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Getting the Numbers Right:
Tennessee Confirms Success in

State with 2" largest
decrease

in the overall CLABSI standardized
infection ratio (SIR) in 2010

34% reduction
in infections in 2010

Successful site visits
strengthened the relationship
between health department and
hospital infection prevention staff

Leader in ensuring
accuracy

of data reported by hospitals to the

state health department

Infection Reduction

The Tennessee Department of Health has required hospitals in Tennessee
to report central line-associated bloodstream infections (CLABSIs) to the
state since January 2008. From 2009-2010, Tennessee was the state with
the second-largest reported decrease in the overall CLABSI standardized
infection ratio (SIR). The standardized infection ratio (SIR) is a summary
measure used to track HAIs at a national, state, or facility level over time.

To ensure that all data reported to CDC's National Healthcare Safety Net-
work (NHSN) were accurate, the Tennessee Department of Health's
Healthcare-Associated Infections (HAI) Team undertook extensive valida-
tion efforts using resources provided by CDC.

Accurate data are essential not only for public reporting, but also to
target appropriately resources and interventions to prevent HAls.

To reduce CLABSIs, the state health department partnered with the Ten-
nessee Center for Patient Safety (TCPS) and the Tennessee Initiative for
Perinatal Quality Care (TIPQC) in HAI prevention collaboratives. To build
trust among the collaborative facilities and ultimately to measure pro-
gress, the state health department needed to ensure that CLABSIs report-
ed among facilities were accurate. Some facilities (especially those with
higher CLABSIs) were concerned that other facilities were under reporting
infections.

The validation project gives the Tennessee Department of Health, its part-
ners, and Tennessee hospitals confidence in the reported data and the
dramatic reduction of CLABSIs reported in the state.



What Tennessee Accomplished

The Tennessee Department of Health’s validation project targeted facilities with either very high or very low 2009 and
2010 central line-associated bloodstream infection rates, as well as a random selection of facilities with average infec-
tion rates. The health department visited 26 hospitals with adult/pediatric intensive care units and 14 with neonatal
intensive care units and reviewed charts with known positive blood cultures, including Candida and Staphylococcus
aureus. Reviewers were not aware of whether or not the facility reported the event as a CLABSI to NHSN. Any discrep-
ancies in case classification were discussed within the HAl Team, and HAl team members contacted the infec-
tion preventionist to discuss the rationale and/or to obtain additional information from the medical chart.

The Tennessee Department of Health ensured that CLABSI denominator data (patient days and central line
days) were accurate by checking for obvious errors in reported numbers, speaking directly with staff collecting
these data, and reviewing completed data collection forms.

The HAI team identified some systematic surveillance issues that resulted in under reporting of CLABSIs and ad-
dressed these on a statewide level.

The Tennessee Department of Health shared lessons learned regarding case definition and surveillance methodolo-
gies with all facilities and incorporated these lessons into future trainings. The strategy that Tennessee designed was
less resource-intensive and more sustainable than total statewide sampling.

CDC’s Role

CDC manages NHSN, the largest healthcare-associated infection reporting system in the United States; over 8,000
healthcare facilities participate. CDC provided funding to the state health department to support this validation pro-
gram and assisted the Tennessee Department of Health in developing its own protocol. CDC experts also provided
technical support in evaluating difficult cases and worked with the department of health concerning potential misin-
terpretations of current definitions. These conversations led to clarifying definitions for NHSN users across the country
in NHSN Q&As, NHSN newsletters, and in the Patient Safety manual. CDC facilitated communication between different
states and review of other states’ efforts to ensure accuracy.

What We Learned

¢ Confidence in data accuracy in facilities reporting low CLABSI rates is a major driver in inspiring facilities to be-
lieve that major CLABSI reductions are possible.

¢ Using an educational, non-punitive approach and building relationships with frontline hospital staff, IPs, and
medical records personnel is key to successful site visits.

e Reviewing charts and electronic health records is time-consuming but worth the effort.
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