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HAI QIA Update

NHSN Updates

Network 8 ini ated the Healthcare Associated Infec on Learning and
Ac on Network (HAI LAN) Quality Improvement Ac vity (QIA) in
April. Eighty‐six facili es were chosen to par cipate in the QIA, and
the selec on was based on bloodstream infec on (BSI) data, as re‐
ported to the Na onal Healthcare Safety Network (NHSN). QIA facili‐
es are required to conduct monthly hand hygiene observa ons,
catheter connec on/disconnec on observa ons, and fistula/gra
cannula on observa ons, using the Centers for Disease Control and
Preven on (CDC) audit tools. The summary results of these audits
are reported by facili es via NHSN, and the Network then reports the
results to the Centers for Medicare and Medicaid Services (CMS).
Training was held, via webinar, for all QIA facili es on April 1. The
CDC provided guidance on performing the CDC audits, as well as, en‐
tering the audit summary results into NHSN.
On a monthly basis, CMS receives a summary of the percentage of
facili es that have successfully completed the minimum number of
required audits. Summary results are as follows:

Hand Hygiene
Observa ons
(minimum of 30)

April

May

June

July

83.7%

87.2%

89.5%

95.3%

Bi‐annual Surveillance Re‐
view
Bi‐annual surveillance reviews were
conducted throughout the month of
May. Twenty facili es (10 with high BSI
rates and 10 with low BSI rates) par ci‐
pated in phone interviews. Facili es
were assessed on their knowledge of
NHSN data collec on and repor ng pro‐
tocols. A need for further educa on on
the following NHSN topics was iden ‐
fied for all facili es:
 Event Defini ons and Key Terms
 Vascular Access Types
 Denominator Repor ng Instruc ons
The next bi‐annual review will be held
with 20 new facili es in October.

Monthly NHSN Data Quality
Checks
Why is the Network
reviewing your facility’s data?

Catheter Connec‐
on/Disconnec on
Observa ons
(minimum of 10)

83.7%

87.2%

86.0%

95.3%

Fistula/Gra
Cannula on
Observa ons
(minimum of 10)

82.6%

87.2%

84.9%

95.3%

As a reminder, if your facility is a required par cipant in the HAI QIA,
we ask that audit results are reported in a mely manner to NHSN.
If you are having trouble accessing NHSN, please contact Kris
Durham at 601‐936‐9260 or kdurham@nw8.esrd.net.

ESRD Networks have partnered with
CDC to improve NHSN Dialysis Event
Surveillance data quality. NHSN data
needs to be completely and accurately
reported, according to the Dialysis
Event Protocol, to make meaningful
comparisons across facili es, and to in‐
form infec on preven on ac vi es.

What is the Network looking for
when reviewing facility data?
continued
Network 8 uses NHSN reports to look
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for “red flags”, outliers or unusual trends, which may
indicate data quality issues. Since we cannot determine
whether the data entered by your facility are correct or
complete, we will reach out to your facility to verify
what has been reported.

What should you do if you receive one of the
following messages from Network 8?
1. “Your facility has been iden fied as having unusual
changes in pa ent census (denominators) from
one month to the next.”
 Run the “Line Lis ng‐All DE Denominators”
report, and compare the report to your facili‐
ty records.
2. “Your facility has been iden fied as repor ng unu‐
sual vascular access data.”
 Run the “Line Lis ng‐ALL DE Denominators”
report, and check the vascular access type on
this report with your facility records.
3. “Your facility has not reported any dialysis events
for ≥ 3 consecu ve months.”
 Run the “Line Lis ng‐Frequency of Dialysis
Events” report and check to see if there are
months when “0” dialysis events were re‐
ported by your facility and, compare the re‐
port to your facility records. Check to see if
any Dialysis Events (IV an microbial starts;
pus, redness, or increased swelling at the
vascular site; posi ve blood cultures) were
missed.
4. “Your facility has been iden fied as not repor ng
any bloodstream infec ons for ≥ 3 consecu ve
months.”



Run the “Line Lis ng‐Frequency of Dial‐
ysis Events” report, and check to see if
there are months when “0” posi ve
blood cultures were reported by your
facility. Compare the report to your fa‐
cility records to verify if any posi ve
blood cultures were missed.

If you receive an email with any of the above state‐
ments, log into NHSN and check to see if your data
is correct. Please respond back to the email, and
let us know if 1) the data was incorrect, and correc‐
ons were made, or 2) the data is correct, and no
correc ons are needed. It is important to note that
facility response rates are tracked and are reporta‐
ble to CMS.

New NHSN Repor ng Measure!!! –
Healthcare Personnel Influenza Vaccina on
Get ready! Beginning October 1, 2015, facili es will
be required to collect Healthcare Personnel (HCP)
Influenza Vaccina on summary data to report to
the NHSN Healthcare Personnel Safety (HPS) Com‐
ponent for the 2015/2016 flu season by May 15,
2016. For more informa on on NHSN HCP Influen‐
za Vaccina on repor ng, visit h p://www.cdc.gov/
nhsn/dialysis/hcp‐vaccina on/index.html.
To get started, your facility’s NHSN Healthcare Per‐
sonnel Safety Component needs to be ac ve. For
informa on about how to ac vate the HPS Compo‐
nent please refer to the link above for illustrated
instruc ons.
More detailed informa on will be provided to all
dialysis facili es in September.

HAI LAN Activities
CDC Video
On March 26, all facili es were emailed the link to the
CDC video, Preven ng Bloodstream Infec ons in Outpa‐
ent Hemodialysis Pa ents: Best Prac ces for Dialysis
Staﬀ. It was recommended that facili es view the video
with their staﬀ in order to serve as a reminder of proper
infec on preven on protocols and to analyze any possi‐

ble gaps in infec on control prac ces at the facility.
Facili es that par cipated were sent a survey to assess
1) if the material was beneficial, and 2) if any prac ce
changes were made. One hundred percent of facili es
stated that the informa on provided in the video was
beneficial to staﬀ, and 20% stated that prac ce chang‐
es were made, based on the contents of the video.

HAI LAN Activities con
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If your facility did not previously par cipate in this HAI
LAN ac vity, you can view the video at the following link:
h p://www.cdc.gov/dialysis/preven on‐tools/training‐
video.html.

nar on an bio c resistant bacteria. The webinar cov‐
ered an bio c resistant bacteria, to include MRSA,
Clostridium diﬃcile‐associated diarrhea, and car‐
bapenem‐resistant Enterobacteriaceae.

CDC Con nuing Educa on Course
In May, all dialysis facili es were provided with infor‐
ma on regarding the CDC’s Con nuing Educa on (CE)
Course, “Infec on Preven on in Dialysis Se ngs”. Dur‐
ing the months of May‐September, facility managers will
receive, by email, power point slides for each lesson con‐
tained in the CDC CE course. Facility managers are asked
to review the course content with their staﬀ during
monthly staﬀ mee ngs. Upon review of all course con‐
tent, staﬀ should be able to 1) list three ways to prevent
catheter infec on in hemodialysis pa ents, 2) describe
how to safely carry medica ons, and 3) describe how to
eﬀec vely perform hand hygiene. At the conclusion of
the course review, if staﬀ wish to receive CEs for com‐
ple ng the course, a course assessment and evalua on
must be completed, using the CDC Training and Con nu‐
ing Educa on Online (TCEOnline) system. The TCEOnline
system can be accessed at the following link:
www.cdc.gov/TCEOnline.

George the Germ
George the Germ, the HAI
LAN mascot, was devel‐
oped to add a fun way to
convey infec on control
messages to pa ents.
George will be used to de‐
liver messages about the
importance of hand hygiene as well as all infec on
control polices in figh ng germs and reducing infec‐
ons in the dialysis facility. George was introduced to
pa ents in the July HAI LAN Pa ent Ac vity. Be on the
lookout for George updates in the near future.

Webinar
On July 7, Dr. Rathel “Skip” Nolan, Professor of Medicine
and Director of the Division of Infec ous Diseases at Uni‐
versity of Mississippi Medical Center, presented a webi‐

If you were unable to a end the webinar, you may
view it on our web page at the following link: h p://
www.esrdnetwork8.org/dialysis‐transplant‐providers/
quality‐improvement/HAI‐LAN.asp.

Pa ent Ac vity
On July 24, facili es were emailed a pa ent ac vity to
print and distribute to all dialysis pa ents. The ac vity
introduced George the Germ, contained informa on
on infec on, and included a hand hygiene word
search. The pa ent ac vity can be found on our HAI
More informa on about the CDC CE course can be found web page under Pa ent Educa on: h p://
here: h p://www.cdc.gov/dialysis/clinician/CE/infec on www.esrdnetwork8.org/dialysis‐transplant‐providers/
‐prevent‐outpa ent‐hemo.html.
quality‐improvement/HAI‐LAN.asp.

Facility Spotlight: Root Cause Analysis Anyone Can Do
This month’s facility spotlight fo‐
cuses on Kidney Center of Cleve‐
land, Tennessee. Kidney Center of
Cleveland con nues to maintain
low BSI rates and Lloyd Smith,
Head Nurse, says conduc ng rou‐
ne root cause analyses is a con‐
tribu ng factor. His ar cle

describes Kidney Center of Cleveland’s
process.
Root cause analysis (RCA) is a popular
and o en‐used technique that helps
people answer the ques on of why
the problem occurred in the first
place. It seeks to iden fy the origin of
a problem using a specific set of steps,

with associated tools, to find
the primary cause of the prob‐
lem, and determine:
1. What happened,
2. Why it happened, and
3. Figure out what to do to
reduce the likelihood that it
will happen again.

Facility Spotlight con

nued

RCA assumes that systems and
events are interrelated. An ac‐
on in one area triggers an ac‐
on in another, and another,
and so on. By tracing back
these ac ons, you can discover
where the problem started and
how it grew into the symptom
you're now facing.
You'll usually find three basic
types of causes:
1. Physical causes – Tangible,
material items failed in
some way (a needle was
contaminated from a man‐
ufacturer).
2. Human causes – People did
something wrong, or did
not do something that was
needed. Human causes
typically lead to physical
causes (employee is not
cannula ng pa ents using
proper technique).

3. Organiza onal causes – A system,

process, or policy that people use
to make decisions or do their work
is faulty (for example, no one per‐
son was responsible for cleaning
machines post treatments, and
everyone assumed someone else
had cleaned machines).
Here are the steps used to find the
RCA of infec ons at my facility.
1. Iden fy pa ents that had ac ve
infec ons for the month, and re‐
port the findings to NHSN as dialy‐
sis events using their criteria.
2. Out of those pa ents that had in‐
fec ons, group those that were
dialysis related or non‐dialysis re‐
lated events.
3. Those that were non‐dialysis relat‐
ed have a separate RCA than those
that are dialysis related.
4. Dialysis‐related infec ons are then
categorized based upon their ac‐

cess catheter, fistula, or gra .
5. Take each separate event and
place in an algorithm that asks
the famous “why” ques on
un l a root cause is found for
this event. Based upon the
findings, the event is then
placed in one of the three
causes above.
6. Looking at those causes, find
the problem and change the
prac ce that is causing the
problem. Most mes, reedu‐
ca on is the key to most prob‐
lems found (having pa ent
clean access on arrival to dial‐
ysis clinic), (not removing cov‐
er over catheter).
7. Assess how well the solu on is
working, and share all findings
with staﬀ.

Why Infections are “Bad” in the Dialysis Setting
Obtained from CDC Staphylococcus aureus in Healthcare Se ngs

Staphylococcus aureus (staph) is a type of bacteria that about 30% of people carry in their noses. Most of the
me, staph does not cause any harm; however, some mes staph causes infec ons. In healthcare se ngs,
these infec ons can be serious or fatal, including:
 Bacteremia, or sepsis, when bacteria spread to the bloodstream.
 Pneumonia, which predominantly aﬀects people with underlying lung disease, including those on mechan‐
ical ven lators.
 Endocardi s, infec on of the heart valves, which can lead to heart failure or stroke.
Staph bacteria can also become resistant to certain an bio cs. These drug‐resistant staph infec ons include:
methicillin‐resistant Staphylococcus aureus (MRSA), vancomycin‐intermediate Staphylococcus aureus (VISA),
and vancomycin‐resistant Staphylococcus aureus (VRSA).
To obtain more informa on on drug‐resistant staph infec ons, you may visit the following links:




Methicillin‐resistant Staphylococcus aureus (MRSA)
Vancomycin‐intermediate Staphylococcus aureus (VISA)
Vancomycin‐resistant Staphylococcus aureus (VRSA)

