overview 

Process measures – 

Outcomes measures –  

Decision made early on to only provide annual report…  

o doesn’t match up well with other data being reported in Surgical Care report 

 

Data originates from Infection Control Department’s data base 

CDC definitions used to determine hospital acquired infections (with additional input 

by epidemiologist 

No risk stratification performed 

Organism stratification done, but not reported publicly 

 

St. Charles Medical Center – Bend 

o Targeted surveillance 

o Ventilator Associated Pneumonias 

o C. difficile infections 

o Non-peripheral IV infections – including PICC line infections, over the wire 

infections, MD inserted catheters, CVC combined, NICU line infections 

o Surgical Site Infections 

Look at all SSI’s by service (only publicly report SCIP measure 

procedures) 

Rely on culture results and/or readmissions to identify SSI’s after 

discharge 

Cultures processed for 3 county region 

# of SSI’s may be higher than reported 

Considering F/U phone calls with CABG patients 

 

St. Charles Medical Center – Redmond 

o Total house surveillance 

o Ventilator and non-ventilator associated pneumonias 

o All IV infections 

o Surgical site 

Look at all by service (only publicly report SCIP measure procedures) 

Rely on culture results and/or readmissions to identify SSI’s after 

discharge 

Cultures processed for 3 county region 

# of SSI’s may be higher than reported 

o C.difficile 

o UTI 

Difficult to get accurate # catheter days 

 

 

 



CHC Quality Reporting
Information about Infection Control

The risk of wound infection after surgery can significantly be reduced by 

making sure patients get the right medications at the right time on the day of their surgery.  

Quality and Safety

Cascade Community Healthcare is committed to providing safe, high quality care. Measuring how we 

provide patient care allows us to evaluate and improve care. We measure care that experts agree is the 

best treatment for each condition.

CHC Quality Reporting
Infection Control Quality Report

The risk of wound infection after surgery can significantly be reduced by making sure patients get 
the right medications at the right time on the day of their surgery. 

HOSPITAL ACQUIRED INFECTIONS 

St. Charles-BEND St. Charles-REDMOND COMPARISON 

GROUPS 
Procedure Procedures 

(2006)

Infections 

(2006)

Rate 

per

1000

Change 

from

2005

Procedures 

(2006)

Infections 

(2006)

Rate 

per

1000

Change 

from

2005

Oregon U.S. Top

10%

Coron. Artery 

Bypass Graft 

(CABG)

198 1 5.05 -9.51 0 n/a n/a n/a n/a n/a n/a

Total Hip 

Replacement 

306 3 9.80 2.79 46 0 0.00 0.00 n/a n/a n/a

Total Knee 

Replacement 

529 3 5.67 -0.97 57 0 0.00 0.00 n/a n/a n/a

Hysterectomy 365 5 13.70 7.34 60 0 0.00 0.00 n/a n/a n/a

Central Lines  

(Central Venous 

Catheters) 

11,534 

(lines days) 

19 1.65 -0.17 n/a 1 n/a n/a n/a n/a n/a

AVERAGE ACROSS ALL MEASURES  

7.17 -0.10 0.00 0.00 

*******************************************************************************

*******************************************************************************  



CHC Quality Reporting
Information about 

Surgical Care Improvements

Hospitals can improve surgical care and reduce the risk of wound infection 

after surgery by providing the right medicines at the right time on the day of surgery.  

There are also steps that you, as a patient, can take to make sure the surgery is as safe as possible. 

For example, your doctor or nurse can tell you how to wash with an antibiotic soap the day before 

surgery. You can also give your doctor or nurse a list of all your medications, including vitamins, 

herbal medicines, and over-the-counter medications. You should also tell your doctor or nurse about 

any allergies and bad reactions to anesthesia. 

Sometimes patients get an infection after surgery, even if the hospital took steps to prevent it. Here 

are signs to look out for:  

The surgical wound is red, hot, and swollen.  

You have a fever of over 100 degrees after you go home.  

A smelly or yellow/green fluid is coming out of the wound.  

Your pain is increasing even though you are taking pain medication.  

Call your doctor or local hospital immediately if you have any of these signs.  

More information about surgery  

“THINKING ABOUT SURGERY?”

ST. CHARLES SURGERY INFO CENTER

AMERICAN LUNG ASSOCIATION

THE NATIONAL LIBRARY OF MEDICINE AND THE NATIONAL INSTITUTES OF 

HEALTH

Information from WWW.HOSPITALCOMPARE.GOV.

*******************************************************************************

******************************************************************************* 



Surgical Care and Surgical Infection Prevention Quality Report 

Getting an antibiotic within one hour before surgery reduces the risk of wound infections. Hospitals 

should check to make sure surgery patients get antibiotics at the right time. 

It is important for hospitals to stop giving preventative antibiotics within 24 hours after surgery to 

avoid side effects and other problems associated with antibiotic use. For certain surgeries, however, 

antibiotics may be needed for a longer time. 

# = too few patients to report a rate. 

SURGICAL CARE 

St. Charles-BEND St. Charles-REDMOND COMPARISONS 

(Oct 2005-Sept 2006) 
Measure 

4Q

2006

1Q 2007

(N/D)
Change

4Q

2006

1Q 2007

(N/D)
Change Oregon U.S. Top 10%

Percent 

of Surgery 

Patients Who 

Received 

Preventative 

Antibiotic(s) One 

Hour Before 

Incision 

83% 87% (183/211) 3.7% 91% 94% (46/49) 2.9% 71% 77% 95%

Percent 

of Surgery 

Patients who 

Received the 

Appropriate 

Preventative 

Antibiotic(s) for 

Their Surgery 

97% 97% (205/212) -0.3% 91% 94% (46/49) 2.9% 89% 90% 100%

Percent 

of Surgery 

Patients Whose 

Preventative 

Antibiotic(s) are 

Stopped Within 24

hours After 

Surgery 

83% 84% (136/162) 1.0% 75% 76% (31/41) 0.6% 65% 72% 95%

Surgery Patients 

with 

Recommended 

Venous 

Thromboembolism

Prophylaxis 

Ordered 

90% 85% (147/173) -5.0% 94% 80% (37/46) -13.6% n/a n/a n/a

Surgery Patients 

Who Received 

Appropriate 

Venous 

Thromboembolism

Prophylaxis Within

24 Hours Prior to 

90% 80% (139/173) -9.7% 94% 70% (32/46) -24.4% n/a n/a n/a



Surgery to 24 

Hours After 

Surgery 

AVERAGE 

ACROSS ALL 

MEASURES 

89% 87% -2% 89% 83% -6% 75% 80% 97%

Data from IHI SCIP procedures. 

*******************************************************************************

******************************************************************************* 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Barriers / Challenges 

 

Resources to get data 

o 2.5 FTE’s to gather CMS data (abstraction, collection of core measures) 

o inpatient only 

o unknown when we will gather outpatient data 

o How to educate public in a way that’s understandable to broad audience 

one size doesn’t fit all 

 

Infection Control department 

o 1.5 FTE’s  

o 80% of time spent gathering data 

o No automated system – everything is manual 

o Lag time from submission of data to CMS reports  

o Lack of epidemiology software program with our current EMR system 

 

CHC hospitals serve unique populations and treat varied conditions and illnesses 

CHC hospitals offer different services, specialties and expertise 

 

Government data may be two or three years old… doesn’t mean it’s wrong, but much 

may be changed since it was reported 

o Public can’t really compare apples to apples 

 

 

Ideas / discussion ongoing: 

Surveillance cultures –  

o Which patients? 

o Which sites? 

o Who pays? 

o Hospital wide versus unit specific versus procedure specific? 

 

Report specific organisms –  

o MRSA 

o VRE 

o C. Difficile 

o Others 

 

 

Public reaction to external reporting: 

Media  (attached) 

Written letters 

Inquiries to IC nurses and other caregivers 

Physician offices 

 

 

 



Future state: 

 

Develop quality portals under CHC quality reporting on website 

o www.cascadehealthcare.org 

o St. Charles Medical Center – Bend  (SCMC-B) 

o St. Charles Medical Center – Redmond  (SCMC-R) 

o Pioneer Memorial Hospital – Prineville  (PMH) 

o Mountain View Hospital – Madras  (MVH) 

 

January / February 2008 

o Initiate public launch to actively promote the new sites through the media 

and our own marketing tools, including FOCUS magazine 

 













































Evaluation of Ambulatory Surgical Center HAI Reporting Options 

The following represents a brief history of an evaluation of the ASC reporting options by the 

HAI Advisory Committee:  

Background

January 2009:  Kecia Rardin presents to HAI Advisory Committee infection rates for 

selected Oregon ASCs.  During 2009, the Committee evaluated several options and 

recommended that the Oregon Health Authority’s Office for Oregon Health Policy and 

Research (OHPR) conducted a survey on Elements of Patient Safety Performance

July 2010:  issued first draft of survey for committee review.

December 2010: Survey fielded and results obtained from all 86 free-standing ASCs in 

the state.

January 2011-January 2012:  reviewed results of the survey during committee meetings. 

December 2011:  OHPR contacted the Agency for Healthcare Research and Quality 

(AHRQ), and learned it is testing an algorithm for “all-cause readmission” metrics for 

ASCs.

January and February 2012:  Oregon was one of six states interviewed regarding ASC 

reporting by the CDC.  Like AHRQ, CDC is considering developing an all-cause 

readmission metric for ASCs in the National Healthcare Safety Network (NHSN).

A summary of states’ ASC reporting is presented below: 

Need to identify metrics that represent what Oregon ASCs do, noting that there are a 

wide variety of specialties.

Issues of Concern

Need to identify metrics with demonstrated high infection rates (Note: many of the states 

that are reporting ASC HAI rates are reporting mostly zeros.) 

Lack of reporting mechanisms.

State HER BRST KPRO HPRO HYST VHST FX LAM Notes

CO x x x x x x started 9/2008; phased in; BRST to add 9/2011.

MA x started 6/2011

NH x x started 6/2011

TX still in process; voluntary

NJ x x x waiting for NHSN ICD-9/CPT crosswalk

MO x x not using NHSN

Procedures

State HAI ASC Reporting



1. Process measures.  The ASC quality collaborative includes two process measures related to 

infection control. Measures are:

ASC Infection Reporting Measures Options

Percentage of ASC patients who received ASC antibiotics on time (98%)

Percentage of ASC admissions with appropriate hair removal (98%) 

Considerations 

Would apply to all or most facilities.

Rates are already close to 100% (CMS is dropping this measure for hospitals)

No reporting tool for free-standing ASCs. (i.e., is not on Hospital Compare) 

2. Collect outcome measures for limited surgeries.  

Considerations 

Could adapt protocol from NHSN.  

Likely to result in mostly zeros.

Only a subset of facilities included (approximately 17% for hernia and breast surgeries).

Would be limited to surgeries in NHSN (not representative of ASCs surgeries).

ASC 2010 data were analyzed, and highest volumes were identified for breast and hernia procedures.  

Applying a threshold of 20 procedures per year, breast surgery would have 10 ASCs reporting, and hernia 

procedures would have 14 hospitals reporting.  An estimated total of 15 facilities would be reporting with 

both measurements.

3. Have ASCs report overall infection rate and methodology  

Considerations 

Would apply to all ASCs.  

Data would not be comparable.

Unclear of use for the public.

Would only be the first step towards more standardized surveillance (to be followed by work on 

standardizing definitions and methods). 

4. Pilot test CDC’s proposal for an all-cause readmission metric

Considerations 

After pilot, would apply to all ASCs.

Could potentially be used to evaluate/validate All Payers All Claims data.

Offers alignment with what appears to be Federal reporting agenda.  

Would need to obtain funding for pilot.  











































409-023-0010

HAI Reporting for Hospitals 

(1) Hospitals shall begin collecting data for HAI outcome and process measures for the HAI 

reporting program for services provided on and after January 1, 2009, except:  

(a) NICU shall begin collecting data for HAI outcome and process measures for the HAI 

reporting program for services provided on and after January 1, 2010.  

(b) Hospitals shall report the SCIP-Inf-6 process measure for the HAI reporting program for 

services provided on and after January 1, 2010.  

(c) Hospitals shall report the SCIP-4-Inf and SCIP-10-Inf process measures for services 

provided on and after January 1, 2011.  

(d) Hospitals shall report the NHSN Inpatient COLO, HPRO, HYST, and LAM outcome 

measures for services provided on and after January 1, 2011.  

(e) Hospitals shall report facility-wide NHSN Inpatient CDI data using the Lab-ID method 

for CDI in NHSN for services provided on or after January 1, 2012.  

(f) Hospitals shall report SCIP-Inf-9 performance measures for services provided on or after 

January 1, 2012.  

(2) Reportable HAI outcome measures are:  

(a) SSIs for NHSN Inpatient CBGB, COLO, HPRO, HYST, KPRO, and LAM procedures.  

(b) CLABSI in medical ICUs, surgical ICUs, and combined medical/surgical ICUs.  

(c) NHSN Inpatient CDI facility-wide.  

(3) The infection control professional (ICP), as defined by the facility, shall actively seek out 

infections defined in sections (2)(a) and (b) of this rule during a patient’s stay by screening a 

variety of data that may include but is not limited to: 

(a) Laboratory;  

(b) Pharmacy;  

(c) Admission;  

(d) Discharge;  

(e) Transfer;  

(f) Radiology;  

(g) Imaging; 

(h) Pathology; and  

(i) Patient charts, including history and physical notes, nurses and physicians notes, and 

temperature charts. 

(4) The ICP shall use follow-up surveillance methods to detect SSIs for procedures defined in section 

(2)(a) of this rule using at least one of the following:  

(a) Direct examination of patients’ wounds during follow-up visits to either surgery clinics or 

physicians’ offices;  

(b) Review of medical records, subsequent hospitalization records, or surgery clinic records;  

(c) Surgeon surveys by mail or telephone;  

(d) Patient surveys by mail or telephone; or  

(e) Other facility surveys by mail or telephone.  (5) Others employed by the facility may be trained to screen data sources for these infections, butthe ICP must determine that the infection meets the criteria established by these rules.



MEMORANDUMDATE: April 26, 2010TO: NHSN Facility AdministratorsFROM: Mary Driscoll, RN MPHDivision Chief, Patient Safety and QualityIllinois Department of Public HealthRE: Minimum Surveillance Requirements for SSI Reporting in Illinois HospitalsSurgical site infections (SSIs) cannot be reliably identified from laboratory data alone, as thediagnosis depends on the presence of signs and symptoms of infection in the wound .Therefore, for the purpose of mandated SSI reporting through NHSN in Illinois, the minimumsurveillance required is as follows:1) SSI identified during index hospitalizationProspective surveillance of patients with designated operative procedures . Patient isfollowed through index hospitalization .Review of microbiology reports for positive blood cultures and submission of wound orwound�like cultures (abscess, soft tissue, etc) for evidence of pus (moderate or manywhite blood cells or polymorphonuclear leukocytes on gram stain) or bacterial growthandone or more of the following methods must be used for SSI surveillance:a) Infection control rounds on nursing units;b) Routine review of admission/transfer/discharge data for:1) transfer of patients who have undergone a procedure to a moreacute care setting (e .g., ICU);2) return to the OR; and/or3) prolonged stay (based on a nationwide inpatient sample from theAgency for Healthcare Research and Quality [AHRQ], expected



inpatient duration of stay following CABG is 9.3 days and 4 daysfollowing total knee replacement).c) Operating room reports of surgeries and repeat surgery on a patient whohas undergone total knee arthroplasty or coronary artery bypass surgery .d) Electronic surveillance system2) SSI identified upon readmission to same hospitalwhere initial surgical procedureperformedAccording to the NHSNSSImodule protocol, the time period for tracking SSIs dependson the type of operative procedure performed . For those operative procedures whereno implant is left in place, the follow�up period is 30 days . For those operativeprocedures where an implant is in place, such as a CBGB/CBGC where sternal wires orclips are placed, and for all KPROs, the follow�up period is one year (365 days).Each hospital must establish a protocol for identifying patients who have an implantplaced and are readmitted within 365 days of the index surgery .According to the NHSNdefinition an implant is a nonhuman8derived object, material, or tissue that is permanentlyplaced in a patient during an operative procedure and is not routinely manipulated fordiagnostic or therapeutic purposes. Examples include: porcine or synthetic heart valves,mechanical heart, metal rods, mesh, sternal wires, screws, cements, and other devices.Routine review of admission/transfer/discharge data to identify these patients and atleast one or more of the following methods must be used for SSI surveillance:a) Review of microbiology reports (wound or wound�like cultures and bloodcultures)b) Infection control rounds on nursing unitsc) Electronic surveillance systemSSI detected solely by postKdischarge surveillanceSSI detected solely by post�discharge surveillance can be entered into NHSN, however IDPHwillnot include these cases in the calculation of hospital�specific SSI rates . This will allow for a faircomparison of hospitals and not penalize facilities with more robust surveillance systems .According to the NHSNSSImodule protocol, SSI identified at a facility other than the hospitalwhere the initial surgical procedure was performed is categorized as being detected throughpost�discharge surveillance .Documenting SSI surveillance methodThe Surgical Site Infection (SSI) form used in the NHSNSSI reporting module collectsinformation concerning the detection method used to identify the SSI.



This field is named “Detected”. There are three options:A – SSIwas identified before the patient was discharged from the facility following theoperation .R– SSIwas identified due to patient readmission to the facility where the operation wasperformed .P – SSIwas identified during post�discharge surveillance . This includes SSIs identified atanother facility . These cases will not be included in the calculation of SSI rates for publicreporting.






