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DATA RELEASE FORM for Central Line Associated Blood Stream Infections

______________________________ [HOSPITAL], with NHSN facility ID ___________ requests that the NHSN Group Administrator for the Tennessee Department of Health (TDH) release the monthly data on Central Line Associated Blood Stream Infections (CLABSI) reported by the hospital to the CDC National Healthcare Safety Network (NHSN) each month to the Tennessee Center for Patient Safety Center (TCPS) housed at THA.  This data is to be released for the purpose of participation in the Tennessee Center for Patient Safety Hospital Collaborative on Reducing Healthcare-Acquired Infections. The data may be used by the TCPS only in accordance with the data agreement enacted between the HOSPITAL and the TCPS.

The data to be provided each month by the TDH is summarized at the ICU unit level within each hospital and includes the following data elements for each ICU in the hospital that participates:

· NHSN facility ID number
· NHSN ICU location name
· NHSN location type

· Month/Year
· Number of central line associated blood stream infections ascribed to the ICU

· Number of central line catheter days in the ICU

· Number of total patient days in the ICU

· Number of consecutive days with no new infections (as of the last day of that month)
· For Neonatal Intensive Care Units (NICUs):

· As above, stratified by the 5 birth-weight categories (combining umbilical and central line catheter-days)

NHSN data should be submitted for each of the HOSPITAL ICUs listed on Attachment A.
_____________________________________________________

Printed Name of Person Authorized to Sign for the hospital

_____________________________________________________

Signature of Person Authorized to Sign

_____________________________________________________
Title

_____________________________________________________
Phone number (including area code) 
_____________________________________________________
Hospital Name

________________________________
Date
ATTACHMENT A
Data Release-CLABSI Project

Hospital Name: __________________________________________________________

NHSN Facility ID_______________________

NHSN data should be submitted for each of the HOSPITAL ICUs listed on this attachment.
NHSN Name




NHSN ICU


Number of 

of ICU/Location
                                       
Location type (Code) 

ICU Beds
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