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Presenter
Presentation Notes
HAI Reporting and HA Investigations are terms sometimes difficult to separate.



The Role of LHDs and HSRs in 
HAI Prevention and PAE 

Reporting 
(an Evolving Saga) 

Neil Pascoe RN BSN CIC 
2012 EPI Workshop 

 



Today (2012) 

• Overview- Neil  
• Reporting- Jennifer Vinyard 
• PAE – Gary Heseltine 
• HAI/PAE Staffing and Placement- Marcelle 

Breaux 
• Prevention Efforts- Wes Hodgson  
 



The HAI Team 

• Ron Gernsbacher HAI* Project Coordinator 
• Wes Hodgson, HAI State Coordinator 
• Jessica Presley, HAI Database Manager 
• Jennifer Vinyard, HAI Epidemiologist 
• Vacant HAI PH&PS (NHSN clinical specialist)  
• Gary Arbuckle (IT), Marilyn Felkner, Mike Gartner (IT), Gary 

Heseltine, Sky Newsome, Paul Normandin (IT), Neil, Jeff 
Taylor, others 
– * Bold indicates the positions on HAI budget 



Quick History of HAI 

• 79th legislative Session (2005) passed study bill 
– Advisory Panel, White Paper 

• 80th legislative Session (2007) passed SB 288 
– Reporting provisions 
– Created HAI Advisory Panel 

• 81st legislative Session (2009) passed SB 203: 
Amended SB 288 (Chapter 98) 
– Added two members to AP 
– 28 PAE 

• 82nd Legislative Session 
– To allow for use of NHSN 

 
 



What does DSHS need to do? 
• Establish a reporting system 
• Provide education and training 
• Prepare a summary by health care facility 

– Succinct facility comments 
• Publish a summary at least annually 
• Make summary available on a website 
• Accept reports from the public 
• Perform data validations--validation tools 

– Functionality to conduct and track audits at hospitals 
and ASCs 

 





2007 Requested HAI Positions 
(PAE law passed in 2011) 

• 8 regional teams plus Central Office staff 
• 44 positions originally 
• 35 requested for 2007 (FY2008) 
• Then 11 positions 2009 
• Currently 5 filled and 6 yet to be filled + 3 IT 

– IT positions funded by HAI 

 



HAI - Funding 
 
•General appropriation 

– $2,173,452 for the biennium and four 
new FTEs  

 
•American Recovery and Reinvestment 
Act (ARRA) 
– $1,234,000 total 
– $710,872 to build surveillance 
infrastructure 

– funds for two FTEs 
 

 
 
 

 
 



2013 Session Outline 

• National  
• Texas  

 
• CJD – Michael Fischer 
• HAI Reporting- David Rhinehart 
• HSTR and LHD Role 



CJD 

• Michael Fischer MD MPH T&M 
• Dr. Fisher has a Bachelor of Science from the 

University of Houston, an MD from St. George’s 
University-Grenada West Indies, and a Master of 
Public Health and Tropical Medicine from Tulane.  
He has worked with projects at The University of 
Texas Health Science Center in Houston, The 
National Primate Research Center at Tulane, and 
the Louisiana Department of Health and 
Hospitals.  



Back to HAI, PAE and You 
 



Key thoughts and terms 

• Preventable Adverse Events- handout 
• CAUTI reporting (NHSN) begins 6/1/13 
• Other PAE reporting pending reporting 

mechanism  
• HAI Regional Epi is a good step 
• LHD/HSR integration and involvement 

 
 

 
 
 







National Issues  

• Reimbursement 
– CMS 

• National HHS Action 
Plan* 

• Reporting 
• Consumer Efforts 
• PH Funding 
• EMR/HIT 

 

• NPO 
• IHI, AHRQ, NQF, … 

*http://www.hhs.gov/ash/initiatives/hai/acute_care_hospitals.html 
 
 

http://www.hhs.gov/ash/initiatives/hai/acute_care_hospitals.html
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http://www.consum
reports.org/cro/mag
zine/2012/08/how-
safe-is-your-
hospital/index.htm 
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Scope of the Problem:  
HAI’s in LTC 

http://www.cdc.gov/DRUGRESISTANCE/healthcare/ltc.htm 
Smith, P. et al. ICHE 2008; 29(9): 785-814 

 
 1.6 million to 3.8 million healthcare-

associated infections (HAIs) occur 
each year in US LTCFs 
 Most common sites: Urinary 

tract, and lower respiratory tract 
 
 Several thousand outbreaks may 

also occur annually 
 GI epidemics, influenza/ 

respiratory virus outbreaks 



Rising risk of infections 
 in LTC 

 The acuity of illness and complexity 
among residents is steadily increasing 
 Post acute care rapidly growing  
 Often with a lag in 

training/resources for the staff 
caring for them 

 For certain residents, the risk of a HAI 
is comparable to the acute care 
setting 

 Dynamic movement between LTC and 
acute care contributes to risk of HAI 
and antibiotic resistance  

Tranquil Gardens 
Nursing Home 

Community-based  
care 

Acute care 

Long-term care 



Minimum components for national  
infection surveillance in LTCF 

1. Standardized/validated infection surveillance definitions 
2. Strategy which is feasible across a variety of facilities  
3. Accounts for limitations in diagnostic tools and personnel 

skill/time available 
4. Adjustment for differences in facility size/type, and 

heterogeneity of population served 
5. Ongoing data validation 
6. Flexibility to meet the needs of multiple users (facilities, 

regulators, states, public health, etc.)  

http://www.jstor.org/stable/10.1086/667743 (Updated McGeer)  



http://www.medicare.gov/hospitalcompare/?AspxA
utoDetectCookieSupport=1 
 Hosp. 

LTCF 
Dialysis 
HH 

http://www.medicare.gov/hospitalcompare/?AspxAutoDetectCookieSupport=1
http://www.medicare.gov/hospitalcompare/?AspxAutoDetectCookieSupport=1
http://www.medicare.gov/hospitalcompare/?AspxAutoDetectCookieSupport=1


Ambulatory Surgery Centers 

•  5,260 Medicare-certified in the U.S in 2009  
•  4,106 in 2004 (CMS) 
•  year-to-year net growth rate steadily slowing, 

from nearly 8 percent in 2004 to about 2 
percent in 2009.   

• Partial data for 2010 (through the first three 
quarters) show a count of 5,291 ASCs 

• Decrease mainly due to reimbursement/other 
factors  



Surveillance Challenges in Ambulatory 
Care 

• Outcome measures 
– Brief encounters with transient patient population 

• May seek treatment for adverse event or infection 
elsewhere 

– Variety of procedures for which clear surveillance 
definitions don’t exist 

• Process measures 
– Requires facilities to recognize importance of and 

devote resources to infection control 
– Difficult to show success when unable to tie to 

outcome measures 
 
 



CMS Requirements 
• New Conditions for Coverage  

– Must maintain an infection control program based 
on nationally recognized guidelines 

– Must have system to actively identify infections 
related to procedures performed at the ASC 

• Infection control survey tool adopted nationally 
as part of survey process with support from 
stimulus package (American Recovery and 
Reinvestment Act) 



Infection Control Survey Tool 

http://www.cms.hhs.gov/SurveyCertificationGenInfo/downloads/SCLetter09_37.pdf 
 

http://www.cms.hhs.gov/SurveyCertificationGenInfo/downloads/SCLetter09_37.pdf


Infection Control Components of the ASC 
Survey Tool 

• Elements from CDC/HICPAC guidelines 
– Hand hygiene and glove use 
– Injection and medication practices 
– Instrument reprocessing 

• High-level disinfection 
• Sterilization 

– Environmental cleaning 
– Point-of-care devices (e.g., blood glucose meters) 



Outcome Measures: Needs, Challenges 
• Heterogeneity and lack of standardization in post-

discharge surveillance data means it is not yet 
possible to tie improvements in process measures to 
outcomes  

• Transient patient population 
– Methods to report infections and adverse events 

associated with medical and surgical procedures back to 
the facility where the procedure was performed 

– Lack good methods for data collection in these settings 
(phone calls at 24 hours, letters, relying on surgeons to 
report back to the ASC)  
 



ASC HAI Surveillance Challenges, cont. 

• Lack of data mining tools and other IT support 
for surveillance and reporting 

• Variety of procedures being performed for 
which clear SSI or surveillance definitions don’t 
exist 

• Established national measures such as SCIP 
focus more on inpatient surgical populations 
than outpatient or ambulatory 

• Substantial work need to integrate into NHSN 



Region VI States 
 

Texas, Arkansas, Louisiana, New Mexico and Oklahoma =TALON 



Map of Texas Regions and LHDs 

254 Counties  

70 LHD 

Population 25M 



Facility types Reporting to NHSN 
• 513         dialysis 
• 47           ASC   (415 are licensed in TX) 
• 30           CAH 
• 16           children’s hospital 
• 308         general acute care  (641 are licensed in TX) 
• 98           LTACH 
• 4              military 
• 1              oncology 
• 3              orthopedic 
• 1              psychiatric 
• 51           rehab hospital 
• 37           surgical hospital 
• 2              VA 
• 1              women’s/children’s 
• 2              long-term care facility 

 



 
1114 Total TX Facilities 

Reporting of over 11,000 in 
NHSN 

 



HAI Reporting 

• David Rhinehart MT CIC 
• Public Health and Prevention Specialist 
• Healthcare Associated Infections 
• 512-776-6878 

 



Required To Report 
• Pediatric & Adult General Hospital ICUs 

– Central Line-Associated Blood Stream Infections 
– Catheter-Associated Urinary Tract Infections (June, 2013) 

• Adult Hospitals & Ambulatory Surgical Centers 
– Abdominal Aortic Aneurism Repair         - Coronary Artery Bypass 
– Abdominal & Vaginal Hysterectomy         - Hip Prosthesis 
– Carotid Endarterectomy          - Knee Prosthesis 
– Colon Surgery           - Peripheral Vascular Bypass 

• Pediatric Hospitals 
– Cardiac Surgery   - Refusion of Spine 
– Heart Transplant   - Spinal Fusion 
– Lamenectomy   - Ventricular Shunt 

Presenter
Presentation Notes
Because of patient demand for health care transparency and elimination of healthcare-associated infections, in 2007, Texas joined the ranks of states that have created mandatory HAI reporting laws with the passing of Chapter 98 of the Texas Health and Safety Code, (Reporting of Health Care-Associated Infections and Preventable Adverse Events), and 25 Texas Administrative Code, Chapter 200 (Health Care-Associated Infections). Many hospitals have bee reporting some HAIs for some time but in Texas, we began phasing in a few of the reporting requirements beginning in October 2011 for most Adult and Pediatric General Hospital and Ambulatory Surgery Centers and as of January 1, 2013 now includes all those listed with the exception of CAUTI, which will begin at the end of June, 2013.
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View reports & comment 

CMS 

HAI Reporting 

Presenter
Presentation Notes
HAI reporting as required in Texas goes  something like this:The healthcare facility gets patients… some of whom may develop an HAIAt the end of the month or during the month or at least by 30 days past the previous month, they will gather all their HAI data (infections, number of patient days, line days) and enter it into a database, NHSN, online. Generally speaking, it will be the IP responsible for this. In some smaller facilities it may be whoever is responsible for Infection Prevention, perhaps the Quality nurse or Surgical nurse. They are probably the same ones responsible for reporting Notifiable Conditions. For reporting purposes, NHSN has established protocols and definitions that the facility must follow.This data can be updated as needed –this will be a dynamic database.At certain times during the year, CMS as well as DSHS will pull a snapshot of data from NHSN, usually a six month data period. For CMS, theses data reports are tied to the hospitals reimbursement. For Texas, this serves to meet compliance with Texas reporting law. Once we pull a select set of data, it will not change in our system. At these times, facilities will be able to review reports generated by TXHSN – Error Reports, which shows they may have incomplete or missing data. They can then go into NHSN and fix errors before the reports become final. There are also Data Reports they can place comments with before they are placed on a website for public viewing.



Presenter
Presentation Notes
This is an example of a facility's data report that is published on the web. The first data published is from January – June, 2012 with updates of six month data as it becomes available. These can be found on the HAITexas (BING) website in the Data section. In these reports, besides listing the totals for data they have entered related to HAIs (Number of infections, central line days, patient days), the data is used to calculate a Standardized Infection Ratio or SIR. The SIR is a comparison of a facility’s infection rate to that of a predicted or national rate based on risk factors such as bed size. This allows the consumer to see on our public website, how a particular hospital stacks up against all the others of similar size and services and this is why facilities want to make sure their data is accurate.



AND THEN….. 

• Public Website 
• PAE Reporting 
• Trending Data 
• AUDIT 

– Purpose 
– 4 Hospital Pilot 
– 9 More Scheduled 

 

HAI Reporting 

Presenter
Presentation Notes
Now that we have the public data website up and running  where the consumer can view a facility’s infection rate for those selected events and procedures health care facilities perform, we are moving to other phases. In the near future , health care facilities will be required to report Preventable Adverse Events in Texas. These are events such as wrong site surgeries, patient falls, blood transfusion reactions. In January we began a process of validating or auditing the data facilities are reporting as stipulated by Chapter 98 of the Health and Safety Code.But more so to validate the data that is there for the public. To evaluate a facility’s process for collecting and reporting data and whether this data is complete and accurate. Are they identifying all infections per NHSN definitions (National Healthcare Safety Network or CDC definitions). Are they over reporting or underreporting? What corrective measures are they implementing or need to implement? And to offer assistance to assure their data is accurate.We’ve done pilot testing of the audit process at 4 hospitals where their reported SIRs were higher than predicted, in other words, they were reporting a high number of infections. We chose two to focus on CLABSIs and two for SSIs. We are moving forward with this by scheduling 9 facilities for next month.



Auditing NHSN Data (Pilot) 

Date Jan. 16-17 Jan. 23-24 Jan. 24 Jan. 29-30 

Facility Hendrick MC ETMC THPH Kingwood MC 

City Abilene Tyler Rockwall Kingwood 

Bed Size 300 427 50 251 

# of IPs 2 3 1 2 

Subject Reviewed SSI CLABSI SSI CLABSI 

Total time at facility 8 hrs,30 mins 8 hrs 5 hrs 6hrs 

Total Charts Reviewed 10 6 4 8 

Number Meeting Definition 10 5 3 8 

Ave. time/chart 31 min. 39 min. 61 min. 18 min.** 

Chart form Electronic Combo Combo Electronic 
Combo: Paper + Electronic **IP at facility assisted in searching for data in charts 

Presenter
Presentation Notes
This is a summary chart of the pilot test of what we found specific to the audit process. Some of the take-aways for this are:There were an average of 1 IP per 129 beds.Largest amount of time was spent on chart review,, an average of 37 minutes per chart as the variety of the medical record forms (all electronic, half electronic half paper) proved daunting to navigate.The Infection Preventionist are quite knowledgeable about identifying, reporting and recognizing trends for infections. For LHD, they should be one of your best friendsOf the 28 medical records we reviewed, we found 2 that did not meet the definition for a reportable event. They were still infections but did not meet the definition to be reported and factored in to their SIR calculation. One, a CLABSI, was a very complicated and lengthy hospital stay involving multiple site infections where a second CLABSI infection reported for this patient was determined to be a secondary infection from one at another body site. The other one was a defined SSI infection but it occurred more than 30 days after the surgical procedure and so did not have to be reported. The importance of this is that if a facility is over-reporting, this could affect them having a higher reportable SIR than they actually have. In these two cases, when recalculated, their SIRs were still higher than average but not as much.



• Additional Information Pertinent to 
Surveillance and Investigation 
– S. aureus Trend 
– Candida Trend 

HAI Reporting 

Presenter
Presentation Notes
While reviewing collection processes and medical records, we were able identify information beyond just the audit data. We identified a trend in one hospital where the  majority of infections investigated were Staph. aureus. They are already working on corrective measures. Another was noted that not only specific infections investigated were result of Candida, but a number of other associated infections seem to be caused by this. I was able to offer advise they will take up with leadership. Sometimes this provided an opportunity of in-time training for staff.



Role of Regional and Local Health 
Departments in Central Office-coordinated 

Surveillance and Investigations 
         

• Investigate infections/outbreaks/trends at 
health care facilities directed by central office 

• Gain competency in reviewing medical records 
• Assist in corrective actions 
• Supplement central office staff 

Presenter
Presentation Notes
Our auditing plan includes trying to inform the regional health department when a visit is scheduled in your area. Afterwards there may be circumstances discovered that may need further intervention of state resources. We have begun discussing at what level and form this will occur and where getting regional and local health departments involved would be beneficial. There may be opportunities to accompany the DSHS specialist on these audits. This would present an opportunity to gain competency in reviewing charts and to assist hospitals in corrective actions. It would give a clearer picture of the challenges faced by hospitals in preventing infections in your areas. In the future there may be the possibility of getting regional and local staff involved in doing the audits as a supplement to central office staff.



              www.idcu.org 
 

http://www.idcu.org/


 















The extraordinary science (and 
design) of addictive junk food.  

http://www.nytimes.com/2013/02/24/magazine/the-extraordinary-science-of-junk-
food.html?_r=0 
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Timely reporting enable DSHS to: 



Purposes of Surveillance 

•  Monitor disease trends 
•  Detect and study new diseases 
•  Respond to outbreaks 
•  Define public health priorities 
•  Evaluate programs 
•  Guide public health policy 



Why Investigate? 
Investigation of outbreaks helps identify preventable 

causes of infection and unsafe products and 
practices 
– Prevent additional cases  
– Improve detections and reporting of outbreaks, clusters 

or unusual cases 
– Establish investigation protocols and train HD staff 
– Identify “unusual” practices  
– Improve or establish new standards of intervention or 

control measures 
– Assist in communication between state and local 

partners (e.g., State Survey Agency, licensing boards) 



 
 

Health care – associated Infection (HAI) and Preventable 
Adverse Event (PAE) Reporting 

 

 • www.haitexas.org 
• Phased in HAI mandatory reporting began October 2011 
• Phase 2 January 2012 
• Phase 3 January 2013 (match current CMS reporting) 

 
• Very Limited PAE reporting should begin July 2013 

– Only 2 current events reported through NHSN 
• CAUTI and Hemovigilance 

– Requires new reporting mechanism 
• Currently few resources 

 

http://www.haitexas.org/


HAI/PAE Team as of 2/7/2013 

• Dedicated 
• Jessica Badgley 
• Marcelle Breaux RN 

– intern 

• Bobbiejean Garcia 
• Ron Gernsbacher 
• David Rhinehart 
• Jennifer Vinyard 

• Not so Dedicated 
• Marilyn Felkner 
• Arminta Forrer (IT) 
• Gary Heseltine 
• Wes Hodgson (IMM) 
• Sky Newsome 
• Neil Pascoe 
• Jeff Taylor 

 
 





HSR HAI/PAE Epidemiologist role 
• Provides consultations on infection control and prevention 

issues 
• HAI investigations in any setting (focus on Chap. 98) 
• Community antibiograms/AMR 
• Regulated Medical Waste 
• HAI organisms VRE, MRSA, C. diff, CRE/KPC, VISA/VRSA, and 

other infrequent pathogens Ralstonia, Acinetobacter, 
Sphingomonas etc. 

• Blood, transplant, device/product 
• Preventable Adverse Events (as designated by NQF)* 

– data collection method pending 
• Sharps Safety Issues 

*http://www.qualityforum.org/Topics/SREs/Serious_Reportable_Events.aspx 



Texas SSI Pathogens 

61 

Enterobacter aerogenes - 1%

Corynebacterium spp. - 1%

Enterococcus faecium - 1%

Staphylococcus spp. - 1%

Enterococcus spp. - 2%

Streptococcus group B - 2%

Serratia marcescens - 2%

Enterobacter cloacae - 3%

Proteus mirabilis - 3%

Klebsiella pneumoniae - 4%

Staphylococcus coagulase negative - 5%

Escherichia coli - 5%

Enterococcus faecalis - 5%

Staphylococcus epidermidis - 6%

Pseudomonas aeruginosa - 7%

Staphylococcus aureus - 40%

http://www.dshs.state.tx.us/default.shtm


Texas BSI Pathogens 

62 

Klebsiella oxytoca - 2%
Candida parapsilosis  - 2%
Serratia marcescens  - 2%
Candida glabrata  - 3%
Enterococcus faecium  - 4%
Enterobacter cloacae  - 4%
Staphylococcus coagulase negative  - 5%
Pseudomonas aeruginosa  - 5%
Candida albicans  - 6%
Escherichia coli  - 6%
Klebsiella pneumoniae  - 8%
Enterococcus faecalis  - 9%
Staphylococcus aureus  - 11%
Staphylococcus epidermidis - 13%

http://www.dshs.state.tx.us/default.shtm


Flagged HAI Pathogen Data 

• Central Office EAIBD Staff: Notifiable pathogens  
• Central Office/Regional HAI Epidemiologist: 

– VRSA, VISA  
– GAS in wound  
– Flagged Facilities 
– ≥ 3 of same organism in same NICU per month  
– S. aureus: ≥ 10 per facility/6 months  
– Acinetobacter: ≥ 5 per facility/6 months 
– Serratia: ≥ 3 per facility/6 months 
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http://www.dshs.state.tx.us/default.shtm


2012 HAI Pathogen Data 

• As of January 3, 2013… 
– 2,056 Isolates 
– 1 VRSA, 1 VISA, 1 Salmonella, 4 Invasive Strep 

64 

Notifiable HAIs for 2012 1 2/3 4 6/5 7 8 10  Total 
BSI 
Salmonella enterica     1         1 
Streptococcus group B 1 1           2 
Streptococcus pneumoniae       1 1     2 
VRSA*       2       2 

SSI 
VISA**   1           1 

Total 1 2 1 2 1     7 
 * Not true cases 
** Still under investigation 

http://www.dshs.state.tx.us/default.shtm


We can look at data- categorize and 
trend 
Predetermined thresholds  



We can now pull data on any NHSN reporting facility 
Only for data they have conferred or given DSHS right of 
access 
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Contact Information 
• HSR 6/5S  Bobbiejean Garcia 

– Bobbiejean.Garcia@dshs.state.tx.us 
– 713 767- 3404 

• General Reporting Questions 
– HAITexas@dshs.state.tx.us 

• HAI Reporting/TXHSN/NHSN Questions: David 
– David.Rhinehart@dshs.state.tx.us 
– 512.776.6878 

• User Names/TxHSN Questions: Jessica 
– Jessica.Presley@dshs.state.tx.us  
– 512.776.6488 

• HAI/General Reporting Questions: Jennifer 
― Jennifer.Vinyard@dshs.state.tx.us 

 

Presenter
Presentation Notes
We want to encourage folks to email questions. All three of the content experts monitor this mailbox so the one with the most expertise can answer the question in a timely manner. David is responsible for informing facility contacts how to use and understand TXHSN and NHSN. He answers questions via email, phone and training presentations.Jessica maintains the HAI electronic reporting system, called the Texas Health Care Safety Network (TxHSN).  She can also answer most Texas reporting questions and NHSN questions.Jennifer pulls reports out of NHSN for upload into TxHSN and will analyze the data to look for trends and identify outliers that require follow-up (such as additional training or a site visit for outbreak investigation).

mailto:Bobbiejean.garcia@dshs.state.tx.us
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