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Figure 1: Rolling 12 months performance (normalized to 1 at baseline) for HOBSI and the 2 infection scores.
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SSI. We calculated 2 “infection composite scores” to account for
the 6 HAIs based on all observed or predicted events (score 1)
and an average of the 6 HAI standardized infection ratios (SIRs;
score 2). We normalized both measures to 1 for a 12-months roll-
ing baseline. We evaluated the HO-BSI rate change over time and
compared it to the change in the infection score over the same
period. We compared the change in the 12-month rolling rates
of the 2 HAI scores and the HO-BSI rate. Results: During the
39-month period, 3,288 HO-BSI events occurred over 9,775,118
patient days. The source of HO-BSI events included S. aureus
(33.5%), P. aeruginosa (10.2%), E. coli (19.7%), K. pneumoniae
(13.8%), and Candida spp (22.8%). HO-BSI event rates decreased
by 17.3% from 12-month rolling baseline to last 12 months (3.70 vs
3.06 per 10,000 patient days). Similarly, 7,648 HAI events were
observed, with the source of events being Clostridioides difficile
(57.0%), CAUTT (15.1%), CLABSI (12.8%), MRSA (7.0%), colon
SSI (6.4%), and abdominal hysterectomy SSI (1.7%). The 2 HAI
scores and the HO-BSI rate all showed a notable decrease from
the 2016 baseline period (Fig. 1). The reductions in the HAI scores
were both strongly correlated with the reduction in the HO-BSI
rate, with the HAI score 1 having a stronger correlation (r = 0.949;
P < .001) than was observed for HAI score 2 (r =0.867; P < .001).
Conclusions: Utilization of a HO-BSI measure may prove useful as
a correlated but distinct marker of infection prevention improve-
ment or trends. HO-BSI could be useful as an objective electroni-
cally obtainable measure to assist in the evaluation of performance
within and across facilities.
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Background: Adverse events following immunization (AEFI) sur-
veillance largely depends on the ability of the healthcare worker
(HCW) to timely detect and report cases using the correct report-
ing tools through an appropriate system. AEFI surveillance is car-
ried out regularly during both routine immunization services and
supplemental immunization activities in the state. Objective: We
assessed knowledge of adverse events following immunization
reporting tools and system among primary HCWs in Jigawa state,
northwestern Nigeria. Method: A descriptive cross-sectional
design was used for this study. A multistage sampling technique
was used to select 290 HCWs that had spent at least 6 months
in immunization units of primary healthcare centers of Jigawa
state. Data were collected using pretested self-administered struc-
tured questionnaire with open and closed ended questions and
were analyzed using IBM SPSS version 20 software. All statistical
tests were 2-tailed with P < .05 as the statistical significance level.
Results: Most of the primary HCWs (93.2%) had AEFI reporting forms
in their health facilities, and 68.9% said that the AEFI reporting form
could be obtained from a focal or contact person in the health facility.
Up t0 96.4% of the primary HCW's were aware of how to report AEFL
Also, ~76.6% of primary HCW's knew the correct AEFI reporting flow,
but only 158% knew that only serious AEFIs are reported.
Furthermore, ~78.8% and 19.4% of HCWs mentioned telephone
and filling forms as some of the appropriate methods of AEFI notifi-
cation, respectively. Conclusions: Most primary HCWs had reporting
forms in their health facilities and were aware of how to report an AEFL
Most of the respondents knew the correct AEFI reporting flow. The
state in collaboration with local government authorities should provide
quality training on AEFI reporting and reporting system.
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Background: Carbapenemase-producing Enterobacterales (CPE)
have become an increasingly common cause of hospital-acquired
infections while their reservoirs within the clinical setting remain
poorly understood. Outbreaks have been linked to hospital sinks,
which have been shown to harbor and, under certain conditions,
disperse CPE to surrounding surfaces. Hospital and laboratory
studies have proposed that Gram-negative organisms, including
CPE, can migrate through plumbing biofilms, leading to wide-
spread contamination of the drainage system. Methods: To assess
the prevalence of CPE in hospital sinks, drain swabs and waste trap
water samples were taken from 10 sinks in 10 hospitals. Hospitals
were in different regions of England; 4 had reported recent cases of
CPE infection. To investigate spread and dispersal of CPE, waste
traps from a single hospital were installed in a laboratory model
sink system. Built to simulate a clinical setting, the model incorpo-
rated 12 sinks, 6 of which were connected through a common waste
pipe. All 12 taps were automatically flushed. Drainage was auto-
matically controlled. Nutrients were provided daily to maintain
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