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The Reporting Tool has built-in logic fields for categorizing cases automatically based on data entered by the user.  The categories are defined according to CDC’s recommended surveillance definitions for CDI (above) with some modifications for VA purposes.  If patient-level reporting to another party is performed using this tool, one can remove patient identifiers by selecting the appropriate columns and, under “Edit”, “Clearing contents” (data) from: Patient Name (Column A), SSAN (Column B), and Birth Date (Column C).  It is recommended that facilities save a backup copy of their data before clearing these data.  The following information needs to be entered to properly categorize the CDI cases:
	
	Data Element
	Description

	Column A
	Name
	Enter patient name

	Column B
	SSAN
	Enter last 4 numbers of the patient’s Social Security Account Number

	Column C
	Birth date
	Enter MM/DD/YY.  This is an optional field that may be of use since some patients have the same name and last-4 of the SSAN.   

	Column D
	Date & time of CDI LabID Event 
	Enter the date & time that the C. difficile positive stool specimen for this episode was collected (MM/DD/YY HH:MM).

	Column E
	Date & time of admission associated with test in Column D
	Enter admission date & time (MM/DD/YY HH:MM) associated with the CDI LabID Event in column D.  This data & time can be obtained from CPRS under the Reports/Clinical Reports/Discharge Summary tabs, or by clicking on the patient’s name if currently an inpatient.  Do not rely on information free-texted in a nurse’s or physician’s note.

	Column F
	Patient location when CDI LabID Event collected
	Enter “acute inpt”, “outpt/ED”, “SCIU”, “CLC”, or “mental health” as appropriate from the drop-down box.  

	Column G
	Date & time of most recent discharge from your inpt facility before Column E
	Enter most recent discharge date & time (MM/DD/YY HH:MM) if patient was discharged from your healthcare facility at any time prior to the admission date in column E.

	Column H
	Date & time of most recent pos CDI LabID Event  before CDI LabID Event in Column D
	If the patient had a previous CDI LabID Event, enter the date & time the most recent previous positive CDI LabID Event was collected (MM/DD/YY HH:MM).  A CDI LabID Event can be counted from an outside (non-VA) facility if there is documentation (e.g. scanned report) in CPRS.

	Column I
	Duplicate case
	Auto-calculated field (true/false) = number of days from previous positive stool specimen to current positive specimen is ≤14. 

	Column J
	Recurrent case
	Auto-calculated field (true/false) = number of days from previous positive stool specimen to current positive specimen is >14 and ≤56 

	Column K
	Incident case

	Auto-calculated field (true/false) = number of days from previous positive stool specimen to current positive specimen is >56, or there was no previous positive stool specimen 

	Column L
	Pos CDI LabID Event collected upon admission
	Auto-calculated field (true/false) = case where non-duplicate CDI LabID Event (column D) was collected as an outpatient up to 24 hours before admission or as an inpatient ≤48 hours after admission to your facility listed in column E.  This includes recurrent cases (non-duplicate CDI LabID Events where the second CDI LabID Event was collected >14 and ≤56 days after the first CDI LabID Event).

	Column M
	Community-onset CDI (CO-CDI)
	Auto-calculated field (true/false) = Patient admitted and a positive stool CDI LabID Event collected as an outpatient up to 24 hours before admission or as an inpatient ≤48 hours after admission to your facility AND non-duplicate/non-recurrent case AND patient location when the CDI LabID Event was collected was “acute inpt,” “outpt/ED,” or “SCIU.”

	Column N
	Community-onset-HCFA CDI (CO-HCFA CDI)
	Auto-calculated field (true/false) = Patient admitted and a positive stool CDI LabID Event collected as an outpatient up to 24 hours before admission or as an inpatient ≤48 hours after admission to your facility AND non-duplicate/non-recurrent case AND patient discharged from your healthcare facility ≤28 days from date positive stool specimen was collected AND patient location when the CDI LabID Event was collected was “acute inpt,” “outpt/ED,” or “SCIU.”

	Column O
	Hospital-onset healthcare facility-associated CDI case (HO-HCFA CDI) 
	Auto-calculated field (true/false) = Positive stool CDI LabID Event collected >48 hours after admission to your facility AND non-duplicate/non-recurrent case AND patient location when the CDI LabID Event was collected was “acute inpt,” or “SCIU.”

	Column P
	Clinically confirmed Hospital Onset-HCFA CDI  
	From the drop-down menu, enter whether the patient was a clinically confirmed HO-HCFA CDI case (i.e. a patient with a positive CDI LabID Event plus either 1) diarrhea or 2) colonoscopic or histopathologic findings of pseudomembranous colitis).  Enter “yes,” “no,” or “N/A” (not applicable) after chart review.  

	Column Q
	Date for 30-day review
	Auto-calculated field that tells you when 30 days have passed since the positive laboratory CDI LabID Event.  This is the time to determine whether CDI complications occurred.  

	Column R
	CDI Complication?
	From the drop-down menu, enter any adverse outcomes directly attributable to the CDI (“ICU admit”, “colectomy”, or “death”) if known

	Column S
	Comments
	If desired, enter any relevant notes or clinical details related to the case



Auto-backup
It would be wise to have your computer automatically backup your spreadsheet in case you accidently lose data or need to go back and check on possible data entry errors.  This can be done using the following steps:
1) In Excel 2007, click on the round Windows icon in the top left of the screen.
2) In the drop down box that appears, click “Save As”, and then click “Other Formats”
3) In the next window that appears, click on “Tools” in the bottom left corner and then select “General Options”
4) Check “Always Create a Backup”, then “Save” and “Save”.
When you save and exit your spreadsheet, there will be your original, plus a copy labeled “Backup.xlk”

