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Official Minutes 
Texas Department of State Health Services (DSHS) 

Health Care-Associated Infections (HAI) and 
Preventable Adverse Events (PAE) Advisory Panel Meeting 

April 30, 2012, 10:00am 
Brown Heatly Room 1410-1420 

 
Panelists attending: 
Edward Septimus, Jane Siegel, Edward Sherwood, Charlotte Wheeler, Patricia Grant, 
Susan Mellott, John James, Bruce Burns, Mary L. Smith, Gary Heseltine, Patricia 
Montague, Steve Quach, and Marilyn Christian 
 
Telephone attendance: N/A 
 
Chairperson Jane Siegel led the meeting. 
 
Meeting was called to order at 10:00 AM and attendees made introductions. 
 
December 16, 2011 meeting minutes were approved as written (on file). 
 
Discussions were held regarding the validation effort that the Centers for Medicare and 
Medicaid (CMS) were going to start. CMS will be looking at central line associated 
bloodstream infections. Hospitals will be sending their data to QualityNet to be reviewed. 
It was recommended that the department research this and present it at the next advisory 
panel meeting. 
 
Further discussion was held by the panel on defining preventable adverse events. Health 
and Safety Code, Chapter 98 defines PAE as a health care-associated adverse condition 
or event for which the Medicare program will not provide additional payment to the 
facility under a policy adopted by the federal Centers for Medicare and Medicaid 
Services; and (2) subject to Subsection (b), an event included in the list of adverse events 
identified by the National Quality Forum that is not included under Subdivision (1).  
 
Additional comments were made regarding adding events to this grouping but that it 
would then be out of scope of the law. The HHS executive commissioner can remove 
reportable events from those referred to in Chapter 98 but cannot add. The Texas 
Legislature can amend Chapter 98 to add additional events. 
 
Discussion continued in regards to defining the goals of the advisory panel and how to 
achieve those goals. This will be discussed further at next advisory panel meetings. 
 
Jennifer Vinyard was  introduced to panel members as the new HAI epidemiologist. 
Panel members were also informed of the status of hiring a public health and prevention 
specialist with experience using the Centers for Disease Control and Prevention’s (CDC) 
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National Healthcare Safety Network (NHSN). Applications are being accepted for this 
position. 
 
The CDC’s 2010 Standardized Infection Ratio Report was discussed. It was 
recommended by the panel that DSHS post this report or link to it on the HAI/PAE web 
pages. 
 
Presentation:  Update of HAI Implementation and Rule Amendment 
 
The HAI rule amendment was discussed and panel updated on status. Rule amendment 
currently being reviewed by DSHS administration after 30-day public comment period. 
The rule amendment was to parallel the changes to the Texas Health and Safety Code, 
Chapter 98. These changes allowed the state to use NHSN, required that facilities allow 
DSHS access to the data, and removed the “rule of 50”.  
 
DSHS received one comment and it is being incorporated into the rule. The comment was 
to delete the actual ICD-9 CM codes that are listed in the rule for each surgical procedure 
and refer to them as they are listed in the NHSN. Additionally, the term “ICD-9 CM” will 
be replaced by the term “ICD-CM”, since the version of ICD codes could change 
periodically.  
 
Presentation:  Final report on Texas Hospital Association Foundation (THAF) 
Prevention Collaborative 
 
The report on the closeout of the THAF prevention collaborative contract was presented 
and discussed. The PowerPoint presentation is on the HAI webpage. Comments were 
made regarding the data quality and how it showed a decrease in infections. 
 
Presentation:  PAE update and discussion 
 
DSHS staff reported to the advisory panel the recommendation to the commissioner of 
initially reporting catheter-associated urinary tract infections (CAUTI) and patient death 
or serious disability associated with a hemolytic reaction due to the administration of type 
A, B, or O and human leukocyte antigen incompatible blood or blood product.  
 
The advisory panel discussed how the list of PAEs, some of which are from the National 
Quality Forum 29 so called “never events”, should be handled differently since they 
should never happen. For these, work needs to be focused on a change of culture in all 
facilities. DSHS should look at low hanging fruit to require to be reported. In addition, 
the PAE white paper will be refined and presented to DSHS staff. The PAE sub-
committee is comprised of John James, Marilyn Christian, Edward Sherwood, Steve 
Quach, and Susan Mellott. 
 
The panel discussed the reporting of CAUTIs in intensive care units only and of not 
requiring facilities to report on the incompatible blood or blood products events. 
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Presentation: TxHSN 
 
DSHS staff presented an update on the status of the computer application being built for 
extracting the reported HAI data from NHSN and arraying it in reports that will be posted 
onto the HAI/PAE website every 6 months. 
 
Discussion was held on looking at quality logic checks and verification of the data. 
DSHS staff indicated that NHSN has a number of internal data quality checks. Having 
staff go to facilities and validate records by reviewing medical records is very resource 
laden. Currently DSHS does not have the resources for this.  Presenters discussed data 
validation vs. data verification.  DSHS has a process in place and resources for high-level 
data verification but no resources for medical record data validation or auditing. 
 
The end user testing for the TxHSN system has been completed. Work is continuing on 
having TxHSN upload data from NHSN and posting data on the HAI website in 
December 2012. .  
 
Presentation: University of Texas Health Science Center-San Antonio Prevention 
Collaborative status report 
 
DSHS staff presented a status update of this collaborative and will make the PowerPoint 
presentation available on the DSHS HAI website. Discussion followed regarding the 
change of the definition of CLABSI and new definitions of SSI and ventilator associated 
pneumonia.  
 
Action Items 
 

1. National and State SIR Infection Report NHSN 2010 - Post link to this report on 
the Texas HAI website with an “editorial”, comment to put it in perspective. 
 

2. Informing public and stakeholders of HAI data posted on HAI website - Share 
with the Panel the advertising, public relations campaign to inform public when 
first report of HAIs is posted on website in 12/2012. 
 

3. PAE subcommittee - Subcommittee formed to define short term and longer term 
goals regarding PAE reporting, create a “roadmap advising course of action with 
approximate timeline, and identify PAEs to report (e.g., CAUTI in ICUs, never 
events, use of global trigger tool, etc., provide input on audience and purpose of 
white paper, and finalize white paper. 
 

4. Validation subcommittee - Reconvene validation subcommittee to discuss 
potential options for validation of data, for teaching hospitals tools for internal 
validation. Review Gary’s presentation from 12/16/11 meeting - distribute 
presentation. Determine if validation that is being performed by CMS in Texas 
hospitals can be shared with the HAI group and advisory panel.  
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5. Report card of infection prevention resources on website with the first data report 

– Obtain and review information developed by former advisory panels. Obtain 
guidance document developed for Hospital Corporation of America and review.  

 
6. Next panel meeting - Distribute several dates at end of August, beginning of Sept. 

for panel to determine date of next meeting. 
 

7. Logistics for next meeting - Microphones, table arrangement improved for better 
communication. Research ordering lunch from cafeteria ahead of time. 

 
Adjournment: 3:30pm 
 
 
 
 
 
 
 


