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Abbreviations, Terms, and Acronyms

ABUTI Asymptomatic Bacteremic Urinary Tract Infection.
BSI Bloodstream infection
CAUTI Catheter Associated Urinary Tract Infection

Central line-associated bloodstream infection. A laboratory confirmed bloodstream infection
CLABSI where an eligible BSI organism is identified, and an eligible central line is present on the
LCBI DOE or the day before.

Date of Event: The first element used to meet an NHSN site-specific infection criterion

POE occurs for the first time within the seven-day infection window period.

Survey and record review process performed by an external agency to assure quality of

External Validation NHSN surveillance and reporting

EVTs External Validation Tools for specific HAl (CLABSI, CAUTI, VAE, SSI, MDRO, DE)

Healthcare-associated infection. An infection is considered an HAI if the DOE occurs on or
after the 3rd calendar day of admission to the facility (the day of admission to an inpatient

HAl location is calendar day 1). All elements used to meet site specific infection criteria must
occur during the Infection Window Period.
A measure developed for easy electronic infection surveillance using laboratory results
LabID Event . . ) L. .
without the requirement for extensive clinical documentation.
MRN Medical record number.

The number of patients (inpatients and observation patients) housed in a facility inpatient
Patient Days location during the desighated counting time each day and summed for a monthly
denominator report for device-associated infections (CLABSI, CAUTI, VAE) and LabID Events.

SUTI Symptomatic UTI

| Surgical site infection.

Derived from positive laboratory line listings (blood culture, urine culture, and MDRO
positive specimen) or line listing of chosen surgical procedures already entered and
available in official platforms during the validation timeframe from which medical records
are selected for validation.

Sampling Frame

(NHSN) Ventilator-associated event. An objective surveillance algorithm that can identify a
VAE broad range of conditions and complications (including but not limited to pneumonia)
occurring in mechanically ventilated adult patients

Assurance that reported HAI surveillance & outbreak data meet pre-determined

Validation specifications and quality standards.

Member of Public Health Authority branches HAI Surveillance & Outbreak Program that
Validator reviews a facility’s HAI surveillance & Outbreak determinations and methods to evaluate
surveillance program quality, data completeness, and reporting.
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Introduction

ata validation is a process of verifying & checking the accuracy and quality of source data.

extremely important to ensure high-quality HAI surveillance data through accountability and
by identifying, understanding, and correcting problems related to accurate identification &
reporting. Developing a standard approach to HAI data validation is important to ensure accuracy
& completeness of national HAI surveillance data reported via electronic platforms. Validation
supports accuracy of case findings methods.

This document provides guidance for six healthcare-associated infection (HAI) metrics: Central
Line-Associated Blood Stream Infection (CLABSI), Ventilator Associated Events (VAE), Catheter-
Associated Urinary Tract Infection (CAUTI), selected Surgical Site Infections (SSls), Selected
MDRO Lab ID Events & Dialysis Events (DE). In addition, it also provides framework for validation
of data to ensure if there were any undetected and unreported outbreaks. Timely reported
surveillance data helps in early detection of outbreak & further interventions in order to prevent
further transmission.

Purpose & Goals of Data Validation:

WHAT: Validation can be defined as confirming or ensuring that data meet pre-determined
specifications and quality standards.

WHY: To ensure completeness, accuracy & timeliness of HAI Surveillance & Outbreak data in
order to generate reliable, actionable nationwide electronic data that motivates infection
prevention & control efforts, set infection prevention program priorities and measure the impact
of prevention efforts.

WHO: External Validation by Public Health Authority (PHA) branches HAI Surveillance &
Outbreak Program Coordinators.

HOW: Using External Data Validation Tools

WHEN: Every Quarter by adopting structured methodology for selection of hospitals.

External validation:

A survey and review process conducted by external teams related to PHA branches. One or more
trained validators review the hospitals surveillance & outbreak determinations and methods to
evaluate HAI program quality e.g.

— Knowledge and Practices
— Data completeness and reporting accuracy
— Identifying and correcting shortcoming
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Goals of External Validation

1: Evaluate hospital HAI surveillance & Outbreak Process & practices:

— Assess if IC staff are well trained about HAI Surveillance & Outbreak protocols.
— Assess if assigned staff are familiarized with data collection and reporting methods.
— Identify common barriers to complete and accurate data collection and reporting.

2: Educate hospital IC staff on HAI Surveillance & Outbreak Protocols:

— Educate staff about the HAI surveillance methods & Event/s criteria

— Educate staff about the outbreak detection, reporting & management protocols.
— Improve staff data collection and reporting practices.

— Increase staff awareness of reporting data via electronic platforms.

3: Assess and improve the quality of HAI Surveillance data reported via electronic
Platforms:

— Identify under- and over-reported events.

— Check the relevant forms in electronic platform to ensure completeness and accuracy.

— Identify recurrent errors & provide feedback on how to improve data collection and reporting
practices.

4: Seek end user feedback to support continuous improvement:

— Improve the external validation tools and the corresponding documents.

— Develop an optimal and standardized data evaluation methods.

— Improve existing HAI event surveillance and reporting resources & technical errors related to
electronic data reporting.

Comments and Feedback Welcome: PHA HAI Surveillance & Outbreak validation approaches are a work-in-progress and will
improve more quickly with generous input and feedback from those implementing the methods.
Please direct any comments or suggestions for improvement to the GDIPC@moh.gov.sa with the subject line “HAl
Surveillance & Outbreak External Validation Manual.”
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B: External Validation Domains

Public Health Authority external validation includes six metrics for HAI Surveillance
data validation:

mm Catheter Associated Urinary Tract Infection (CAUTI) in Surveillance Locations

Dialysis Events (DEs) in Outpatient Dialysis Settings
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External Validation Process Flowchart
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Trigger for External Validation

— Continuous review of HAI surveillance data reported via electronic platforms &
notice HAI reporting patterns (High HAI rate - Zero HAI rate etc.)

- Review data in weekly meetings & decide for hospitals to be selected for
validation as per steps mentioned later.

TRIGGER - | TRIGGER - Il

High HAI Rate reported for ZERO HAIs reported for 2 consecutive
months in comparison with high device
utilization, large ICU bed size, high
volume of Surgical procedures etc.

! !

2 consecutive months

CLABSI and/or CAUTI and/or VAE CLABSI and/or CAUTI and/or VAE
MDROS andror SSIS Andsor DES MDROs andsor SSIs and/or DES
Choose Hospitals using Method | for Choose Hospitals using Method Il for
hospital Selection hospital Selection

Conduct virtual meetings with Follow protocols for onsite validation
hospitals and assess need for onsite Visit
visit

[ !

Conduct on site visit using HAIl Specific
Conduct on site visit using HAI Specific External Validation Tool
External Validation Tool as needed

NOTE: Once hospitals are selected based on trigger 1 and/or trigger 2, validate all domains during onsite visit.
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External Validation Process Stepwise Approach

A: Pre - visit Preparation:

Read the HAI Surveillance & Outbreak External Validation Manual in its entirety.

Read PHA HAI Surveillance & Outbreak Manuals & HAI-specific External Validation Tools (EVTs) in its entirety.

Ensure validators are trained in HAI Events Surveillance & Outbreak Management Protocols.

Review data in official electronic platforms on daily basis and assess the HAI reporting patterns.

Determine the targeted HAI(s) your branch will validate. (CLABSI,VAE, CAUTI, SSI, MDROs, DEs)

Determine the method of facility selection and number of facilities that will be included in the validation.

Determine the periodic validation timeframe.

Generate datasets from official electronic Platforms.

Using exported data spreadsheet, make final hospital selection as per chosen method.

Review & keep record of electronic data for comparison with manual data during visit (# of Hals, Patient days, device days etc.)

Determine when the site visits will occur.

Obtain Facility Participation:

Contact Facility Infection Preventionist requesting site visit and line listing(s) (use template Letter)

Request pre - selected clinical records derived from line list to be available on the day of the site visit.

Send notification about the planned date & time of validation visit.

Confirm a day before visit about availability of IC team and requested documents on day of visit.

Ensure all required items & tools are prepared.(Laptop, internet access, specific validation tools & training materials etc.)

Conduct on Site Visit:

Introduce yourself & explain purpose of visit in detail.

Request documentation/training evidence of Infection Control Practitioners (ICPs) training.

Conduct staff interview using EVTs & assess knowledge about surveillance process & methodology.

Review of facility location mapping, bed size.

Review data collection tools for numerator & denominator data.

Compare Manual data with electronic data and calculate 5% tolerance interval.

Review pre-selected clinical records derived from line list and identify any undetected/missed events.

Conduct validation rounds to Adult ICU, PICU, NICU, Surgical ward, Dialysis unit & Lab as needed.

Discussion of validation results / provide informal feedback to IC team.

Conduct Training & Education Session according to selected KPI/s e.g. CLABSI Protocols, VAE Protocols etc.

Post Visit:

Create Facility Validation report using excel template.

Share Validation report with facility & key stakeholders.

ODUO=00gooobguoooooood=o0ooouuododn

Follow up with facility for corrective interventions.
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CHAPTER |

HAI Surveillance Data Validation Process
Stepwise Approach

A: PRE - VISIT ACTIVITIES

(To be carried out by PHA branches surveillance team before on site visit)

1: Ensure or update Validator's Expertise in HAI Surveillance & Outbreak Protocols

2: Determine the method of facility selection and number of facilities that will be
included in the validation.

3: Methodology for Generating Data for Validation

4: Notify facilities of the planned validation visit & purpose of visit

5: Request the required laboratory line listings

I I )

7: Request pre selected clinical records in advance for on site-visit

8: Review data in official electronic platforms for comparison with manual data

I}

1) Ensure or Update Validator Expertise in HAI Surveillance &
outbreak management Protocols:

— External PHA branches HAI Surveillance program coordinators/validators must ensure expertise in
surveillance & outbreak management protocols and acquire validation skills.

— Ensure each coordinator has attended sufficient training courses using online & onsite platforms.

— Validation process must be well understood and implemented in order to ensure standardization
in HAI Surveillance & outbreak validation methodology.
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2) Methodology of Hospitals Selection for validation:

Method 1: Prioritizing Facilities with Highest Likelihood of Event Occurrence &
reported HAl Events

Targeted selection:

— This method prioritizes facility selection based on highest likelihood of event occurrence. It is
more likely to select facilities with higher patient volume, and thus a higher HAI rate/higher
expected number of events.

— Targeted selection of hospitals performing high volume, high risk surgical procedures with highest
likelihood of SSI event occurrence are to be validated.

— Refer to table # 1 for number of facilities to be selected.

Method 2: Prioritizing Facilities with Highest Likelihood of Event Occurrence but
with few or ZERO reported events

— This method prioritizes facility selection who have reported zero or very few events and have a
high expected number of events.

— Facilities who have high patient volume, ICU bed capacity, high device utilization ratio etc but
reported zero or few HAI events.

— HAI data validation efforts have demonstrated that underreporting of HAI events continues to be a
concern.

— Refer to table # 1 for number of facilities to be selected.

Method 3: Stratified Random Sampling :

—  Applicable to Healthcare Facilities with bed size 200 or less, with small ICU size and low device Utilization ratio)

(Total Sample size =15)
a) Fewer than 15 facilities: Validate them all
b) More than 15 facilities: Divide in Strata 1 & Strata 2 as mentioned below

Divide the total facilities in the sampling frame into two strata:

a. Stratum 1: Includes all facilities in the sampling frame that have a bed size of 1-100
b. Stratum 2: Includes all facilities in the sampling frame that have a bed size of 101-200.

Stratum 1: (Bed size 1-100) - (Choose 5 hospitals)

a. If there are 5 or fewer facilities within Stratum 1, select all facilities within Stratum 1 and proceed to Stratum 2.
b. If there are more than 5 facilities within Stratum 1, use the following formula of random selection to get sample
size of 5.
Example:

— If the total number of healthcare facilities (HCF) with bed size 1-100 in PHA branch are = 40

- Divide Total HCF/5 =n (40/5 = 8t

- Choose every 8™ Facility to make complete set of 05 healthcare facilities (HCF)
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Stratum 2: Bed size (101-200) - (Choose 10 hospitals)

a. If there are 10 or fewer facilities within Stratum 2, select all facilities within Stratum 2.
b. If there are more than 10 facilities within Stratum , use the following formula of random selection to get sample
size of 10.

Example:
— If the total number of healthcare facilities (HCF) with bed size 101-200 in PHA branch are = 60
- Divide Total HCF/10 = n (60/10 = 6* )
—  Choose every 6" Facility to make complete set of 10 healthcare facilities (HCF)

Total Sampling Frame = 15 (5 facilities from Stratum 1 & 10 facilities from stratum 2)

NOTE:

—  PHA Branches coordinators may also choose hospitals based on previous experience in data analysis & reporting
patterns in order to prioritize which HAls to validate.

—  Some hospitals with small ICU bed size may have high volume of chosen surgical procedures e.g. C-section that may
also be included in SSI validation as priority.

—  Alternatively, branches can focus validation on HAls with unexpectedly high rates to assist facilities with
prevention.

Table 1: External Validation Facility Selection Methods Comparison

Method | ~ Methodll Method Il
Prioritizing Facilities with Highest
Likelihood of Event Occurrence but with
few or None reported events

Prioritizing Facilities with Highest
Likelihood of Event Occurrence

Stratified Random Sample

This method prioritizes facility These facilities reported zero or very

selection based on highest likglihood of || few events and have a high ﬁ‘;’zlfi‘;?:sliVEEhHE:Jt;in;O 0or
Target event occurrence. It is more likely to predicted number of events. 0 ith small ICU si nd |
criteria select facilities with higher patient €ss with sma Size and low

volume, and thus a higher device Utilization ratio)
)

predicted/expected number of events.

What type of || Focuses on larger healthcare facilities Focuses o‘nfpo'tlg n.t'altrl]" ntd er ted Focuses o: :'ewewmg la . h
facilities are || with high exposure volume, and thus reporters: facilities tha repore representative samp'e in eac
selected? high predicted/expected e\,/ents very few events yet have a high PHA branch with hospital size
: ghp p : predicted number of events. 200 & less beds

Facilities are arranged in descending a.  Facilities are stratified by

Ranking order according to high HAI rate Facilities with high bed capacity & bed size.
algorithm reported in specific time frame chosen ?Elégf H/:‘I exlglcilsure but reported - Bedsizeof 1-100
for validation or rew S. - Bed size of 101-200
a) t2: or fﬁwer facilities: validate a) Fev.ver than 30 facilities: a) Fewer than 15 facilities:
em a validate them all validate them all
b) 21 to 149 facilities: at least 18
targeted facilities plus a 5% b) 30 or more facilities: b) 15 or more facilities:
Number of random sample of remaining 30 facilities, distributed choose 15 facilities
fL;r:ili(taire(s) facilities between Stratum | and Il distributed between
c) 150 or more facilities: select at s Stratgm 1and2as
least 21 targeted facilities plus a Stratum d’é:; glmes who have described above.
5% random sample of remaining reporte -¢e.v¢-ants
facilities. Stratum II: Facilities who reported
ew events
f t:

4 " |
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3) Methodology for Generating Data for Validation:

STEPS:

Access Power Bl Dashboard & generate data sets
Choose ICU Surveillance from list in left navigation panel.
Use filter to select time frame for validation Period
Choose export data from dropdown list.
Choose summarized data & and export an excel spreadsheet
Open excel sheet & assign bed capacity for each facility.

Sort the healthcare facilities based on type of methods chosen for facility selection e.g. Method 1:

sort facilities in descending order (highest to smallest HAI rate) according to type of KPI chosen
for validation e.g. CLABSI rate in facilities from Ist Jan - 315t March 2025 (Quarter-I)

Usual trend in your region will guide you in selecting specific methodology e.g. if a region has high

number of facilities with zero or underreporting issues choose method-2.

STEP 1: Access Power Bl Dashboard

Power Bl Home

1
i
i

@
[ Recommended
5.9 AadlSa : Gals Cuan & gl dadlsa ;
S You frequently open this Popular in you
[5:]
Aoy
hey
®
m
%
© Recent ¢ Favorites EB My apps

(5 308 AabS Gy am

Untitled Scorecard

I Untitled Scorecard

&2 From external orgs

e an

Type
App
Workspace
Semantic model
Semantic model

Report 9

STEP 2: Choose ICU Surveillance from
left navigation panel

Masks (other)

Slslyall

o I ICU Survaillance

(020)
Directorate Facility Sector Facility Type Health Care Facility ICU Type
ol ll iy iyl 53 Mutpie selectons v It v al
© Riyadh Health Affairs 133,279 34,203 45 0.26 132 44944 26 0.34 0.58 38,505 2
SAUDI GERMAN HOSPITAL | 7,253 2,494 & 034 321 748 0 010 000 1,741
DALLAH HOSPITAL 6749 1,575 5 023 317 1,702 4 025 235 1620 3
Medical Surgical 3,172 882 5 028 567 1495 4 047 268 1149 3
Neonata ar 2445 557 0 023 000 0 000 000 420
Medical Cardiac 788 n 0 0.09 0.00 179 0 023 0.00 28
Pediatric Medical/Surgical 344 65 ] 019 000 28 0 008 000 23
= hayat national hospital 6,409 1,205 1 0.19 0.83 2,299 2 0.36 0.87 2597 1
Medica 4126 969 1 023 103 2293 2 056 087 1700
Pediatric Medical 139 170 0 0.12 0.00 6 ] 0.00 0.00 680
al Intensive Care 888 66 0 0.07 0.00 0 0 0.00 0.00 217
© North Riyadh Hospital 5933 799 1 0.13 125 1,772 2 030 1.13 1,047
Medical Surgical 3,086 577 0 0.19 0.00 1,618 2 052 124 831
Total ' 133279 34203 45 026 132 44944 26 034 058 38505 2
I

« Biport v (3 Subscibe O Setzlent

ICU Surveillance

10



STEP 3: Use filter to select time frame
for validation Period

Data updated

Trainees

Healthcare f

System Users

wpliance

‘ompliance

mpliance

General Overview

1CU O

ICU Surveillance

o

AR
o

Surveitance Pariod

Directorate

dhbias amall g3l
Directorate

Health Affairs

Medical Surgical
Neonatal Intensive Care
Medical Cardiac

Pediatric Medical/Surgical

Medical

Pediatric Medical

Neonatal Intensive Care
e

Medica susyicu.

Total

Facility Sector

Muttiple selections

133,279 34,203

2,494

1,575
882
557
n
65
1205
969

6,749

66

ICU Surveillance

Facility Type

Al Al

~ ~N
B vNoonmNOooassOR
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STEP 4: Choose export data
and extract excel worksheet

Health Care Facility

38,505 249

0
3
3
n

0.41

Click
Here

Share
Add alert

Add a comment

) bxport data

Sho Lable
Spol
Getinsights
Son descending
Sort ascending

Sortby

6.47

STEP 5: Choose Summarized Data

c  appf

e

P
(sl AadSa ; Gy (pan.

Jusss Bazg - pals po>

Trainers

Trainers Details

Trainees

Trainees Details

Healthcare Facilities

System Users

% Compliance

% Trainers Compliance

% Trainees Compliance

Masks

Masks (other)

Slshall

General Overview

ICU Overview

ICU Surveillance

ICU Devices : Vent

& Go back

Data updated 4/23/25 ~

€ D file v & Share v

Directorate

Riyadh Health Affairs
SAUDI GERMAN HOSP
= DALLAH HOSPITAL

Medical Surgical

Neonatal Intensive Caf

Medical Cardiac

Pediatric Medical/Surg
hayat national hospita
Medical

Pediatric Medical

Neon: ntensive Carf
North Riyadh Hospital
Medical Surgical
Total

e Export v

9 Subscribe

Q Setalert

ICU Surveillance

Which data do you want to export?

Export your data in the format that suits your needs. If you have a lot of data, the number of

rows you export might be limited depending on the file type you select, Lear more abo

exporting data

if

Data with current layo

s data in the sa

Export 1

File format

xlsx (Excel 150,000 row max)

1 133,419 34,203

®
o

Summarized data

e -

4> v.co 1.3¢

(cility

u.34

ICU Type

38,505

0.29 6.47
024 230
0.24 20.99
036 2002
017 476
0.04 17857
0.07 17391
041 424
041 6.47
049 0.00
024  0.00
0.18 287
0.27 3.61
0.29 6.47

11
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STEP 6: Export excel worksheet

data (49) xisx
18348 - Bone

&

o Successtul export
Your data was exported

ICU Surveillance

Directorate

Facility Sector Facility Type Health Care Facility

ICU Type

e, gl gianl hau ons - a v a v a

Patient Days

e - 133,279 34,203 45 0.26 1.32 44,944 26 0.34 0.58 38,505 249 0.29 6.47
B 7.253 2,494 8 0.34 3.21 748 o o.10 0.00 174 4 0.24 230
2. et 6,749 1,575 5 0.23 317 1,702 4 0.25 2.35 1,620 34 024 2099
Medical Surgical 3172 882 S 0.28 567 1.495 4 0.47 268 1149 23 036 2002
Neonatal Intensive Care 2,445 557 Q 023 0.00 o o 0.00 0.00 420 2 017 476
Medical Cardiac Tas n 0 0.09 0.00 179 0 0.23 0.00 28 5 0.04 17857
Pedialric Medical/Surgical 344 65 0 019 0.00 28 o 0.08 0.00 23 4 007 17391

B 3 6,409 1,205 1 0.19 0.83 2,299 2 0.36 0.87 2,597 11 041 424
Medical 4,126 969 1 0.23 1.03 2,293 2 0.56 0.87 1,700 1" o4 6.47
Pediatric Medical 1,395 170 0 012 0.00 6 o 0.00 0.00 630 0 049 0.00
Neonatal Intensive Care 888 66 0 0.07 0.00 Q o 0.00 0.00 217 Q Q.24 0.00

B8 . _— 5,933 799 1 0.13 1.25 1,772 2 0.30 1.13 1,047 3 0.18 2.87
Medical Surgical 3,086 577 0 0.19 0.00 1618 2 0.52 1.24 831 3

027 361
034 058 38505 249 029 6.47

N
1P

Total ’ 133,279 34,203 45 026 132 44,944
I

STEP 7 : Sort the healthcare facilities based on type of methods chosen for facility
selection using extracted excel spreadsheet

ﬂ Name of Facility ! Bed Capacity ﬂ ICU Type patient Days for ICU ! CLDAYS ! # of CLABSI ' CLABSI_RATE I
Health Affairs MM 200 Medical Surgical 538 174 2 11.49425287 0.323420074
Health Affairs ™ 450 Medical 2,122 470 3 6.382978723 0.221489161
Health Affairs XX 550 Medical Surgical 3,172 882 5 5.66893424 0.278058008
Health Affairs AA 950 Medical Surgical 2,826 1511 7 4.63269358 0.53467799
Health Affairs BB 130 Medical 3,089 309 1 3.236245955 0.100032373
Health Affairs cC 150 Medical Surgical 1,167 331 1 3.021148036 0.283633248
Health Affairs DD 220 Medical Surgical 3,174 864 2 2.314814815 027221172
Health Affairs EE 330 Medical 3,079 876 2 2.283105023 0.284507957
Health Affairs FF 240 Medical 1,926 470 1 2,127659574 0.244029076
Health Affairs GG 490 Medical 4,126 969 1 1,031991744 0234852157
Health Affairs HH 750 Medical Surgical 2,557 1,202 1 0.831946755 0.470082127
Health Affairs ] 120 Medical Surgical 3,086 577 0 0.186973428
Health Affairs KK 140 Medical Surgical 2,932 668 0 0 I 0.227830832
Health Affairs QQ 330 Medical Surgical 2,668 2,004 0 0 0751124438
Health Affairs RR 400 Medical Surgical 2,311 748 0 0 | 0323669407
Health Affairs sS 200 Medical Surgical 2,245 381 0 0 0.169710468
Health Affairs T 150 Medical Surgical 2,007 1,288 0 0 I 0.641753861
Health Affairs U 350 Medical 1,842 290 0 0 0157437568
Health Affairs W 400 Medical Surgical 1,751 234 0 0 l 0.133181559
Health Affairs WW 650 Medical Surgical 1,562 363 0 0 0.232394366
Health Affairs XX 1200 Medical 1,559 226 0 0 I 0.144964721
Health Affairs 1z 875 Medical 1,549 706 0 0 0455777921

Method 1: Sort facilities in descending order (highest to smallest HAl rate) according to type of KPI chosen for
validation e.g. CLABSI rate in facilities from Ist Jan - 31°* March 2025 (Quarter-I)

12
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STEP 8 : Choose hospitals based on selection criteria in each method and proceed
with further validation steps (Refer to table 1)

Examples of facility selection calculation:

PHA Branch - A: HAI coordinator has chosen to validate VAE data for Quarter | 2025.
Total number of facilities in the region are 17. Based on validation guidelines all 17 facilities will be contacted to
participate in the external validation.

PHA Branch - B : HAI coordinator has chosen to validate CLABSI data for Quarter | 2025.

There are 85 facilities in the Region. Based on the validation guidelines the coordinator will need to select 18
targeted facilities and an additional 5% sample of randomly selected facilities.

18 + [(85-18) x 5/100] = 67 x 5/100= 3.35 (rounding to the nearest whole humber)

18 + 3 = (21 facilities selected for validation in region B)

4) Notify facilities of the planned validation visit & onsite activities:

— Use the official letter template & inform healthcare facilities:

1) Evaluation of surveillance practices within your facility & to assess if HAI Event surveillance &
outbreak protocols are well understood and carried out in hospitals.

2) Data quality evaluation of hospital data that are reported via official electronic Platforms.

3) Areview of pre-selected patient clinical derived from line lists, including both paper charts and
any electronic records, to assess the completeness and accuracy of the data.

4) Validation rounds to AICUs, PICUs, NICUs, Inpatient Medical/Surgical ward & HDU etc.

5) Education for facility staff about HAI surveillance & outbreak, use of the electronic platforms,
and common reporting errors and their causes.

— Request the following data prior to validation Visit :
a) Request the required laboratory line listings -:

- To ensure that facilities are accurately identifying and reporting HAls via official electronic Platforms
—  Submit the following line lists required before the tentative date of visit.

13
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HAI Event to be

Request to Facility for Line Listing

Validated
CLABSI Line listing of positive blood cultures from HESN-reporting surveillance locations, where
organism(s) was identified with patient MRN and admission dates, specimen details etc.
CAUTI Line listing of positive urine cultures from HESN -reporting surveillance locations (non-
NICU) with patient MRN and admission dates, specimen details etc.
VAE Line listing of Positive Cultures from respiratory specimens e.g. Endotracheal aspirate,
Bronchoalveolar lavage (BAL), lung tissue, sputum etc.
MDROs Inpatient specimens positive for Targeted MDROs (ESCKAPE-C) from HESN-reporting
surveillance locations.
SSI Line list of positive cultures e.g. wound swab etc. & Surgical Procedures line list
Dialysis Events | Line listing of Positive blood cultures (PBC), IV antimicrobial Start & Local Site Infection

Structure of Laboratory line listing
Template positive culture line listing

Facility Date of Date of Date of si . Date of Organi
i : igns & ganism ..
Admission Age Location unit Diagnosis | Device Device Syn%ptoms Spt:cnzen Sample name Decision
Date Admission lmse[tISr’m (r"emlp\;a‘l yP collection MDRO? HAI/CAI
applicable] e

Example: CLABSI Validation

— Include all positive laboratory (blood culture) in line listing from all surveillance locations (SLs).
(AICU, PICU & NICUs)

—  Obtain a complete list of positive blood cultures (PBCs) collected from all surveillance locations (SLs).

—  Includes all PBCs taken:

o During surveillance location/s (SLs) stay
o Day of transfer from the surveillance location/s (SLs)
o Day following transfer or discharge from the surveillance location/s (SLs)

b) Review line lists & select patients /cases for further validation:

— Review the line list in detail and ensure all data is complete.
- Select the specific patients / cases from list after reviewing laboratory line listings that

need further validation. e.gq. patient/s likely meeting specific CDC-NHSN criteria as per line list missed
by ICP but needs further review of patients clinical information.

— Choose clinical patient information corresponding with the HAI(s) being validated VAE,
CLABSI,SSI etc

14
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c) Request pre - selected patients clinical data in advance for onsite-visit.

- Request pre - selected patients clinical data in advance of the facility site-visit after
reviewing the line lists submitted by hospital.

- Inform the ICP of the selected clinical records to be arranged for access on day of visit.

- Specific clinical records should be requested for each HAI reviewed: for example for
VAE: RT notes for ventilation parameters PEEP-FiO2,ABX,WBC count & relevant clinical
information as per criteria for each HAI etc.

- Specific clinical records for patient who underwent chosen surgical procedure/s with any
subsequent readmissions within 30/90 days following the procedure, procedure
information & relevant clinical information as per criteria for each SSI category.
(Superficial, Deep, Organ/Space)---to be arranged for on site validation

- For LabID Events, access and review all laboratory results in the specified validation
period.

- Patients can be selected for further validation from line list of patients under SSI
surveillance or ICU Surveillance already entered in electronic platform in addition to line
lists provided by hospitals for chosen validation time frame.

EXAMPLE:

|
| Number each patient’s
ine Li s | Sample Blood Culture Line List
Blood Culture Line List aitures ample blood Cuiture Line LIS
Patien _Jpatient _[wme 5o e Spocimen [Accts_Collection |culture _[Organism Translation ___[FinalDate _|location _[admitdate I
bedefs [Merk (1234000 [M %1 blood [89721 _[1/10/2022_|Blood Culture [MRSA PEEEE 171072022 Mark 1234000[M 1/10/2022[Blc0d Cutire__[MRSA 1/1572022]6R 110202
s rens s 5= Sood [s9255 [2/16/2072 [mleod cuture [staph remonevs 120 = im0 e [Rew FEELTI T6/2023]Blood Cutire.__[Staph hemayikus S/20TER 216708
sffona_JRene 12345111 [F s biood 420285 [1/16/2020 |Blood Culture [Stagh hemohvticus LD AN 273672022 o Rew uss1Lle 2/16/2022/Blood Cukure_|Staph hemolyticus AN9/2012ER /1672022
manala JAima |667895  [F Eﬂ blood 398155  |3/12/2022 |Blood Culture [Staph Coagulase Ne, HeEniinl ncology  |3/12/2022 3 ] [‘lm 667895[F 3/12/2022(Blood Cukure [Saph Coguiase Negaxive: 3/19/2022[0rcology smpm
manala_ JAL lee7ess Ir m blood Blood Culture [Kisbziells Peumani |ocpatent [sr272022 | aferais __[Aima 657895]F 3/12/2022[Blood Cutwe__|KiebseliaPnumonize. 3716/2022) en_| 371272022
manal: Sorted by name F blood 308782 [3/12/2022 [Blood Culture [Kiebsie lla Pre umonis ] outpatient [3/12/2022 ajanaia E“ 67895 F 3/12/2022|Blood Cuture 3/28/2022} ient | 3/12/2022
T L blood 599058 _[3/20/2022_|slood & A 3/24 dbz2_|oneology _|3/12/2022 T Jorpren ima. 667895]F 3/24/2022[8l00 Cukwre 3/28/2022/0rcology__| 3/12/2022
= ty  |765432 |F (3 biocd  |570588 |3/26/2022|Blood Culture [Esche richis Goli [s/1/2022 |Medsum[s72772022 5 ety 765432]F 2Blood Cultre | Excherichia Coll 2MetSurg | 3/27/2022
= wy [resez F 66 blood _ [570389 _|3/26/2022_|plood Cuiture [escherichia cal 3/29/2022_|wedsurs_[sfavimmaz ety 765432F 3/26/2022]Blo0d Curure 3R9R0MerSug_| 3/21/2022
faza ty [Fe5432 | 66 blood 570980 |3/26/2022 |Blood Culture |Esche richia Coli [4/1/2022 Med-Sure_ |5/27/2022 ety 2|Blood Cutture. [Echerichia Coli 4 2|M e 3212022
oy |Hal [Fase7a_[m 75 biood [781918 _[4/5/2022 _[8lood Cuture [MRSA Faracaz e [ [/s/20m CR T 345678]M 4/5/2022[Blood Curure__[MRSA 4/82022ER 45002
okoysams [rial Sase7s_|m 75 biood  [781919 [4/5/2022 _|Biood Culture| For the specific time period. 4752022 oaysess___JHal 32567€IM 4/5/2022|Blood Cutwe _[MRSA 3/82022ER /572022
bbbmmss [Roberi (5976987 |M! B blood _[755928 [3/19/2022_[Blaod Culture| i 71512022 [N At ST /R0 o IR 2NN | /2372022
bbbmmss [Robert (8976987 |M B Sood [755328 [8/15/2022 [Biooa cutture [ i e.COSE O1 aNd Q2 2022 here (17151000 S TR T P G SN R | 4192022
bbbmmss [Robert  |8976587 |M B blood 755928 |4/19/2022_|Blood Culture [Cornyform gram positive  [4/25/2022 [er |77 |a/19/2022 et = oot RO STETET TR Sz
e L o7 o o e ] e e ) S —
B e e e T 200 L —— o
bbedafs [Butch |3567546 |m B blood  [311595 [5/8/2022 _[Blood Cuture [MRSA = s/5/2022 5 TSN A Biosd Cae— Wk & Sipniz
bbbedafs |putch  |4567546 |m P blood  [311595 [5/8/2022 [Blood Culture [MRsA 5/11/2022 e 5/9/2022 2557546|M 5/8/2024Blood Curre MRS SAL2023]ER S/9R022
bbedafa |Butch [3567548 |m1 = blcod |—!ussn 5/15/2022_[Siond Culture [MRSA /172022 ficw /572022 oI G c B FE o1 SRR
bbbedafs [Butch _[a567546_|m1 B biood (251915 _|5/18/2022_|Biood Culture [ViRsA s/21/2022_|icu 5/5/2022
e ‘r_-. = I ,,,,, v [T Gl G T = ro/r00e e N ‘nﬁ{\ Some patients may have —| :’,:”zﬁi
rpopu_|Dorla _|4556436 |F B biood _ [21578 _[5/7/2022 _|Blood Culture [Staph Capree S0 JER 57772022 4356436]F 5/7/2022]8100d Curwre 7| More than one culture drawn [ [ 570
;;;;; m_|Anna _[3as3sas |F 3 biood _[s5255 [5/4/2022 _[Blood Culture [stash Cosgulase Negatve [5/6/2022 _JER 5/2/2522 3453545 F e | within the time frame 532022
arrpom_|anna 3453545 |F 6 blood  |55255  |5/4/2022 |Blood Culture [Carnvform gram ER 5/3/2022 3453545(F 5/4/2022{Blood \7(
T T T F = blood  |90919 |6/1/2022 _|slood Culture [starh Goagulsse o/sr202z__Jew 6/2/2022
bddfg _|Christina_[8234543_|F 78 bicod |s2189  [6/7/2022 _|Biood Culture [Candida Glsbrats [e/armzicw o/5/2022 9453576|F 6/172022|Bloog Curure Negative
cbddfe__[christina 6234543 |F 79 blood [s2702__|6/7/2022 _|elood Culturs [candida Glabrata o/s/2022_|icu o/5/2022 Bl 2
ccldggf? Doug [8345623 M 83 bloed 787888  |6/12/2022 |Blood Culture [Streptococcus Mitis 6/15/2022  [ER (6/12/2022 B2345431F 2 Cuture L Glabrata
cddgeff _[ooug _[s3asezs_|m [&= biocd 787885 [6/12/2022_|[slood 6/15/2022_[en 6/12/2022 Ss6shd 2/202208 cod Culkire
ug_ [s3asezs o = bloos 19789 [e/29/20 |siood 6/z8/2022_|jcu 6/12/2022 sssesi Y12/2022piood ke etoccus Mkls
e 7234 [m B biood _ [58215_[5/15/2022 |Blod 6/18/2022_|em 671572022 . e
Jasszass |r = oos—[558805 [812/2022 [piooa curare Jstorn sz eu s 2572022 o STEANM foootunse mi
leaszass | A biood  [s0917 [6/15/2022 [Biood Culturs [sta 61872012 Jicu /2972022 — — . EE oo :
s [ose4735 ¢ 70 blood 555578 |6/22/2022 |Blood Cu 6/25/2022 |icu [5/18/2022 9564735 |F 5/22/2022] awkm Probable C:
s [osearss |F 70 biood  [555578 [6/22/2022_|Blood Culture [sts 6725202 |icw 572872022 ST “$722/20228i00d Cukre R NG
sssss F 3 blood [s19970 |6/30/2022 |Blaod Cuture [staph nemins 7/2/2622  |oupatient |s/29/2022

—  From each selected facility, obtain a complete list of positive blood cultures (PBCs) collected from all surveillance
locations:
o Include all PBCs taken during surveillance location stay
o Day of transfer from the surveillance location
o  Day following transfer or discharge from surveillance location
—  Sort each positive blood culture by patient.
- If these cultures are taken multiple days in a row and would be reported as same infection, that is one “event”.(Apply RIT)
—  Highlight each suspected event and request clinical records to verify if matching criteria.
—  Focus if there are any undetected, misidentified/misclassified events in order to ensure accuracy of events reporting.
—  Derive / select patients from line list for clinical records request availability during visit.
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Template of Targeted Surgical Procedures data

Monthly breakdown of selected Surgical Procedures
& Surgical Site Infections (SSls)

Type of Number of Number of
Procedure/s Procedure/s SSlI/s

Procedure 1: Procedure 1: Procedure 1:
January Procedure 2: Procedure 2: Procedure 2:
Procedure 3: Procedure 3: Procedure 3:
Procedure 1: Procedure 1: Procedure 1:
February Procedure 2: Procedure 2: Procedure 2:
Procedure 3: Procedure 3: Procedure 3:
Procedure 1: Procedure 1: Procedure 1:
March Procedure 2: Procedure 2: Procedure 2:
Procedure 3: Procedure 3: Procedure 3:
Procedure 1: Procedure 1: Procedure 1:
April Procedure 2: Procedure 2: Procedure 2:
Procedure 3: Procedure 3: Procedure 3:
Procedure 1: Procedure 1: Procedure 1:
May Procedure 2: Procedure 2: Procedure 2:
Procedure 3: Procedure 3: Procedure 3:
Procedure 1: Procedure 1: Procedure 1:
June Procedure 2: Procedure 2: Procedure 2:
Procedure 3: Procedure 3: Procedure 3:
Procedure 1: Procedure 1: Procedure 1:
July Procedure 2: Procedure 2: Procedure 2:
Procedure 3: Procedure 3: Procedure 3:
Procedure 1: Procedure 1: Procedure 1:
August Procedure 2: Procedure 2: Procedure 2:
Procedure 3: Procedure 3: Procedure 3:
Procedure 1: Procedure 1: Procedure 1:
September Procedure 2: Procedure 2: Procedure 2:
Procedure 3: Procedure 3: Procedure 3:
Procedure 1: Procedure 1: Procedure 1:
October Procedure 2: Procedure 2: Procedure 2:
Procedure 3: Procedure 3: Procedure 3:
Procedure 1: Procedure 1: Procedure 1:
November Procedure 2: Procedure 2: Procedure 2:
Procedure 3: Procedure 3: Procedure 3:
Procedure 1: Procedure 1: Procedure 1:
December Procedure 2: Procedure 2: Procedure 2:
Procedure 3: Procedure 3: Procedure 3:
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5: Review Electronic Data reported via official electronic platforms
before on site visit for Manual Data Comparison:

— Access the electronic platform and check if all domains are complete before the planned visit.
— Check the Numerator & denominator data reported via official electronic platforms.
— Compare with manual data during on site visit.

0 S Rl g o9 e a0

Seha

Jgaa Jiawi

sl e

JE— . escn rgen x . x

aagall giogl 3taill pe Josall o

=m0 e =

famlali b an faniengamanin | et - Pabert N Survariance et Oat

1) Verify if number of currently admitted
patients in all surveillance locations
adult, pediatric & Neonatal ICUs is
matching with patients under
surveillance in HESN Plus.

2) Ensure completeness and accuracy of
data entry by checking the date when
last patient was registered.

3) Ensure End of Surveillance (EOS) is done
for all patients who are discharged/
transferred from ICUs.

4) Randomly check at least 10-20 patients o Opters
from each location to ensure all

relevant forms are filled. e.g. device e ol *mnen X sl ~
information, bundle review, event R v Frocsire Tipe
information & microbiology information P

etc.
5) Verify if number of patients under SSI
surveillance in HESN Plus is matching

Patient ID Patient Name. Patient Surveilla

with current patients under SSI - ; O ow
surveillance according to type of chosen P ; 0] .
procedure. I

6) Randomly check at least 10-20 patients foaure - .
for each chosen procedure to ensure all essisns ; ol
relevant forms are filled. e.g. procedure
information, surgical bundle review, SSI o ’ "
event information etc. s ; 0 B

113 G Details
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1)

2)

3)

Check the MDRO Events data and ensure
all Lab ID Events (Hospital Onset &
Community onset are reported via HESN
Plus. Notice if same HO-MDROs are
reported from same location within
same time frame - contact facility to
verify.

Check the dialysis denominator data and
verify if all HDU patients are registered
in HESN plus on Ist & 2"¢ working days of
each month & Dialysis Events reported
during the month including the transient
patients.

Click on Events Tab and export events
line list for the chosen surveillance
period.

CLABSI

. CAUTI
M. Adult VAE

Ped VAE
Ssl

VI. Dialysis Event

VII. Non Device Associated Event

Search ptians

Fatient ID

Requirod actions v

Client 1D Patient Name

1047130818

1040144475

110008248378

1000234868

1208408342 e =

MDRO Event (1157)

Event Type v Event date from

EveniTypa  Event Creation Date

KDA-MDRD 30/04/2025

DA-MDRO 30/04/2025

Koa-MORD 30/04/2025
KDA-HORO

30/04/2025

0A-MORO 2010412025

x Event deleto =
Reguira Action? Event Date Details
2025-04-23 ‘ Details. I Cancal Event
2025-04-18 ‘ Details. Cancel Event ‘
2025-04-19 ‘ Details. Cancel Event
2025-04-23 ‘ Details l l Cancal Evant ‘

Faters W - e x x
Recees etions - v
Pt Pitint e Reauire aton? owtals
¥ Dt
o] Dutain
151z 173512025 Detsils
I s Detail
Taz2ssss s Detsil
Tantan s Detsil
eI Detsils
Events(1228)
Search Options
Event Creation Date - From K EventCreation Date-To x Repion Has
Fvent Type
Search
Adub VAE
caum
cLags!
Distysis Event ity Event Creation Dat Event Type Event Name No.Org & Sensitivity  Event Date Details
1000377687 3010412025 Dialysis Event Dialysis Event Form 0 2025-04-16 | Details
At Ventitator Aszocisted
1099718576 3010612025 Adult VAE v 2025-04-18 Details
Praumonia Infsction Event Farm
1014485209 300412025 Dialysis Event Form 0 2025-04-27 | Details
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Example: Compare number of CLABSI Events reported Via official electronic
platforms during chosen surveillance period & notice any discrepancy.

adhing &anll jgdill anlall &panll (e ja40

s9mall axola ot guin &)
Events(39)

[search Optians

2025-01-01 x 2025-03-31 x Riyadh X ospital
aloaall 88

P ICU Surveillance
2 vy B oynpon 8
sy 515 - gl 2> OO0
Trainers
s Uirectorate Facility Sector Facility Type Health Care Facility ICU Type
ihia) Lauall gV Al v Al v Al v All v
Trainees aammm—
Directorate tatient Days CL_Da #ofCLABSI _DUR CLABSI_RATE UC_Days #ofCAUTI UC_DUR CAUTI_RATE V_Days #ofVAE
e * Health Affairs 134,897 45 25 132 44962 26 033 058 38566 249 0.29
Healthcare Facilfies - Ao 7318 8 .34 3.21 748 0 010 000 1765 4 024
it Ve Neonatal Intensive Care 3776 4 41 2.58 0 0 0.00 000 1004 0 027
: Medical 2,146 3 .22 6.38 748 0 035 0.00 471 4 02
% Complianice Pediatric Medical 1,301 1 .30 2,60 0 0 0.00 0.00 314 0 024
& s Compllae s Medical Cardiac 95 0 .95 0.00 0 0 000 000 0 0 000
i 6,749 5 23 317 1,702 4 025 235 1,620 34 024
Kiabez ke Medical surgical 3172 s |8 567 1495 4 047 268 1,149 23 036
Masks Neonatal Intensive Care 2445 0 .23 0.00 0 0 0.00 0.00 420 2 017
Medical Cardiac 788 0 .09 0.00 179 0 023 0.00 28 5 004
skl Pediatic Medical/Surgicl w o B o0 28 0o o008 000 23 4 o007
Glislyall 3 - 6,409 1 19 083 2299 2 036 087 2597 11 041
N Medical 4126 1 .23 103 2293 2 0.56 087 1,700 11 041
Total 134,897 45 25 132 44962 26 033 058 38566 249 0.29
ICU Overview
ICU Surveillance

Conclusion: Number of CLASBI events reflected in Power Bl Dashboard are (45) in
comparison with Seha Platform (39)
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CHAPTERII

ON SITE VISIT ACTIVITIES

(To be carried out by PHA branches surveillance team members during on site visit)

1: Assess staff knowledge & request documentation of current ICPs surveillance &

outbreak training

[ ]
2: Review of facility location mapping, bed size.
— y pPping —]
3: Review Numerator data collection process & Tools
[ 1
4: Review Denominator methods & documentation
[ 1
5: Structured clinical Records review (Pre - selected)
[ ]
6: Compare manual data with electronic data & establish 5% tolerance interval
l— ]
7: Review care bundles data collection process, checklists & National Strategies
Compliance tools
[ 1
8: Validation Rounds - ICU, NICU,PICU,Surgical Ward,HDU etc
[ 1
9: Conduct ICPs Education & Training Session
[ ]

1: Assess staff knowledge & request documentation of recent Surveillance &
outbreak training:

- Assess staff knowledge and understanding of surveillance process and protocols as per
specific HAI external validation tool.

- Review Surveillance coordinators training documentation, such as a certificate of
successful completion of the most recent on site / online self-paced training modules for
HAls & Outbreak management.

- Annual training is mandatory for all hospital surveillance coordinators.

- Refer to page # 8 for training resources & links
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: Review of facility location mapping, bed size:

Review facility location mapping & bed size for each critical care unit.
Check if the surveillance locations are accurately identified and matching with official
electronic platforms.
Correct Location Mapping is important because like populations are believed to have similar
risks for healthcare-associated infections (HAIs)

—  Similar medical devices

—  Similar invasive procedures

— Similar host factors affecting susceptibility

80% rule should be applied. If > 80% of patients are of a certain type, then that area is
designated as that type of location.

Example:

If > 80% of patients in an ICU are adult patients with medical problems, the area would be
mapped as an “Adult Medical ICU” (100% of the patients in this unit would be included for surveillance)

If there is mix of patients in a location serving both medical & surgical patients. The mix of
patients should then be a 50/50 to 60/40 mix of medical and surgical patients to label this
location to be Medical / Surgical ICU.

Example 1: An ICU that is 85% Burn patients, 15% Trauma
Location: Burn Critical Care Unit

Example 2: An ICU that is 55% medical and 45% surgical
Location: Medical/Surgical Critical Care Unit

: Review Numerator data collection process & Tools:

- Check surveillance data collection tools / Process (Manual/electronic)
- Ask about surveillance locations, targeted patients for each type of HAI etc.

- Numerator data collection methods & source of data

(Refer to specific External Validation Tools (EVTs) for details
(CLABSI, VAE, CAUTI, SSI, MDROs, DEs)

: Review Denominator methods & documentation:

- Request original records of denominator data collection paperwork, which can provide
insight into the frequency, reliability, and consistency of this task.

- Denominator data collection method (Manual/electronic) for patient days & device days.

- Denominator data i.e. number of surgical procedures for targeted procedure/s.

- Review the manual denominator data collection sheets for specific validation period.

- Electronic denominator counts should fall within 5% of manual counts for three
consecutive months before electronic counts can be used.
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5: Manual Vs Electronic Data comparison & calculating 5% tolerance interval:

Compare manual data with electronic data & establish 5% tolerance interval.

EXAMPLE:
Equation for calculating 5% tolerance interval :

—  Manual Central Line Days count = 164

—  Electronic Central Line Days count = 178

- Eligible 5% tolerance interval = [164+(164 X 5/100)] = 164 + 8.2)
- 5% tolerance interval =155.8 to 172.2

Conclusion: Electronic count 178 falls outside the tolerance interval.

6: Structured Clinical Patient Record Review:

Review of pre-selected patient medical records, including paper charts and any
electronic records to assess the completeness and accuracy of the data reported via HESN

Review previously selected clinical records: microbiology results, clinical diagnosis,
treatment (ABX), Clinical information, readmissions etc.

Rule out the possibility of any misclassification or misidentification as per criteria.

Example: VAE Data Validation:

Choose at least 20 ventilated patients in specific quarter from each location and request
ICPs to arrange required data.

Request VAE monitoring forms for all identified VAEs (VAC-IVAC,PVAP) & VAEs not
meeting criteria as per ICPs to be reviewed during on site visit.

Review medical files (Electronic/manual) to verify VAE parameters i.e. PEEP, Fi02, fever,
WBC count, Antibiotics (ABX) & lab results for respiratory specimens in addition to VAE
monitoring forms.
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Figure 1: Ventilator-Associated Events (VAE) Surveillance Algorithm

Patient has a baseline period of stability or improvement on the ventilator, defined by = 2 calendar days of stable or decreasing daily minimum*
Fi0; or PEEP values. The baseline period is defined as the 2 calendar days immediately preceding the first day of increased daily minimum PEEP or
FiD;.
“Daily minimum defined by lowest value of Fi0: or PEEP during a calendar day ma|§_lf maintained for > 1 hour.
] |
After a period of stability or improvement on the ventilator, the patient has at least one of the following indicators of worsening oxygenation:
1) Increase in daily minimum® FiO; of 2 0.20 (20 peints) over the daily minimum FiO; of the first day in the baseline period, sustained for 2 2
calendar days.
2) Increase in daily minimum® PEEP values of 2 3 cmH;0 over the daily minimum PEEP of the first day in the baseline period’, sustained for z 2
calendar days.
“Daily minimum defined by lowest value of FiOz or PEEP during a calendar day that is maintained for > 1 hour.

*Daily minimum PEEP values of 0-5 cmH;0 are considered equivalent for the purposes of VAE surveillance.
-
{1

Ventilator-Associated Condition (VAC)
It
On or after calendar day 3 of mechanical ventilation and within 2 calendar days before or after the onset of worsening oxygenation, the patient
meets both of the following criteria:

1) Temperature > 38 °C or < 36°C, OR white blood cell count = 12,000 cells/mm? or < 4,000 cells/mm?.

. AND
MatCh W]th 2) A new antimicrobial agent(s) (see Appendix for eligible antimicrobial agents) Is started and is continued for 2 4 qualifying antimicrobial days
CDC -NHSN (as0) .
VAE Criteria Infection-related Ventilator-Associated Complication (IVAC)

On or after calendar day 3 of mechanical ventilation and within 2 calendar days before or after the anset of worsening axygenation, ONE of the
following criteria is met (taking into account organism exclusions specified in the protocol):

1) Criterion 1: Positive culture of one of the following specimens, meeting quantitative or semi-quantitative thresholds" as outiined in
protocol, without requirement for purulent respiratory secretions:

*  Endotracheal aspirate, = 10° CFU/ml or corresponding semi-quantitative result

+  Bronchoalveolar lavage, = 10° CFU/ml or corresponding semi-guantitative result

*  Lung tissue, > 10 CFU/g or corresponding semi-guantitative result

*  Protected specimen brush, 2 10° CFU/ml or corresponding semi-guantitative result

2) (Criterion 2: Purulent respiratory secretions (defined as secretions from the lungs, bronchi, or trachea that contain 2 25 neutrophils and
< 10 squamous epithelial cells per low power field [Ipf, xlOD]]‘ PLUS organism identified from one of the following specimens (to include
qualitative culture, or quantitative/semi-quantitative culture without sufficient growth to meet Criterion #1):

= Sputum

=  Endotracheal aspirate

= Bronchoalveolar lavage

*  Lung tissue

*  Protected specimen brush

3) Criterion 3: One of the following positive tests:

*  Organism identified from pleural fluid (where specimen was obtained during thoracentesis or within 24 hours of chest tube
placement; pleural fluid specimens collected after a chest tube is repositioned or fram a chest tube in place > 24 hours are not
eligible for PVAP)

*  Lung histopathology, defined as: 1) abscess formation or foci of consolidation with intense neutrophil accumulation in
bronchioles and alveoli; 2) evidence of lung parenchyma invasion by fungi (hyphae, pseudohyphae, or yeast forms); 3) evidence
of infection with the viral pathogens listed below based on results of immunohistochemical assays, cytology, or microscopy
performed on lung tissue

*  Diagnostic test for Legionello species

. Diagnostic test on respiratory secretions for influenza virus, respiratory syncytial virus, adenovirus, parainfluenza virus,
rhingvirus, human metapneumovirus, coronavirus

¥ IF the laboratory reports semi-quantitative results, those results must correspond to the quantitative thresholds. Refer Lo Table 2 and 3.
1
1t

~

Possible F (PVAP)
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peep[Fio2| T | T [wec|wac ihinti ihintt VAE Window Period
Date (min) | (min) | min VAE max Antibiotic | Antibiotic
Event Date
Jan 1 10 100 window 2 days before Event Date 2 days after Event Date
Jan 2 5 50
Jan 3 5 40 MV Day No. 10 11 12 13 14 15 16
VAE Day -3 -2 -1 1 2 3 4
Jan 4 5 40 Day 1 of Day 2 of Day 1 of Day 2 of
Worsening oxygenation _ Stability or | stability or [ wersening | worsening
JanS] 8 | €0 o | e | |
Jan 6 8 50 Temperature or WBC € Documentsd within this shaded period—>
abnormality
Jan 7 8 40 Antimicrobial agent €Started on \-nrhm’Trisaéll\::i[:p:;\:(:iand then continued
Jan 8 5 40 Purulent respiratory
Jan 9 5 20 :T(':::’:O:“:::“" & Collected within this shaded period =
histopathology
PEEP | FiO2 T T WBC | WBC I I
Date (min) | (min) | min | max | min | max Antibiotic | Antibiotic
Jan 1 10 100
Jan 2 5 50
Jan 3 5 40 VAC
Jan 4 5 40
Jan5| 8 60 |
Jan 6 8 50
Jan7 8 40
Jan8| 5 40 VA C
Jan 9 5 40
‘ Ventilator-Associated Condition
PEEP | FiO2 T T WEC | WBC I e
Date (min) | (min) | min | max | min | max Antibiotic | Antibiotic l
Jan 1 10 100
Jan2] | [VAC IVAC
Jan3| 5 ——J 991 ] 999 ] 84 | 101 / O\

Jan4| /5 | 40 | 99 1019] 9.9 | 112 Jpezolid JCefepime Infection-related

Jan5| 8 60 | 98%d102.2| 12.1 | 153 A nezolid | Cefepime , . _—
Jan6] & | 50 | 988 |1003] 121 | 174 Cotepme Ventilator-Associated Complication
Jan7 8 40 1968 | 99.1 ] 15.0 | 161 Cefepime
Jan 8 5 40 Cefepime
Jano| 5 | 40 kCefepimeA
‘ PVAP

Dat dJ_EEEu_ELQ.Z_LGmm Stain | Gram Stain Culture Possible Ventilator

- D, i . .
— Possible [2£ mos Associated Pneumonia

Jan VAP
Jan3|/ | 40
5

Jan 4 40 3+ ‘ Klebsiella pneumoniae )
JanSPsf | 60 | o —
Jan 6 A~ N S~
Jan 7 Provided that IVAC Semi-quantitative
was met
Jan 8 J U

Jan9 5 40
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Figure 1: Pediatric Ventilator-Associated Events (PedVAE) Surveillance
Algorithm

Patient has a baseline period of stability or improvement on the ventilator, defined by 2 2 calendar
days of stable or decreasing daily minimum* FiO, or MAP values. The baseline period is defined as the 2
calendar days immediately preceding the first day of increased daily minimum FiOz or MAP.

*Daily minimum FiO; is defined as the lowest value of FiO, documented during a calendar day that is maintained for > 1 hour.
Daily minimum MAP is the lowest value documented during the calendar day.
For patients < 30 days old, daily minimum MAP values 0-8 cm H:0 are considered equal to 8 cmH:0 for the purpases of surveillance.
For patients > 30 days old, daily minimum MAP values 0-10 cmH;O are considered equal to 10 cmH.0 for the purposes of surveillance.

U

After a period of stability or improvement on the ventilator, the patient has at least one of the following

indicators of worsening oxygenation:

1) Increase in daily minimum FiO; of > 0.25 (25 points) over the daily minimum FiO; of the first day in
the baseline period, sustained for > 2 calendar days.

2) Increase in daily minimum MAP values of 2 4 cmH,0 over the daily minimum MAP of the first day in
the baseline period, sustained for > 2 calendar days.

!

Pediatric Ventilator-Associated Event (PedVAE) |

Example 1: Daily minimum MAP is > 4 cmHZ20 greater than the daily minimum MAP during the baseline
period increase in the daily minimum MAP to at least 12 cmH20, sustained for at least 2 calendar days,
would be needed to meet the PedVAE definition).

Daily minimum Daily minimum
MV Day 3 . PedVAE

MAP (cmH20) FiO:z (oxygen concentration, %)

1 7(8) 1.00 (100%)

2 7(8) 0.50 (50%)

3 8 0.50 (50%)

4 8 0.50 (50%)

5 12 0.50 {50%) v

6 12 0.50 (50%)

Example 2: Daily minimum FiO2 is > 0.25 (25 points) over the daily minimum FiO2
during the baseline period

MV Day Daily minimum Daily minimum PedVAE
MAP (cmH20) FiO: (oxygen concentration, %)
1 12 1.00 (100%)
2 11 0.50 (50%)
3 9 0.40 (40%)
4 9 0.40 (40%)
5 11 0.70 (70%) v
6 11 0.70 (70%)
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Sample VAE Data Validation Results

Hospital - A

Numerator Validation

Number of VAEs

YY//MM//DD
Missed, Over identification /
Total # VAEs VA';l/jsn::t;er::cftly Undetected wrong identification
Type of reported via |dentified & VAE/s that were || of VAE/s not matching
Event IS,EHA p|7gc>trm reported via meeting criteria. criteria
(before validation) HESN-Plus
Adult VAEs 6 6 0 0
(AICUs)
Ped VAE
(PICU) 3 3 0 0
Ped VAE
(NICU) 2 2 0 0]
Grand Total 11 11 0 0

Conclusion: No discrepancies observed

Hospital - B

Numerator Validation

Number of VAEs

YY//MM//DD
Total # VAEs Missed, Undetected Wrong
Type of reported via Numcb:rrrgztl\; AE/s VAE/s that were identification of
Event SEHA platform ldentified meeting criteria. VAE/s not matching
(before validation) criteria
Adult VAEs 2 2 2 0
(AICUS)
Pediatric VAE
(PICU) 3 2 0 1
Pediatric VAE
(NICU) 1 1 2 0
Grand Total 06 05 04 missed 1

Conclusion: Some discrepancies observed
4 missed cases & 1 misidentified reported case
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Denominator Data Collection Forms

Denominator Days Form Denominator Days Form
(Adult & Pediatrics) (Neonates - NICU)
e 4
¢ (
]
Surveillance Month: Location: Surveillance Month: Location:
Date of Surveillance: Date of Surveillance:|
()
Birth Weight Categories
No. of Patients No. of Paf No. of Patients No. of Patients
on Central o (T ey on Ventilator <750 gm 751-1000gm  1001-1500gm  1501-2500 gm >2500 gm
Catheters PTS CL  VENT PTS CL  VENT PTS CL  VENT PTS CL  VENT PTS CL  VENT
1. 1.
2. 2.
3. 3.
4. 4.
5. 5.
6. 6.
7. 7.
g' 8.
16 %
1 1' 10.
12. 11.
Ty 12.
14. 13.
15. 14.
16. 15
17. 16,
18. 17.
19. 18.
20. 19.
21. 20.
22. 21.
23. 22.
24. 23.
25. 24.
26. 25.
27. 26.
2:' 27.
29. 28.
30.
29.
31. 30
TOTAL -
Patient days Central line Urinary Catheter  Ventilator days 31.
Days Days
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7: Review care bundles data collection & internal validation process,
checklists & National Strategies Compliance tools:

— Ask about the care bundles internal validation process & compliance rates.

— Ask about the data related to National Strategies Compliance tools compliance.

(Refer to specific External Validation Tools (EVTs) for details
(CLABSI, VAE, CAUTI, SSI, MDROs, DEs)

8: Validation Rounds - ICU, NICU, PICU, Surgical Ward, HDU etc.

— Conduct on site unit visits to assess clinical staff knowledge about the relevant devices
insertion & maintenance bundles, SSI, MDRO & DE bundles.

— Assess if staff are aware about specific National Strategies tools with implementation.

9: Conducting ICPs Education & Training Session:

— Conduct brief training & education session for ICP according to type of HAI event selected
for Validation e.g. VAE, CLABSI, SSI.

— Conduct brief training & education session for ICPs about outbreak detection & reporting.
— Brief training about the electronic platforms & specific national strategies overview.
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CHAPTER III

POST VISIT ACTIVITIES

(To be carried out by PHA branches surveillance team members after on site visit)

1: Creation of Validation visit report.

2: Sharing findings with hospital & key stakeholders

4: Request for necessary corrections and other
recommendations via an action plan

5: Follow up with hospital to ensure corrective interventions
are completed as per agreed timeline.

7
:
:
:

1: Creation of validation visit report :

— Prepare the validation visit report for each specific HAI validated using the excel version
of HAI external validation tool/s. (Excel template)

— Prepare validation summary report for each domain. (see templates)

2: Sharing findings with hospital & key stakeholders:
— Submit validation feedback report to hospital.
— PHA branch head and other key personnel.

4: Follow - up for corrective Interventions:
— Request for corrective action plan based on recommendations

— Follow up with hospitals to ensure corrective interventions are completed as per agreed
timeline.
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Appendices:

Appendix 1: Letter Templates:

Appendix 1.1: Sample Letter Requesting on site hospital visit, Line Listings & Clinical records for
External Validation

Appendix 2: Validation Templates:

A: External Validation Tools (EVTs):

1. CLABSI Surveillance External Validation Tool
VAE Surveillance External Validation Tool
CAUTI Surveillance External Validation Tool
SSI Surveillance External Validation Tool
MDRO Surveillance External Validation Tool
DE Surveillance External Validation Tool

S AWDN

B: Validation Summary Reports:

CLABSI Validation Summary Report
VAE Validation Summary Report
CAUTI Validation Summary Report
SSI Validation Summary Report
MDRO Validation Summary Report
DE Validation Summary Report

SN
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Appendix 1.1: Sample Letter Requesting Site Visit, Line Listing & Clinical
Records for External Validation

Name of Hospital/Facility:
Subject: XYZ
Date:

Dear IC Team:

We are contacting you to inform you that an site visit will be conducted in your facility on DD/MM/YY in
order to conduct data quality evaluation of hospital data reported via official electronic platforms.
We hereby request your availability & facilitation during the visit.

This evaluation will be conducted to know how HAI Event surveillance data collection procedures are
understood and carried out in hospital, as well as to identify and address barriers to reporting complete
and accurate data.

There will be three main activities during these site visits include:

1. A standardized survey to evaluate surveillance practices within your facility.

2. A review of pre-selected patient medical records, including both paper charts and any electronic records,
to assess the completeness and accuracy of the data reported via electronic platforms.

3. Education for facility staff about Event surveillance, use of the electronic system, and common reporting
omissions and errors and their causes.

It is anticipated the visit will be completed within one day. On the day(s) of the visit, <> staff will need a
space to review patient charts and access the facility’s electronic clinical records systems. Validation of
the data is critical to ensure they are complete and accurate. The findings from this evaluation will be
used to identify, correct, and prevent common reporting errors and confidentiality of data will be
maintained.

During the visit following healthcare-associated infections domains will be evaluated:

1)  Central line-associated bloodstream infections (CLABSI)
2) Catheter-associated urinary tract infections (CAUTI)

3) Adult & Pediatric Ventilator Associated Events (VAE)

4)  Surgical site infections (SSI)

5) MDRO Lab ID Event

6) Dialysis Events

Kindly provide us following before & during onsite visit:

—  Microbiology laboratory based line listing for positive cultures

—  Monthly count of selected inpatient surgical procedures performed in your facility

—  Avadilability of pre-selected clinical Records derived from line list for onsite Validation
—  Review of diagnostic/laboratory results, clinical documentation etc. when needed

We look forward to visiting your facility and working with you.
Thank you in advance for your assistance to evaluate and improve the quality of HAI Surveillance &
outbreak data and reporting.

Sincerely,

HAI Surveillance Coordinator,
Public Health Authority - Branch
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3: Neonatal ICU (NICU)

(NOTE: Currently only critcal care units are included in HAl surveillance data reporting via electronic
platforms)

# Items A: Staff Knowledge Score | Comments
Assess if ICPs assigned for CLABSI surveillance are well familarized with case definitions as per CDC-
NHSN criertia & fullly understand CLABSI surveilance process.
Numerator: Laboratory Confirmed Bloodstream Infection (LCBIs) Hierarchy
LCBI-1: Patient of any age has a recognized bacterial or fungal pathogen, not included on the NHSN
common commensal list.
A) Identified from one or more blood specimens obtained by a culture non-culture based
microbiologic testing &
B) Organism(s) identified in blood is not related to an infection at another site.
CDC - NHSN |LCBI-2: A) Patient of any age has at least one of the following signs or symptoms: fever (>38.00C),
CLABSI chills,or hypotension AND
Criteria B) Organism(s) identified in blood is not related to an infection at another site. AND
(Numerator) C) Same NHSN common comrnensal is identified by culture from two or more blood specimens
collected on separate occasions
WHAT?
(ICPs
responsible
for CLABSI
Surveillance LCBI-3: A) Patient < 1 year of age has at least one of the following signs or symptoms: fever
must be well (>38.00C), hypothermia (<36.), apnea OR bradycardia
trained about B) Organism(s) identified in blood is not related to an infection at another site. AND
CLABSI C) Same NHSN common commensal is identified by culture from two or more blood
Surveillance specimens collected on separate occasions
Protocols
Ask about denomintaor data colllection methodology??
Denominator/s:
Patinet Days: Number of patients housed in a facility inpatient location during the designated counting
time each day and summed for a monthly denominator report.
Denominator |Central Line days: The number of days a central line is accessed to determine if an LCBI is a CLABSI.
Data
Collection |NICU Denomintaor data collection: (Collect the denominator data as per birth weight categories because
Denominator |the risk of BSI varies by birth weight)
data <750 gm 751-1000 gm
1001-1500 gm  1501-2500 gm >2500 gm
NOTE: (patient days and device days) should be collected at the same time, every day, for each location performing
surveillance to ensure that differing collection methods don't inadvertently result in device days being greater than
patient days.
Ask where CLABSI surveillance should be conducted ??
CLABSI Surveillance is conducted in all Adult Critical Care Units where denominator data can be collected -
Patient days & Central Line days
CLABSI
WHERE? |Surveillance 1: Adult Critical Care Units
) 2: Pediatric ICU (PICU)
Location
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1: Ask about targeted patients for CLABSI surveilalnce??

Any patient admitted in Adult ICU. PICU, NICU who is on Central Line is cadidate for CLABSI
Surveillance.

2: What is CLABSI??

Central line-associated BSI (CLABSI): A laboratory confirmed bloodstream infection where an eligible
BSlorganism is identified, and an eligible central line is present on the LCBI DOE or the day before.

WHO? Targeted |3: What is eligible central line??
Patients A CL that has been in place for more than two consecutive calendar days (on or after CL Day 3),
following the first access of the central line, in an inpatient location, during the current admission.
4: What is an eligible organism??
Any organism that is eligible for use to meet LCBI 1,2 or 3 criteria. In other words, an organism that
is not an excluded pathogen for use in meeting LCBI criteria.
A common commensal identified in a single blood specimen is considered a contaminant. A single
common commensal organism is not used to meet LCBI 2 or 3 criteria or secondary BSI attribution.
1: Ask how CLABSI Surveillance data is collected?
ICPs must conduct active CLABSI surveillance from all surveillance locations included in Seha Platform.
(Collect data as per criteria using manual data collection sheet or electronic data source)
2: Ask about Blood Specimen Collection protocols?“Two or more blood specimens drawn on separate
CLABSI occasions” criterion is met if there is blood collected from at least two separate blood draws on the same
Surveillance or consecutive calendar days.
Dat 2 sets must be collected -1 set for Aerobic Organisms & 1 set for anaerobic organisms (4 Bottles)
ata
Collection |noTE: Important points for Blood Specimen Collection :
a: 1 Central Line & 1 Peripheral Line specimens are Acceptable for CLABSI determintaions
b: 2 Peripheral Line specimens are Acceptable CLABSI determintaions
c: Cather Tip Cultures are NOT Acceptable for CLABSI determintaions
Blood specimens drawn through central lines can have a higher rate of contamination than blood specimens collected
through peripheral venipuncture However, all positive blood specimens, regardiess of the site from which they are drawn
or the purpose for which they arecollected, must be included when conducting in-plan CLABSI surveillance
HOW?
LCBI Criteria 1
1: Microbiology lab results for recognized pathogens (Refer to CDC list of pathogens)
https:/fwww.cdc.gov/nhsni/xls/master-organism-com-commensals-lists.xlsx
2: Patient medical records to rule out possibility of infection at other site e.g UTI
LCBI Criteria 2:
Data Source |1: Microbiology lab results for common commensals (2 matching organisms)
for 2: Patient medical records / patient charts for Signs & Symptoms -- fever (>38.0°C), chills, or
CLABSI hypotension
LCBI Criteria 3 : Patient < 1 vear of age
1: Microbiology lab results for common commensals (2 matching organisms)
2: Patient medical records / patient charts for Signs & Symptoms -- fever (>38.00C), hypothermia
(<36.00C), apnea, or bradycardia
B: Positive Culture Linelist & Internal Validation
Is there any effective notification system between the IPC department, laboratory, and all departments in
the hospital for any critical values (i.e MDROs, positive cultures & high-alert microorganisms).
Is there any updated linelist/logbook of all positive microbiological cultures that includes Patient
information,Date of admission te hospital & unit, date of device insertion date of device removal , date of
WHAT? Line list  |specimen collection, type of organism, sings & symptoms etc
: Review
Internal validation done to review data for candidate CLABSI in Adult, pediatric & Neonatal Locations.
Internal validation done to review d inator data - 3 e months
Possiblity of Outbreak ruled out - No epidemiological link between cases reported from same location in
same time frame.
C: CLABSI Events Idetification & Reporting
Number of CLABSI Events correctly identified as per CDC-NHSN Criteria
Data Analysis |[Number of CLABSI events matching CDC criteria that were missied by ICP and were detected during visit.
WHAT? & Event
reporting Number of correctly idetified CLABSI Events reported Via seha platform in a timely mannner.

Number of CLABSI events as per manual sheet are 100% matching with Seha Platform & Power Bl dashboard
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All patients admitted in critical care units are registered in Seha Platform with or without devices.

Central Line Device information is entered accurately for all patients on central Line and required central

Electronic
WHAT? Platforms _|Line bundle form is filled.
Number of patients currently admitted in Adult ICUs, PICUs & NICUs is 100% matching with Seha platform
on day of visit.
E: HAI Outbreak Detection & Reporting (ESCKAPE-C)
Outbreak was detected correctly as per latest GDIPC updates (version 7.2 Jan 2025)
Outbreak
WHAT? D eLl!et::Jn Outbreak was reported in a timely manner via electronic Platform
Reporting An outbreak was missed which was detetced during visit as per linelist (Device associated (Central Line) or non
device associated)
" F: Neonatal CLABSI Reduction Strategy Implementation (NCRS)
Assess staff knowledge about Natioanal VAE Reduction Strategy. (NVRS)
NCRS Tools
WHAT? [ (Knowledge & | Ask about the NVRS prevention tools & their implementation (Adult & Ped VAE Location)
Practices)
Compare the actual complaince data Vs data submitted each month - observe any discrepency.
PART Il : On Site Visit - Validation Rounds (Adult ICU, PICU, NICU)
Conduct rounds in adult ICU, PICU & NICU & ensure care bundles & prevention tools are applied.
WHAT? IC Rounds | Assess staff knowledge about central Line insertion & maintenance bundles.
Assess staff knowledge and awareness about NCRS prevention tools. (NICU)
PART Ill (Education & Training Session)
External Validator conducted short concluding training & education session 7?
WHAT? CLABSI Surveillance Protocols based on CDC-NHSN
. CLABS| |Central Line Insertion Bundle
Surveillance |Central Line Maintenance Bundle
Education & |NCRS Tools overview
Training
Targeted Audience:
WHO? Infection Control Team

Nursing representatives /Staff from Adult ICUs, PICUs, NICUs
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HAI Surveillance & Outbreak Validation
CLABSI Validation Summary Report

Facility Validation Overview

Facility Name:

Facility Type: Governmental (MOH) O ||| Private O
Facility Selection Method (Reason)

Date of Visit:

Time of Visit: Start Time: ||| ||| End Time: |||

Name of Validator

Numerator Validation

Number of CLABSI/s

Positive Blood Culture (PBC) line list

Elements reviewed for validation Specific medical records

Type of Event

Total # CLABSI/s
reported via SEHA
platform (before
validation)

Number of CLABSI/s
correctly Identified &
reported via HESN-Plus

Missed, Undetected
CLABSI/s that were
meeting criteria.

Over identification /
wrong identification
of CLABSI/s not
matching criteria

CLABSI
(AICUs)

CLABSI
(PICU)

CLABSI
(NICU)

Grand Total

Denominator Validation:

Central Line and Patient days for CLABSI

Denominator data collection method
(CL days & Patient days in all surveillance locations)

O Manual counting:
O Electronic counting
O Both manual and electronic counting

Surveillance Location

Manual Data

**Has this facility completed an internal validation of CLABSI in surveillance locations denominator data I Yes I No
for this year?
Denominator Data Comparison

Electronic Data (Power BI)

Adult ICU

Patient Days :

Patient Days :

Central Line Days:

Central Line Days:

Neonatal ICU (NICU)

Patient Days :

Patient Days :

Central Line Days:

Central Line Days:

Pediatric ICU (PICU)

Patient Days :

Patient Days :

Central Line Days:

Central Line Days:
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Validation Outcome

Numerator manual data matching with r:‘es Numerator manual data not r:‘es

electronic platforms - No further action || matching with electronic o

Numerator Validation needer. 0 platforms - Further action 0
All events correctly identified and a || needed ) WA

reported. CLABSI events were missed /

O I unidentified. o

Denominator manual data matchin Yes || Denominator manual data NOT fes

- . s O matching with electronic O

with electronic platforms No | platforms No

Denominator Validation :\lvgtf:;r;h:?éc'[%ﬁre:]r;ceedlergerval) O || (> +-5% Tolerance interval) O
N/A |l Further action needed N/A

O O

Yes Yes

Outbreak timely detected and Reported NDO An Outbreak was missed / NDO

Outbreak Validation via electronic platforms. No further 0 undetected as per line list - O
action needed. wa || Further action needed N/A

O O

Equation for calculating 5% tolerance interval is:

Manual Central Line Days count =

164

Electronic Central Line Days count = 178
Eligible 5% tolerance interval = [164+(164 X 5/100)] = 164 + 8.2)

5% tolerance interval =155.8 to 172.2

Conclusion: Electronic count 178 falls outside the tolerance interval
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