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Introduction: High-quality surveillance data are essential because they inform decision-

making, guide vaccination policies, and ultimately shape prevention strategies to 

reduce Human Papillomavirus (HPV)-related disease burden. Inconsistent and 

inaccurate case reporting can compromise these efforts, making quality assurance 

vital. This practicum was undertaken to address the accuracy and reliability of 

surveillance data within the HPV IMPACT project, as part of the Emerging Infectious 

Program (EIP) in Tennessee. The primary aim was to evaluate and refine data 

abstraction and entry processes by implementing continuous QA audits, thereby 

ensuring greater accuracy, consistency, and completeness in HPV case reporting. 
 

Methods: A dedicated QA database was administered in REDCap, designed 

specifically to capture, organize, and monitor audit findings in real time. Two cycles of 

QA audits were conducted, each involving the review of a representative sample in 

the first and the second cycle. Each case was carefully examined for accuracy in 

demographic information, completeness of vaccination and screening histories, and 

consistency in data abstraction across different abstractors. Detailed error rate 

calculations, cross-cycle trend comparisons, and identification of recurring problem 

variables, these results informed targeted process adjustments and helped to set 

training priorities for staff. 
 

Results: Six surveillance officers participated in the first audit cycle; each officer 

completed five audit cases. In the first audit cycle, a total of 693 variables were 

reviewed. In total, there were 45 incorrect, 16 minor discrepancies, two data that were 

missing in the source file, one variable in the source file but missed in the database. 

Overall, the error rate was 6.53% reflecting issues in incorrect and minor discrepancy 

data abstraction and data entry. The variables with the most frequent errors were 

pathology report notes and HPV vaccination notes. Five surveillance officers 

participated in the second audit cycle. By the second audit cycle 541 variables 

reviewed, 24 errors identified, the error rate had decreased substantially to 2.89%, 

representing an absolute difference of 3.77% improvement in overall data quality. 
 

Conclusions: The decrease in error rates indicated that corrective actions such as 

targeted feedback, use of standardized checklists, and reinforcement of standard 

operating procedures were having a measurable impact. The audits also highlighted 

specific problem areas, including missing vaccination dates and inconsistencies in 

demographic variables, which were subsequently corrected. In addition to identifying 

and reducing errors, the practicum generated several tangible products, including a 
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comprehensive QA report, standardized audit checklists for future use, and a set of 

practical recommendations to guide ongoing staff training and process improvements. 

The results clearly demonstrated the effectiveness of systematic auditing. 


