[image: image2.png]Safety





This agreement ("Agreement"), effective _______________ 2008, is made between the Tennessee Hospital Education and Research Foundation, a wholly owned subsidiary of the Tennessee Hospital Association (“THA”), on behalf of the Tennessee Center for Patient Safety (“TCPS”), with offices located at 500 Interstate Blvd., South, Nashville, Tennessee 37210 and ________________ (“Provider”) located in __________________, TN. 

WHEREAS, the Tennessee Center for Patient Safety has received a grant from the Blue Cross/Blue Shield Tennessee Health Foundation to improve patient safety;

WHEREAS, the Tennessee Center for Patient Safety will address reducing healthcare-acquired infections through a collaborative learning process among local hospitals and leading organizations, including the Tennessee Department of Health, the Association for Professionals in Infection Control, and the Tennessee Quality Improvement Organization (hereinafter referred to as “QSource”);

WHEREAS, the Provider desires to participate in this collaborative to achieve enhanced patient outcomes;

WHEREAS, THA and Provider desire to design and operate a database and reporting system to collect, validate, compile, and report data related to the Tennessee Center for Patient Safety infection collaborative. 

NOW, THEREFORE, in consideration of the mutual promises and covenants hereinafter made, the parties agree as follows:

Submission of Data

Provider agrees to submit monthly infection data beginning with data for January 1, 2008 on a schedule and to include all required data elements mutually agreed upon by THA and Provider to the Tennessee Center for Patient Safety infection collaborative.  If the Provider participates in completing the Hospital Survey on Patient Safety Culture (i.e., the Agency for Healthcare Research and Quality (AHRQ) culture survey or other similar type of culture survey), data will be submitted on at least an annual basis.  Data may be submitted by the following methods: 
1) All or parts of the infection and culture survey data will be submitted by the Providers directly to the THA, or 
2) Providers may allow the central line associated blood-stream infection (CLABSI) data submitted to the National Healthcare Safety Network (NHSN) to be provided to the TCPS by the Tennessee Department of Health for participation in the CLABSI collaborative, (Provider will be asked to complete a data release form giving the Department of Health permission to share NHSN data with the TCPS), and/or  
3) Providers may allow their core measures vendor to submit SCIP data to the TCPS.

Authorized Disclosures.  

Neither THA, Provider nor TCPS shall disclose all or any portion of the data processed pursuant to this Agreement, except that:

THA will provide feedback reports to participating Providers that identifies that provider and includes non-identifiable data for other participating providers and statewide and/or national benchmarks for comparison.
THA will not release hospital identifiable data to any third party or provider, other than to the provider who reported the data to THA, without the permission of the hospital that is identified. Provider may request that THA release that provider’s data to a third party on a routine schedule or for special single purposes. 
Non-identifiable data may be released by the THA outside of the reporting Providers for the purpose of demonstrating the overall performance of the TCPS infection collaborative, to advocate on behalf of THA member hospitals or other purposes approved by the TCPS Advisory Council. 

The Provider shall only use the data for internal quality improvement and may share the data only with staff of the hospital or health system, or hospital or health system board of trustees. No data provided by THA may be used with the media or for marketing purposes, or any other competitive purposes.
Providers may allow the Surgical Care Improvement Project (SCIP) infection data that is submitted to THA to be provided to QSource.  Providers will complete a data release form giving THA permission to share SCIP data with QSource.

Either party to this Agreement may release specific elements to others in compliance with the requirements of law or competent legal authority without limitation; provided, however, that the party releasing such information shall give prompt notice to the other party of the requirements of law or legal authority causing such release of information.
Incorporation of Attached Documents

Provider agrees to complete the following list of attached documents:

1. Data Collaboratives and Methods for Providing Data – Attachment A 

2. Central Line Associated Blood Stream Infections (CLABSI) Form – Attachment B
3. Methicillin-Resistant Staphylococcus Aureus (MRSA) Form – Attachment C
4. AHRQ Hospital Survey on Patient Safety Culture – Attachment D

Attachments A-D are hereby incorporated by reference herein as if set out in full in the body of this Agreement.

Miscellaneous Provisions

Term/Termination.  The term of this Agreement shall begin on July 1, 2008 and extend through June 30, 2010. Thereafter the Agreement shall automatically renew for an additional year until either Party gives the other sixty days (60) written notification of its intent not to renew this Agreement for an additional term.  Provider agrees to submit to THA all Data required under this Agreement through the last calendar quarter of its participation.  Upon termination of this collaborative agreement, THA will destroy all original data submitted by hospitals but maintain the right to use the summarized data reports showing the performance of the Tennessee Center for Patient Safety.
IN WITNESS WHEREOF, the parties hereto have executed this Agreement below. 
	TENNESSEE HOSPITAL ASSOCIATION:

_______________________________________

Craig Becker, President
_______________________________________

Date
	PROVIDER:

________________________________________

Hospital/Health System Name

________________________________________

Authorized Signature
________________________________________

Printed Name of Person Authorized to Sign
________________________________________

Title of Person Authorized to Sign
________________________________________
Date


ATTACHMENT A 

DATA COLLABORATIVES and METHODS FOR PROVIDING DATA:

     
Provider will submit data for the following data collaboratives.

1. Check all data projects (A, B, C, and/or D) that apply.
2. For each data project checked, indicate the method of reporting (even if there is only one choice):

A. 
_____  Central Line Associated Blood Stream Infections (CLABSI)
· Provider agrees to submit data directly to THA each month

OR
· Provider will submit data through the Tennessee Department of Health.  
(Provider will be asked to complete a data release form giving the Department of Health permission to share NHSN data with the TCPS.)
B.    _____  Methicillin-resistant Staphylococcus aureus (MRSA)
· Provider agrees to submit data directly to THA each month.
   C.
_____  Surgical Care Improvement Project (SCIP)
· Provider or Provider’s vendor will submit SCIP data directly to THA each month and may authorize that data to be provided to QSource.
(Providers participating in the 9th Scope of Work Surgical Care Improvement Project (SCIP) will be asked to complete a data release form giving THA permission to share SCIP data with QSource.)

   D.
_____  Hospital Survey on Patient Safety Culture
· Provider agrees to submit data directly to THA at least on an annual basis (Data from all participating units would be submitted during the 3rd calendar quarter of each year).
ATTACHMENT B

CLABSI:

UNITS TO PARTICIPATE IN CLABSI DATA COLLABORATIVE:
· Complete this Attachment IF your hospital will participate in the CLABSI Collaborative.

Hospital Name: __________________________________________________________
NHSN Facility ID: _______________________________________________________

· Check here if all ICU units in the hospital will submit data _______.
· List each ICU unit that will submit data below.






NHSN ICU


Number of 

NHSN Name of ICU/Location                             
Location type (Code) 

ICU Beds
________________________________           _______________________         _____________

________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
________________________________           _______________________         _____________
ATTACHMENT C

MRSA:

UNITS TO PARTICIPATE IN MRSA DATA COLLABORATIVE:

· Complete this Attachment IF your hospital will participate in the MRSA Collaborative.

Hospital Name: __________________________________________________________

· Check here if all units in the hospital will submit data _______.

· List each unit that will submit data below.

Name of Unit/Location



Number of Beds  
________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

ATTACHMENT D

HOSPITAL CULTURE SURVEY:

UNITS TO PARTICIPATE IN CULTURE SURVEY DATA COLLABORATIVE:

· Complete this Attachment IF your hospital will participate in the Culture Survey Collaborative.

Hospital Name: __________________________________________________________

· Check here if all units in the hospital will submit data _______.

· List each unit that will submit data below.

Name of Unit/Location



Number of Beds  
________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         

________________________________           _______________________         
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