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This report has been prepared by Dr. Fidelma Fitzpatrick on behalf of Prof. Hilary
Humphreys, Dr. Robert Cunney, (all of whom comprised the Irish members of the UK and
Ireland Hospital Infection Society Prevalence Survey Steering group), the Health Protection

Surveillance Centre and the Health Services Executive.

The Health Services Executive provided financial support for the survey, which enabled data

collection teams of nurses and administrators to be employed.

This report contains the preliminary results of the Hospital Infection Society Prevalence
Survey for the Republic of Ireland and also preliminary results from the UK (excluding
Scotland). There is no statistical analysis performed on these figures; the UK and Republic of
Ireland database is due to be analysed by the Hospital Infection Society Prevalence Survey

statistician in late 2006.



Foreword

Healthcare-associated infection (HCAI) is increasingly recognised as an important cause of patient
morbidity and mortality and contributes significantly to healthcare costs. HCAI is not new but has
become more prominent in recent years arising from the complexity of patients now seeking care in
our hospitals and developments in healthcare, which in some instances, render patients more
vulnerable to infection, e.g. new treatments for cancer. In addition, HCAI represents an adverse
outcome from acute hospital care and therefore can be used as a quality indicator for the overall

assessment of hospital treatment.

Although Irish hospitals have participated in previous surveys of HCAI, and many hospitals carry
out regular surveillance of HCALI, the third prevalence survey of healthcare-associated infections in
acute hospitals, jointly sponsored by the Hospital Infection Society (HIS) and the Infection Control
Nurses Association (ICNA), is the first time that most acute hospitals in Ireland have had the
opportunity to collect detailed information on the prevalence of HCAI in their hospital and compare
their data directly with that from other hospitals in Ireland as well as data from England, Wales,
Northern Ireland, and Scotland. Furthermore, this survey represents a benchmark for determining

the future impact of measures to reduce infections in our hospitals.

This survey would not have been possible without the commitment, enthusiasm and drive of
infection control and prevention teams throughout Irish hospitals, who committed considerable
amounts of time to this survey in addition to carrying out their normal duties. We also acknowledge
the contribution and commitment of staff at the Health Protection Surveillance Centre (HPSC) and
the Health Services Executive (HSE). The HSE provided funding to employ data collectors who
were available to assist local infection control and prevention teams. We believe that the information
arising from this survey will be of interest to all, not least patients and the public themselves, who are
increasingly concerned about adverse advents in hospitals, including the acquisition of HCAI such as

meticillin-resistant Staphylococcus aureus (MRSA).



A key objective of the prevalence survey, in addition to collecting accurate information on HCAI in
Ireland, was to guide future strategies and approaches to surveillance of HCAI. Consequently, this
prevalence survey must be seen as the start of a process of regular on-going surveillance as required
by EU law, rather than the completion of a project, with no long-term implications. Such a national
programme of surveillance, which will require funding, will not only provide important data for
healthcare planning, but also reassure the public that HCAI is considered important, and that

measures are being taken to reduce it.

Fidelma Fitzpatrick,
Hilary Humphreys,
Robert Cunney.

20™ October 2006
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Summary

e 45 acute adult hospitals in Ireland participated, representing the vast majority of eligible

acute adult hospitals in Ireland. Because of difficulties in applying definitions to children,

children’s hospitals and certain other clinical areas were excluded.

e A total of 7518 patients were surveyed, 3512 in regional/tertiary hospitals, 3654 in general

hospitals, and 352 in specialist hospitals. The average age of patients surveyed was 63.2

years.

e The overall rate of healthcare-associated infection (HCAI) was 4.9%. This varied from 6%

in regional/tertiary hospitals, to 4.2% in general hospitals and 2% in specialist hospitals.

Although the prevalence rate is lower than that found in the 2" Prevalence Survey carried

out in the 1990s, the results are not comparable as the definitions of infections used were

different.

e 1.3% (95/7518) of patients had a HCAI that was associated with a device, e.g. an

intravascular catheter “(drip)”. 0.5% (37/7518) of patients had an MRSA-related HCAI,

and bloodstream infection associated with HCAI occurred in 0.2% (15/7518) of patients.

¢ 36 (0.5%) patients had infection with Clostridium difficile and 7 (0.4%) patients had

Norovirus infection.

e The most common HCAIs according to anatomical site were

Urinary tract infection (1.1% of patients), of which 56.2% were catheter-related and
7.2% were caused by MRSA.

Surgical site infection (1.1%o of patients), 8.4% of which were caused by MRSA. The
rate for non-implant surgery was 5.1% and for implant surgery (e.g. insertion of a
prosthetic knee) was 3.7%.

Pneumonia (0.86% of patients), 18% of which were ventilator-related and 6% were

caused by MRSA.



e Primary bloodstream infection (bacteraemia or blood poisoning) occurred in 0.5%

of patients; in 13.5% of patients this was due to MRSA.

e This survey would not have been possible without the commitment of infection control and
prevention teams in acute hospitals throughout Ireland, with the support of data collectors,
who were funded by the Health Services Executive and the Health Protection Surveillance
Centre.

e The survey took hospital infection control teams 1897 hours to conduct and this represents
207 working days (for a team that consisted of a minimum of three people)

e Infection control and prevention teams in the hospitals who participated indicated that they
would be happy to participate in subsequent surveys but that this would not be possible
without additional support

e This survey has provided important detailed information on the prevalence of HCAI in
Irish acute hospitals. It will provide a benchmark for future interventions to determine
whether or not these are effective. However, there is a need for on-going surveillance, both

national and local, to guide future health policies



1. Introduction

1.1 Background

Healthcare associated infection (HCAI) is defined as an infection that arise 48 hours or more after
admission to hospital and which were not present or incubating on admission. While some HCAI are
avoidable, * all are costly to the health service and to patients.? HCAI are also a source of disability
and distress to the individuals affected. To reduce the burden of HCAI there is a requirement for
good, representative baseline and accurate information on the burden of HCAI, collected in a
rigorous and consistent manner, in order to assess the impact of preventative measures and act as a
focus for future actions. Improvements in preventing and reducing rates of HCAI will lead to better
care and reduced healthcare costs. A national system for HCAI surveillance is a requirement under
European Commission decision 2119/98/EC and one of the key recommendations in the Strategy for
the Control of Antimicrobial Resistance in Ireland (SARI) report.® Ireland remains the only EU

country without an effective ongoing national HCAI surveillance system.

The Hospital Infection Society (HIS) is a registered UK charity, mainly consisting of microbiologists
and infection control nurses that have a particular interest in HCAI. Many Irish microbiologists and
Infection Control Nurses are members of the HIS. The Infection Control Nurses Association (ICNA)
is the professional organisation for infection control nurses, and includes members in both the UK
and Ireland. Two HIS/ICNA Prevalence Surveys of HCAI were carried out previously in the UK,
one in 1980 and the other in 1993. The overall prevalence of infection in these two surveys was
approximately 10%.

In addition to hospitals in England, Wales, Northern Ireland and Scotland, seven Irish hospitals

participated in the 1993 HIS/ICNA Prevalence Survey.

In 2005 the Department of Health in London approached both organisations and asked them to carry
out another prevalence survey of HCAI in the UK. Because of the very close links between

professionals in the area in the UK and Ireland, the Republic of Ireland was also invited by both
9



organisations to participate. The participation of hospitals in the Republic had the support of relevant
professional organisations (Irish Society of Clinical Microbiologists (ISCM), ICNA, Surveillance
Scientists Association of Ireland (SSol)) and the Health Services Executive (HSE). In addition, both
the National SARI Committee and the SARI Infection Control Sub-committee approved and
encouraged participation in the survey by Irish Infection control teams (ICT’s). All believed that this
was an opportunity for Irish hospitals to participate in a survey which for the first time would
provide comparable data with the UK. In addition, it was hoped that the HIS/ICNA Prevalence
Survey would highlight key areas on which to focus future lIrish national HCAI surveillance

initiatives.

1.2 Aims of the HIS/ICNA Prevalence Survey
The aims of the third HIS/ICNA Prevalence survey of HCAI were:

e To provide participating hospitals with standardised data on the prevalence of HCAI within
their own institution, along with timely feedback of national aggregate data, to inform local
infection control programmes and future surveillance initiatives.

e To provide the Department of Health & Children (DoH&C) and the HSE, with baseline
information on the prevalence of HCAI in acute hospitals in the Republic of Ireland, and to
participate with the UK Department of Health (DH) in a similar exercise. This information
will be available to guide priority setting in the development of strategy and policy.

e To help identify appropriate methodologies and priorities in establishing a national routine
surveillance system for HCAI in Ireland, including perhaps repeated prevalence surveys. Data
derived from surveillance will help monitor the effectiveness of measures taken nationally to
reduce the burden of HCAI.

e To maintain compatibility with studies performed in other countries, e.g. Scotland.

e To enable comparisons to be made between the respective countries.

e To publish survey results locally and in the Journal of Hospital Infection.

10



2. Methods

2.1 HIS/ICNA Prevalence Survey in the UK

The HIS/ICNA Prevalence Survey was coordinated by the HIS and monitored by the HCAI
Prevalence Survey Steering Group appointed by the HIS. The HIS appointed a lead for the project
(Dr. Edward Smyth, Director, Northern Ireland HCAI Surveillance Centre, The Royal Hospitals,
Belfast) and a project central coordinator. (Ms. Joanne Enstone) The HIS Steering group contained
three Irish members, Prof. Hilary Humphreys, chair, National SARI committee, Dr. Robert Cunney,
Consultant Microbiologist, Health Protection Surveillance Centre (HPSC) and Dr. Fidelma

Fitzpatrick, Irish Coordinator of the HIS/ICNA Prevalence Survey, HPSC (joined October 2005).

The 2006 HIS/ICNA Prevalence Survey was designed as a point prevalence survey. While ideally all
data collection in each participating hospital should be completed on a single day, the HIS/ICNA
realised that completion of the HIS/ICNA Prevalence Survey on a single day was not feasible even
for the smallest centres. Therefore they advised that at least one ward should be completed on a
single day and the overall hospital as soon as possible within a 12 week study period (1* March 2006
to 30" May 2006). Data was collected on a one-page double-sided paper sheet, which was
subsequently scanned into a computer for analysis. No identifiable patient data was collected. Data

on all active HCAI with special emphasis placed on four main system infections:

Primary bloodstream infections,

Pneumonia,

Urinary tract infections

Surgical site infections were collected.
The initial protocol for the HIS/ICNA prevalence survey was amended after pilot surveys in a

number of hospitals in the UK in late 2004.

A major criticism of the Second National Prevalence HIS/ICNA Prevalence Survey 1993/4 was the

inability to provide timely and relevant information to participants. In order to address this issue a

11



HCAI Prevalence Survey secure website, linked to both the HIS and ICNA websites, was developed
to promote and disseminate information to participating hospitals. Participating hospitals have access
to their own data through a secure web-based reporting system. Analytical software was developed

and provided access for ICT’s to download local results.

2.2 Organisation of the HIS/ICNA Prevalence Survey in Ireland

The Irish protocol and survey questionnaire were identical to that used in England, Wales and
Northern Ireland. The HIS/ICNA Prevalence Survey in Ireland was co-ordinated and organised
through the HPSC in conjunction with the Irish members of the HIS Steering group. The HPSC
team included Ms. Orla Bannon (OB), Senior Executive — Corporate Services, Dr. Fidelma
Fitzpatrick (FF) Irish coordinator, Mr. Myles Houlden, IT Specialist, Ms. Mary Kate Mageean
(MM), Project Administrator, Ms. Niamh Murphy, Surveillance Scientist and Ms. Roma Ruddy
(RR), infection control nurse. In November 2005, ISCM, ICNA and SSol members were circulated
regarding participation in the survey. Each hospital was requested to nominate one member of the

ICT to lead the survey in that institution.

The UK pilot surveys indicated that a team of three persons was the most efficient way to collect the
survey data: these teams comprised a medical microbiologist, an infection control nurse (ICN) and
another member of the ICT that completed the survey form as instructed by the microbiologist and
the ICN. However, this team could not be reproduced in Irish hospitals, as many hospitals had no
microbiologists and in many, the ICT consisted of one person (usually an ICN). Therefore the Irish
members of the HIS steering group approached the HSE regarding funding of external data
collectors, to assist local ICTs collect survey data. Funding was secured in December 2005 to
facilitate co-ordination at the HPSC, and also in the temporary employment of data collectors and a

senior ICN (RR).

12



The Irish Steering group agreed to attempt to replicate the UK teams. Eight HSE/HPSC teams of
two persons (one nurse and one administrator) were employed by the HPSC to assist local ICTs in
survey data collection. The Irish Steering group trained the external data collectors in survey
methodology in February 2006. The HPSC team supported these teams both administratively (OB
and MM) and with queries regarding survey methodology and definitions (RR and FF) during the
survey. These teams were based in Dublin (three teams covering Dublin and Leinster hospitals),

West (Western and Midwestern hospitals), Northwest, Midlands, South and Southeast.

Each participating hospital designated a member of the hospital’s ICT to lead the survey in that
institution. This person ensured the collaboration of clinical staff and hospital management and led
the data collection team. The hospital ICT assisted by the HSE/HPSC data collectors was responsible
for the collection and recording of survey data. The HSE/HPSC administrator liaised with the ICT
regarding dates of data collection in that institution, completion of survey forms as instructed by the
ICT and ensured forms were collected by courier for delivery to the HPSC. Both members of the
HSE/HPSC team assisted the ICT in gathering survey data (e.g. relevant medical or nursing
documentation or other healthcare records and relevant discussions with ward staff). The final

decision regarding presence of HCAIs rested with the local ICT.

Two training days, explaining survey protocol, Centers for Disease Control and Prevention (CDC)
definitions and organisational issues were held for participants in February and March 2006. In
addition information leaflets for hospital staff and patients/members of the public were produced and
circulated to participants and external data collectors and put on the HPSC website (Appendix 1&2).
Data was collected between 1% March 2006 and 30™ May 2006 in eligible participating hospitals on
all active HCAI present on the date of survey. The survey data was collated and validated by the
HPSC and subsequently forwarded to the Northern Ireland HCAI Surveillance Centre, The Royal
Hospitals, Belfast in August 2006. A feedback questionnaire was circulated to participants

(Appendix 3) and HSE/HPSC data collectors (Appendix 4) in June 2006.
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A secure web-based reporting system, hosted on the NHS intranet, was developed by the Welsh
healthcare-associated infection programme team in Cardiff UK. This enabled HIS survey participants
timely access to their own results, after the official launch of survey results in October 2006 at the
HIS International Conference. Participants could either analyse their own results on-line or export
their results for later analysis. As Republic of Ireland participants could not access the NHS intranet,
the HPSC hosted a copy of the UK programme on the E-Gov Services VPN. This system is due to

go live in late November 2006.

2.3 Characteristics of the HIS/ICNA Prevalence Survey

Hospital, patient and ward eligibility criteria for the HIS/ICNA Prevalence Survey are outlined in
Table 2.1. All acute hospitals with adult in-patients were eligible to participate in the survey.
Specialist paediatric hospitals were excluded. Patients of all consultant specialties were included
except for paediatric, rehabilitation, psychiatric and day-case patients. Hospitals were graded as

regional/tertiary, general or specialist.*

Table 2.1: Eligibility criteria for the HIS/ICNA Prevalence Survey

Inclusion criteria Exclusion criteria
Hospitals Acute hospitals with adult « Hospitals without access to an Infection
inpatients except those which Control Team
meet the exclusion criteria « Hospitals providing non-acute services
o Hospitals with fewer than 50 inpatient
beds

« Specialist Paediatric Hospitals

Wards All  wards serving adult Wards serving
patients except those that e Paediatric and neonatal patients
meet the exclusion criteria « Inpatients with learning difficulties

Patients  All adult patients except e Day patients
those who meet the exclusion e« Patients admitted for one day for treatment
criteria or for diagnostic procedures
« Patients with learning difficulties

14



Data was collected between 1% March 2006 and 30" May 2006 in eligible participating hospitals on
all active HCAI present on the date of survey. The information was completed for each ward/unit in
a single day. A HCAI was defined as a localised or systemic condition resulting from an adverse
reaction to the presence of an infectious agent(s) or its toxins in the survey population and that there
was no evidence that it was present or incubating at the time of admission to the participating
hospital (unless the infection was related to a previous admission to that hospital). It also met the
CDC criteria for a specific infection site.> ® For most bacterial HCAI; this means that the infection
became evident 48 hours (i.e., the typical incubation period) or more after admission. All active
HCAI were recorded on the survey form, with emphasis placed on four main system infections:

e Primary bloodstream infections,

e Pneumonia,

e Urinary tract infections

« Surgical site infections.
The CDC definitions are more stringent than those used in previous surveys and therefore the data

from this survey is not directly comparable to the previous prevalence survey HCAI rate of 10%.

2.4 The Survey Form

Data was entered onto a double-sided A4 sheet (Appendix 5). Completed survey forms were scanned

into a database using an automated optical reader (Teleform). Results were analysed using Microsoft

Excel. Consultant and ward specialty codes were aligned with the specialties recognised in the

European specialist medical qualifications Order 1995 and European Primary and Specialist Dental

Qualifications Regulations 1998.

The data set included:

@) Basic demography. (e.g. survey date, consultant and ward specialty, sex, age (but not date
of birth) and date of admission).

(b) Risk factors for HCAI. (e.g. Presence of indwelling devices, mechanically ventilation and

whether the patient has had recent surgery).

15



(©)

Active HCAI. Emphasis was placed on four major sites of infection (primary blood

stream infection, pneumonia, urinary tract infection and surgical site infection). CDC

category of pneumonia, urinary tract infection and surgical site infection was recorded.> ®

In addition, for each HCAI, meticillin-resistant Staphylococcus aureus (MRSA) infection,

association with insertion of a medical device and presence of secondary bacteraemia

were recorded. Considerably less detail was recorded for nine other HCAI. ® These were

1.

Bone and joint infection (which included osteomyelitis, joint, bursa and disc space
infection).

Central nervous system infection (which included Intracranial infection, Meningitis,
ventriculitis and spinal abscess).

Cardiovascular system infection (which included arterial and venous infection,
endocarditis, myocarditis, pericarditis and mediastinitis).

Eye, ENT (ear, nose, throat) or mouth infection (which included conjunctivitis and
other eye infections, sinusitis, oral cavity, ear, mastoid and upper respiratory tract
infection, pharyngitis, laryngitis and epiglottitis).

Gastrointestinal system infection (which included gastroenteritis and other
gastrointestinal tract infection, hepatitis and intra-abdominal infection).
Reproductive tract infection (which included endometritis, episiotomy, vaginal cuff
and other infections of the male or female reproductive tract).

Skin and soft tissue infection (which included breast abscess, mastitis, infected
ulcers and infections in burns).

Lower respiratory tract infection other than pneumonia (which included bronchitis,
tracheobronchitis, tracheitis and other infections of the lower respiratory tract).

Systemic infection.

16



2.5 Data Validation and analysis

Data collected on HCAI was validated by a member of the HPSC team (RR). HCAI on one ward for
a cross-sectional representation of participating hospitals was validated. Validation of the database
included de-duplication, checking for inappropriate values, range and outlier checks and validation
across questions. Data was stored in MS Access version 9.0 in the HPSC and analysed in MS Access

version 9.0, MS Excel version 9.0 and Epi Info version 3.3.2.

2.6 Confidentiality and ethical approval

The HIS/ICNA Prevalence Survey form (Appendix 5) contained no patient identifiable data, (i.e. the
name, date of birth, episode or hospital number, or address). The data extracted was anonymised
before transmission to the HPSC. The HSE/HPSC administrators and nurses signed confidentiality
agreements. The HSE confirmed that as in the UK, ethical approval was not required in Ireland for

the survey.

17



3. Results

3.1 Description of the survey population

45 acute adult hospitals participated in the third HIS/ICNA Prevalence Survey of HCAI in Ireland.
(Appendix 7) 7518 patients were surveyed, 3475 males and 4023 females. Hospital type, age and
sex breakdown of patients surveyed is outlined in Table 3.1 and the presence of risk factors for
HCALI in the survey population is outlined in Table 3.2. Most patients were located on either general

medical or general surgical wards. (Fig 3.1)

Table 3.1 Hospital type, age and sex of patients surveyed

Regional/Tertiary  General Specialist Total
Hospital Hospital Hospital

Total surveyed 3512 3654 352 7518
Total <44 years 604 737 160 1501
Females 306 529 147 982
Males 296 205 12 513
Unknown 2 3 1 6
Total 45-64 years 942 958 90 1990
Females 409 458 51 918
Males 531 500 38 1069
Unknown 2 0 1 3
Total 66-75 years 749 711 54 1514
Females 337 328 26 691
Males 408 382 28 818
Unknown 4 1 0 5
Total >75 years 1217 1246 47 2510
Females 705 703 23 1431
Males 508 542 24 1074
Unknown 4 1 0 5
Total: Unknown age 0 2 1 3
Female 0 1 0 1
Male 0 1 0 1
Unknown sex 0 0 1 1

18



Table 3.2 Presence of risk factors for HCAI and patient location in the survey population

Regional/Tertiary = General  Specialist Total
Hospital Hospital ~ Hospital (%)

Total patients surveyed 3512 3654 352 7518 (100%0)
Mean age 64.4 63.3 50.4 63.2
(range) (15-100) (15-101) (16-95) (15-101)
Peripheral IV line * 2176 2569 216 4961 (66%)
Central IV line * 389 176 10 575 (7.6%)
TPN * 74 71 0 145 (1.9%)
Indwelling urinary catheter * 860 800 83 1743 (23.2%)
Other bladder instrumentation * 72 73 5 150 (2%)
Mechanical ventilation * 113 89 0 202 (2.7%)
Non-implant surgery 548 486 57 1091 (14.5%)
Implant surgery 368 320 76 764 (10.2%)
Other invasive infection 1285 1063 103 2451 (33.8%)
Antibiotics 1208 1315 51 2621 (35%)
IV antibiotics 699 649 25 1371 (18%)

*in situ or present in the previous 7 days

Fig 3.1 Location (ward speciality) of patients surveyed
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Table 3.3 outlines the attending consultant speciality of patients surveyed and Table 3.4 the location
(ward speciality) of patients. In 26 patients the consultant speciality and in one patient the ward

speciality was not recorded



Table 3.3 Consultant speciality of patients surveyed

Regional/Tertiary General Specialist Total

Consultant speciality Hospital Hospital Hospital
Breast surgery 13 22 0 35
Cardiac surgery 14 28 0 42
Cardiology 203 245 0 448
Cardiothoracic surgery 37 29 0 66
Care of the elderly 339 241 0 580
Clinical haematology 80 14 0 94
Clinical immunology 1 3 0 4
Colorectal surgery 54 51 0 105
Dermatology 4 7 0 11
Endocrinology 174 118 0 292
ENT 75 42 12 129
Gastroenterology 165 106 0 271
General medicine 410 892 0 1302
General surgery 325 496 0 821
Genito-urinary medicine 3 3 0 6
Gynaecology 58 106 6 170
Hepatobiliary & pancreatic surgery 27 44 0 71
Hepatology 11 1 0 12
Infectious diseases 38 0 0 38
Maxillo-facial surgery 18 0 0 18
Medical oncology 169 106 88 363
Nephrology 124 44 0 168
Neurology 89 25 0 114
Neurosurgery 65 19 0 84
Obstetrics 57 237 129 423
Ophthalmology 30 15 28 73
Orthodontics 0 1 0 1
Others 5 6 8 19
Pain management 7 3 0 10
Palliative medicine 2 2 0 4
Plastic surgery 46 8 0 54
Respiratory medicine 203 176 0 379
Rheumatology 80 89 0 169
Thoracic surgery 4 1 0 5
Transplantation surgery 11 1 0 12
Trauma & orthopaedics 310 329 81 720
Upper gastrointestinal surgery 14 12 0 26
Urology 85 74 0 159
Vascular surgery 149 45 0 194
Total 3499 3641 352 7492
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Table 3.3 Location (ward speciality) of patients surveyed

Regional/Tertiary General Specialist Total
Ward speciality Hospital Hospital Hospital

Blood and marrow transplantation 20 0 0 20
Burns care 9 0 0 9
Cardiac surgery 13 33 0 46
Cardiology 107 60 0 167
Cardiothoracic surgery 61 19 0 80
Care of the elderly 251 112 0 363
Clinical haematology 7 2 0 9
Clinical microbiology 0 1 1 2
Colorectal surgery 52 22 0 74
Coronary care unit (ward spec only) 31 36 0 67
Critical care medicine 156 98 1 255
ENT 167 15 12 194
Gastroenterology 45 0 0 45
General medicine 802 1316 0 2118
General surgery 609 922 0 1531
Gynaecology 45 94 9 148
Hepatobiliary & pancreatic surgery 1 0 0 1
Infectious diseases 20 0 0 20
Medical high dependency 7 9 0 16
Medical oncology 148 112 67 327
Nephrology 86 25 0 111
Neurology 44 0 0 44
Neurosurgery 55 0 0 55
Obstetrics 60 234 130 424
Ophthalmology 66 0 28 94
Other wards 36 31 23 90
Plastic surgery 46 0 0 46
Respiratory medicine 96 45 0 141
Rheumatology 11 32 0 43
Surgical high dependency 9 9 0 18
Thoracic surgery 0 22 0 22
Transplantation surgery 28 0 0 28
Trauma & orthopaedics 302 368 81 751
Urology 58 36 0 94
Vascular surgery 64 0 0 64
Total 3512 3653 352 7517

The age and sex of the 2621 patients on antibiotic therapy are outlined in Table 3.5 and the

consultant speciality of the attending consultant is outlined in Table 3.6. 802/2621(30%) patients on

antibiotics were located on general medical, 592(23%) on general surgical and 201(7.7%) on trauma

& orthopaedic wards.
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Table 3.5 Age and sex of patients on antibiotics

Age Group (years) Male Female  Unknown (% in ea;:rr? Z:e group)
<45 206 276 1 483 (18.4)
45-65 387 304 1 894 (34.1)
66-75 308 243 0 648 (24.7)
>75 389 503 2 595 (22.7)
Unknown 1 0 0 1
Total 1291 1326 4 2621 (100)

Table 3.6 Consultant speciality of patients on antibiotics

Consultant speciality

Number (%) of patients on antibiotics

General Medicine 540 (20.6)
General Surgery 330 (12.6)
Trauma & Orthopaedics 198 (7.6)
Respiratory Medicine 180 (6.9)
Care of the Elderly 170 (6.5)
Cardiology 122 (4.7)
Medical Oncology 110 (4.2)
Endocrinology 106 (4)
Gastroenterology 92 (3.5)
Vascular Surgery 86 (3.3)
Nephrology 74 (2.8)
Obstetrics 64 (2.4)
Urology 63 (2.4)
ENT 63 (2.4)
Rheumatology 60 (2.3)
Gynaecology 51 (1.9)
Clinical Haematology 49 (1.9)
Colorectal Surgery 46 (1.8)
Hepatobilary & Pancreatic Surgery 30 (1.1)
Plastic Surgery 27 (1)
Cardiothoracic Surgery 25 (1)
Infectious Diseases 18 (0.7)
Opthalmology 14 (0.5)
Breast Surgery 14 (0.5)
Neurology 14 (0.5)
Neurosurgery 12 (0.5)
Cardiac Surgery 10 (0.4)
Upper Gastrointestinal Surgery 10 (0.4)
Maxillo-facial Surgery 9 (0.3
Hepatology 8 (0.3
Transplantation Surgery 5 (0.2)
Dermatology 4 (0.2)
Genito-Urinary Medicine 4 (0.2)
Pain Management 3 (0.1)
Palliative Medicine 2 (0.1)
Others 8 (0.3)
Total 2621
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3.2 HCAI rates in participating Republic of Ireland hospitals

3.2.1 Overall HCAI rates

386 HCAI’s in 369 patients were recorded during the survey, giving an overall prevalence of HCAI

of 4.9%. (Table 3.7) 17 patients had more than one HCAI type present.

The prevalence of HCAI was highest in regional/tertiary hospitals (6%) and lowest in specialist

hospitals (2%). The age and sex breakdown of patients with HCAI are outlined in Table 3.8.

Table 3.7: HCAI Prevalence rates: Overall and breakdown by HCAI type

Regional/Tertiary General Specialist Total
Hospital Hospital Hospital
Total survey population 3512 3654 352 7518
HCAI 210 (6%) 152 (4.2%) 7 (2%) 369 (4.9%)
MRSA-related HCAI 19 (0.5%) 18 (0.5%) 0 37 (0.5%)
Device*-related HCAI 46 (1.3%) 46 (1.3%) 3 (0.9%) 95 (1.3%)
Secondary bloodstream infection 6 (0.2%) 7 (0.2%) 2 (0.6%) 15 (0.2%0)
Primary bloodstream infection 27 (0.8%) 10 (0.3%) 0 37 (0.5%)
Pneumonia 39 (1.1%) 25 (0.7%) 1 (0.3%) 65 (0.9%0)
Urinary Tract Infection 41 (1.1%) 40 (1.1%) 2 (0.6%) 83 (1.1%)
Surgical site infection 50 (1.4%) 32 (0.9%) 1(0.3) 83 (1.1%)
Other HCAI + 62 (1.8%) 53 (1.5%) 3 (0.9%) 118 (1.6%)
Device*: Central-line related primary bloodstream infection, catheter-related urinary tract infection, ventilator-

associated pneumonia and device-related “other” HCAI

Other HCAI +:  bone, central nervous system, cardiovascular infection, eyes ENT and mouth, gastrointestinal system,

reproductive tract, skin and soft tissue, systemic, lower respiratory tract (other than pneumonia)
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Table 3.8 Age and sex breakdown of patients with a HCAI

Sex
Age groups Male Female Unknown Overall Total
Total Total Total Total surveyed Total with HCAI
surveyed Total HCAI surveyed Total HCAI surveyed Total HCAI (% of each age group with HCAI)

<44 years 513 18 982 14 6 0 1501 32 (2.1)
45-64 years 1069 58 918 49 3 1 1990 108 (5.4)
65-75 years 818 51 691 39 5 0 1514 90 (5.9)
>75 years 1074 58 1431 81 5 0 2510 139 (5.5)
Unknown age 1 0 1 0 1 0 3 0

Total 3475 185 4023 183 20 1 7518 (100) 369 (4.9)




The most common HCAI (Fig 3.2) were
e Urinary tract infection (UTI) — 83/386 (21.5%) patients with a HCAI
o Surgical site infection (SSI)- 83/386 (21.5%) patients with a HCAI
e Pneumonia - 65/386 (16.8%) patients with a HCAI
o Gastrointestinal infection - 45/386 (11.6%) patients with a HCAI
e Primary bloodstream infection (PBSI) -37/386 (9.5%) patients with a HCAI

o Skin and soft tissue infection - 36/386 (9.3%) patients with a HCAI

Fig 3.2 Breakdown of HCAI type (n=386 HCAI)
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191 patients with a HCAI were being cared for by medical consultants and 198 patients by surgical
or obstetric/gynaecology consultants. (Table 3.9) The location of patients by ward speciality is
outlined in Table 3.10. Of note, the majority of patients with HCAIs were located on either general
medical (23.8%), general surgical (18.4%), critical care (10.8%) or trauma & orthopaedic (9.8%)

wards.



Table 3.9 Numbers of HCAI by consultant speciality

Consultant speciality Number of patients with HCAI
Surgical specialities - Total 168
General surgery 48
Trauma & orthopaedics 41
Vascular surgery 21
Urology 8
Colorectal surgery 7
Cardiothoracic surgery 7
Hepatobiliary & pancreatic surgery 7
ENT, ophthalmology 7
Neurosurgery 7
Plastic surgery 6
Cardiac surgery 6
Transplantation surgery 1
Breast surgery 1
Upper gastrointestinal surgery 1
Medical specialities - Total 191
General medicine 40
Care of the elderly 26
Medical oncology 22
Respiratory medicine 21
Cardiology 17
Endocrinology 17
Gastroenterology 15
Clinical haematology 10
Nephrology 9
Rheumatology 6
Infectious diseases 3
Neurology 3
Hepatology 1
Dermatology 1
Obstetrics and Gynaecology - Total 10
Gynaecology 6
Obstetrics 4
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Table 3.10 Location (ward speciality) of patients with HCAI

Ward speciality

Number of patients with HCAI

Medical wards - Total

General medicine

Care of the elderly

Medical oncology

Respiratory medicine

Cardiology

Nephrology

Blood and marrow transplantation
Gastroenterology

Infectious diseases
Rheumatology

Surgical wards - Total
General surgery
Trauma & orthopaedics
Cardiothoracic surgery
ENT

Vascular surgery
Cardiac surgery
Urology

Colorectal surgery
Ophthalmology
Neurosurgery

Plastic surgery
Thoracic surgery
Transplantation surgery

Obstetrics & Gynaecology wards - Total

Gynaecology
Obstetrics

Critical and high dependency care - Total

Critical care medicine
Medical high dependency
Surgical high dependency
Burns care

Coronary care unit

Others

154
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3.2.2 Device-related HCAI

In 95/369 (26%) patients with a HCAI, the HCAI was device-related (either central-line, ventilator,
urinary catheter or other medical device), with the majority of patients located in regional/tertiary
and general hospitals. (Table 3.7) The age and sex of patients with device-related HCAI is outlined

in Table 3.11 and a breakdown by device-related HCAI by HCAI type is outlined in Fig 3.3

Table 3.11  Age and sex of patients with device*-related HCAI, MRSA-related HCAI
and HCAI associated with secondary bloodstream infection (SBSI)

HCAI Type Age group Male Female Total %in fggh age

Device*-related HCAI Total 60 35 95 100
<44 years 7 3 10 10.5
45-64 years 18 12 30 31.6
65-75 years 16 8 24 25.3
>75 years 19 12 31 32.6

MRSA - related HCAI Total 22 15 37 100
<44 years 2 1 3 8.1
45-64 years 9 5 14 37.8
65-75 years 2 4 6 16.2
>75 years 9 5 14 37.8

SBSI- associated HCAI Total 10 5 15 100
<44 years 1 1 2 13.3
45-64 years 1 2 3 20
65-75 years 5 2 7 46.7
>75 years 3 0 3 20

* Includes central-line-related primary bloodstream infection, ventilator-related pneumonia, catheter-related UTI and
"Other HAI" related to devices

Fig 3.3 Device-related HCAI: Breakdown by HCAI type (n=95)
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The consultant speciality of patients with a device-related HCAI included general surgery (13
patients representing 14% of device-related HCALI), care of the elderly (12 patients, 13% of device-
related HCAI) general medicine (12 patients, 13% of device-related HCAI), medical oncology (8
patients, 8% of device-related HCALI), urology (6 patients, 6% of device-related HCALI) vascular
surgery (5 patients, 5% of device-related HCAI) and trauma & orthopaedics (5 patients, 5% of
device-related HCAI). The location (ward speciality) of patients with device-related HCAI is
outlined in Table 3.12.

Table 3.12. Location (ward speciality) of patients with device-related HCAI

Ward speciality Number (%) of patients
General medicine 22 (23.2)
Critical care medicine 18 (18.9)
General surgery 17 (17.9)
Care of the elderly 8 (8.4)
Trauma & orthopaedics 5(5.3)
Medical oncology 4(4.2)
Urology 4 (4.2)
Cardiothoracic surgery 3(3.2)
Others 3(3.2)
Blood and marrow transplantation 2(2.1)
Cardiology 2(2.1)
Medical high dependency 1(1.1)
Neurosurgery 1(1.1)
ENT 1(1.1)
Infectious diseases 1(1.1)
Vascular surgery 1(1.1)
Nephrology 1(1.1)
Gynaecolog_:]y 1(1.1)
Total 95 (100)

3.2.3 MRSA-related HCAI

37/369 (10%) patients with a HCAI were recorded as having an MRSA-related HCAI, 19 of whom
were in regional/tertiary hospitals and 18 in general hospitals. (Table 3.5) The age and sex
breakdown of patients with MRSA-related HCALI is outlined in Table 3.9. A breakdown of MRSA-
related HCAIs by HCAI type, by consultant speciality and by location (ward speciality) is outlined in

Fig 3.4, Table 3.13 and Table 3.14 respectively.
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Number of MRSA-associated HCAI

Fig 3.4 MRSA-related HCAI: Breakdown by HCAI type (n=37)
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Table 3.13 MRSA-related HCAI: Breakdown by consultant speciality

Consultant speciality

Number (%) of patients

Trauma & orthopaedics 4 (10.8)
General surgery 4 (10.8)
Cardiology 4 (10.8)
Care of the elderly 4 (10.8)
General medicine 3(8.1)
Vascular surgery 3(8.1)
Plastic surgery 3(8.1)
Endocrinology 2(5.4)
Respiratory medicine 2(5.4)
Hepatology 1(2.7)
Infectious diseases 1(2.7)
Neurosurgery 1(2.7)
ENT 1(2.7)
Nephrology 1(2.7)
Rheumatology 1(2.7)
Urology 1(2.7)
Clinical haematolog_;y 1(2.7)
Total 37 (100)
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Table 3.14 MRSA-related HCAI:

Breakdown by ward speciality

Ward speciality

Number (%) of patients

General medicine 14 (37.8)
General surgery 6 (16.2)
Critical care medicine 4 (10.8)
Trauma & orthopaedics 4 (10.8)
Care of the elderly 2(5.4)
Cardiology 2 (5.4)
Neurosurgery 2 (5.4)
Infectious diseases 1(2.7)
Medical high dependency 1(2.7)
Vascular surgery 1(2.7)
Total 37 (100)

3.2.4 HCAI associated with secondary bloodstream infection (SBSI)

In 15/369 (4%) patients, their HCAI was associated with a SBSI, with most patients located in either
regional/tertiary or general hospitals (Table 3.7) The age and sex breakdown of patients with a SBSI
is outlined in Table 3.11.

SBSI was recorded in patients with UTI (five patients), SSI (three patients), pneumonia (two
patients), gastrointestinal infection (two patients), bone & joint infection (one patient),
cardiovascular infection (one patient) and combined UTI and skin and soft tissue infection (one
patient). The consultant speciality of these patients included medical oncology (three patients),
cardiology (three patients) and trauma and orthopaedics (two patients). The remaining seven patients
were cared for by a variety of medical and surgical consultants. Patients with SBSI were located on
general medical (seven patients), medical oncology (two patients), trauma and orthopaedics (two

patients) and other medical/surgical wards (four patients).

3.2.5 Presence of risk factors for HCAI and HCAI prevalence
Table 3.15 outlines the prevalence of HCAI in patients with a history of urinary catheter insertion,
bladder instrumentation, mechanical ventilation and surgical procedures. The highest rates of HCAI

were found in patients with a history of mechanical ventilation or parenteral nutrition.
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Table 3.15 HCAI prevalence in patients with HCAI risk factors

Total number

Patients with risk

%o of those with risk

Risk Factor ; factor who had a factor who had a
of patients HCAI HCAI
Urinary catheter * 1743 160 9.2
Other bladder instrumentation * 150 10 6.7
Peripheral IV catheter * 4961 245 4.9
Central 1V catheter * 575 86 15
Mechanical ventilation * 202 46 22.8
Parenteral nutrition * 145 34 23.4
Surgery within 30 days 1091 109 10
Surgery within last year 764 57 7.5
Other invasive procedure 2451 186 7.6

*in situ or present in the previous 7 days

3.2.6 C. difficile infection

36 (0.5%) patients had C. difficile infection, 25/36(69.4%) were greater than 75 years (Fig 3.5). The

consultant speciality of patients with C. difficile infection is outlined in Table 3.16. 22/36(61%)

patients with C. difficile infection were located on general medical wards and six (16.7%) on care of

the elderly wards. (Table 3.17)

Fig 3.5 Age and sex of patients with C. difficile infection
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Table 3.16 Consultant speciality of patients with C. difficile infection

Consultant speciality Number (%) of patients
General medicine 8 (22.2)
Endocrinology 6 (16.7)
Gastroenterology 5(13.9)
Care of the elderly 4(11.1)
Respiratory medicine 3(8.3)
Rheumatology 2 (5.6)
Nephrology 2 (5.6)
Cardiology 2 (5.6)
Trauma & orthopaedics 2 (5.6)
Clinical haematology 1(2.8)
General surgery 1(2.8)
Total 36 (100)

Table 3.17 Location (ward speciality) of patients with C. difficile infection

Ward speciality Number (%) of patients
General medicine 22 (61.1)
Care of the elderly 6 (16.7)
Respiratory medicine 2 (5.6)
ENT 2 (5.6)
Trauma & orthopaedics 2 (5.6)
Critical care medicine 1(2.8)
General surgery 1(2.8)
Total 36 (100)

3.2.7 Norovirus infection

27 (0.4%) patients, 14 males and 12 females (1 unrecorded sex) had norovirus infection on the day of
the survey. Ten (37%) of these patients were greater than 75 years. The consultant speciality of
patients with norovirus infection is outlined in Table 3.18 and location (ward speciality) in Table

3.19.
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Table 3.18 Consultant speciality of patients with norovirus infection

Consultant Speciality Number (%) of patients
General medicine 4 (14.8)
Cardiology 3(11.1)
Endocrinology 3(11.1)
Trauma & orthopaedics 3(11.1)
General surgery 3(11.1)
Respiratory medicine 2(7.4)
Vascular surgery 2(7.4)
Care of the elderly 1(3.7)
Rheumatology 1(3.7)
Neurology 1(3.7)
Nephrology 1(3.7)
Clinical haematology 1(3.7)
Gastroenterology 1(3.7)
Hepatobiliary & pancreatic surgery 1(3.7)
Total 27 (100)

Table 3.19 Location (ward speciality) of patients with norovirus infection

Ward Speciality Number (%) of patients
General medicine 9 (33.3)
Respiratory medicine 6 (22.2)

Trauma & orthopaedics 3(11.1)
Colorectal surgery 3(11.1)
General surgery 3(11.1)
Vascular surgery 2 (7.4)
Cardiology 1(3.7)

Total 27 (100)




3.3 Individual HCA\I sites
3.3.1 Primary Bloodstream Infection (PBSI)
37/7518 (0.5%) surveyed patients had a PBSI. PBSI represented 10% of all HCAI (37/386 HCALI’s).

The age and sex breakdown of patients with PBSI is outlined in Table 3.20

Regarding PBSI in patients with IV lines in situ or present the previous seven days, 20/4961 (0.4%)
patients with a peripheral IV line and 20/575 (3.5%) patients with a central 1V line had a PBSI.
8/145 (5.5%) patients either receiving or who had received total parenteral nutrition (TPN) in the

previous seven days, had a PBSI.

14/37 patients (37.8%) with PBSI had a central line-related PBSI. Of these, four patients were
located in critical care medicine, three each on general surgical or haematology / oncology wards
with the remaining four on medical wards. The consultant speciality of patients with a central line-
related PBSI included clinical haematology (three), general surgery (three), care of the elderly,
neurology, nephrology, infectious disease, general medicine, neurosurgery, vascular surgery and

colorectal surgery (one in each speciality).

Five patients (13.5%) with PBSI had an MRSA-related PBSI (Table 3.21) — three of which were

central line- related (representing 8% of central line-related PBSI).
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Table 3.20 Age and sex breakdown of patients with individual HCAI types

Sex Age (years)
HCAI Type Patients
Unknown Male Female <44 45-64 65-75 >75
Primary bloodstream infection (PBSI) - Total 37 - 27 10 7 16 3 11
-Central-line-related PBSI 14 - 10 4 4 6 1 3
Urinary tract infection (UTI) - Total 83 - 34 49 7 12 20 44
- Symptomatic UTI 54 - 18 36 5 10 13 26
-Asymptomatic UTI 26 - 15 11 1 6 17
-Other infection of urinary tract 2 - 1 1 0 1 1
- Catheter-related UTI 41 25 16 28 2 14 20
Surgical site infection (SSI) - Total 83 1 39 43 9 34 23 17
- Superficial incisional SSI 37 1 16 20 4 16 10 7
- Deep incisional SSI 36 - 19 17 4 13 12 7
- Organ / Space SSI 9 - 3 6 1 5 1 2
Pneumonia - Total 65 - 38 27 2 22 19 22
- Clinically defined pneumonia 53 - 29 24 0 20 13 20
- Pneumonia with laboratory findings 8 - 6 2 2 1 4
- Pneumonia in immunocompromised 3 - 4 0 0 1
- Ventilator — associated pneumonia 12 - 9 3 2 7 3







Table 3.21  HCAI types — association with medical devices, MRSA and secondary bloodstream infection (SBSI)

HCAI site Number  Proportion of Proportion of Device-related MRSA-associated SBSI
of HCAI patients patients with HCAI infection infection
surveyed
(n=369)

(n=7518)
Primary bloodstream infection 37 0.5 10 14 5 -
Pneumonia 65 0.9 17.6 12 3 2
Urinary tract infection 83 11 22.5 41 6 5
Surgical site infection 83 1.1 22.5 - 7 2
Bone & joint 3 0.04 0.81 1 2 1
Central nervous system 1 0.01 0.27 1 0 0
Cardiovascular 6 0.08 1.63 5 2 1
Eyes, ENT or mouth 11 0.15 2.98 0 1 0
Gastrointestinal 45 0.6 12.2 0 0 2
Reproductive tract 2 0.03 0.54 2 0 0
Skin & soft tissue 36 0.48 9.76 18 7 2
Systemic 1 0.01 0.27 0 0 0
Lower respiratory tract 13 0.17 3.52 1 5 0




3.3.2 Pneumonia

65/7518 (0.86%) patients had pneumonia, representing 17.6% patients with a HCAL.

The age and sex of patients with pneumonia and ventilator-associated pneumonia (VAP) are outline
in Table 3.20. 4/65 (6%) pneumonias were MRSA-related and two (3%) were associated with
secondary bloodstream infection. (Table 3.21) The majority of patients (53) had a clinically defined
pneumonia, eight had pneumonia with specific laboratory findings and three immunocompromised

patients had pneumonia. The type of pneumonia was not recorded in one patient.

Of the 202 patients surveyed that either were currently or had been mechanically ventilated: 46
(22%) had a HCALI, 19 (9.4%) had pneumonia and 12 (18%) had a ventilator-associated pneumonia

(VAP).

Of the 12 patients with VAP, ten (83%) were located in critical care units, one in a medical high
dependency unit and one in a cardiothoracic unit. One VAP was associated with MRSA infection but
none with secondary bloodstream infection. The consultant speciality of these patients included
gastroenterology, general medicine, general surgery (two patients each), medical oncology, clinical
haematology, cardiothoracic surgery, neurosurgery, vascular surgery and upper gastrointestinal

surgery (one patient each).

3.3.3 Urinary Tract Infection (UTI)

83/7518 (1.1%) patients had a UTI, representing 22.5% patients with a HCAI. The age and sex
breakdown of patients with UTI are outlined in Table 3.20. Six (7.2%) UTIs were MRSA-related
and five (6%) were associated with SBSI (Table 3.21). 54 (65%) patients with a UTI had a
symptomatic UTI, 26 (31.3%) had asymptomatic UTI, and two (2.4%) another infection of the

urinary tract. In one patient, the type of UTI was not recorded.



45/1743 patients (2.6%) who either were or had been catheterised and 4/150 (2.7%) patients who

either were or had received other bladder instrumentation had a UTI.

Regarding catheter-related UTI, responses were recorded in 73 patients with a UTI. 41/73 (56.2%)
patients with a UTI had a catheter-related UTI. Of these,

o Four were associated with MRSA infection and three with secondary bloodstream infection.

o The majority of patients were over 65 years (Table 3.20).

o Consultant speciality of patients with catheter-related UTI included care of the elderly (nine,
22%), general medicine (six, 14.6%), urology (five, 12.2%)), medical oncology, general
surgery (three patients each), respiratory medicine, cardiothoracic surgery, trauma &
orthopaedics, vascular surgery, colorectal surgery (two patients each), gynaecology,
dermatology, endocrinology, gastroenterology and “other” (one patient each).

« The majority of patients were located on either general medical (15, 36.6%), general surgical
(10, 24.4%) and care of the elderly (five, 12.2%) wards. The remaining patients were located
on urology (three), cardiothoracic surgery, trauma & orthopaedics (two patients each), medical

oncology, cardiology and “other” (one patient each) wards.

3.3.4 Surgical Site Infection (SSI)

83/7518 (1.1%) patients had an SSI, representing 22.5% of patients with a HCAI. 56/1091 (5.1%)
patients with a history of non-implant surgery and 28/764 (3.7%) patients with a history of implant
surgery had a SSI. (Table 3.22) Breakdown of procedure categories for non-implant SSI and implant

surgery are outlined in Table 3.23 and 3.24.

The age and sex breakdown of patients with a SSI are outlined in Table 3.20. Seven (8.4%) SSls
were MRSA-related and three (2.4%) were associated with secondary bloodstream infection. (Table
3.21) 37 (45%) patients had a superficial incisional SSI, 36 (43%) a deep incisional and nine an

organ space SSI. The type of SSI was not recorded in one patient.
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Table 3.22 Association between surgical procedures and SSI

Non-implant Implant Other invasive Total
surgery surgery procedure

Total number of patients 1091 764 2451 N/A *
Any HCAI 109 57 186 N/A *
SSI 56 28 39 83
Superficial incisional 33 v 11 37
Deep incisional 18 19 19 36
Organ space 5 1 8 9
SSI type not recorded 0 1 1

N/A * Not applicable; there can be multiple responses for one individual

Table 3.23 Breakdown of procedure categories for non-implant surgical site infection

Surgical procedure

Number (%) of patients with SSI

Colon surgery 10 (17.9)
Coronary artery bypass graft with both chest and donor site incisions 5(8.9)
Other operations on the musculoskeletal system 5(8.9)
Other operations on the integumentary system 4(7.1)
Limb amputation 4(7.1)
Small bowel surgery 3(5.4)
Bile duct, liver or pancreatic surgery 2 (3.6)
Abdominal surgery 2 (3.6)
Neck surgery 2 (3.6)
Breast surgery 2 (3.6)
Herniorrhaphy 2 (3.6)
Other operations on the nervous system 1(1.8)
Other operations on the eye, ear, nose, mouth, and pharynx 1(1.8)
Ovarian surgery 1(1.8)
Coronary artery bypass graft with chest incision only 1(1.8)
Other operations on the cardiovascular system 1(1.8)
Gallbladder surgery 1(1.8)
Appendix surgery 1(1.8)
Caesarean section 1(1.8)
Other operations on the genitourinary system 1(1.8)
Gastric surgery 1(1.8)
Other operations on the digestive system 1(1.8)
Rectal surgery 1(1.8)
Kidney surgery 1(1.8)
Abdominal hysterectomy 1(1.8)
wical procedure not specified 1(1.8)
Total 56 (100)
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Table 3.24 Breakdown of procedure categories for implant surgical site infection

Surgical procedure Number (%) of patients with SSI
Hip prosthesis 9(32.1)
Open reduction of fracture 6 (21.4)
Other operations on the cardiovascular system 3(10.7)
Refusion of spine 2 (7.1)
Herniorrhaphy 2(7.1)
Spinal fusion 1(3.6)
Other operations on the musculoskeletal system 1(3.6)
Knee prosthesis 1(3.6)
Craniotomy 1(3.6)
Colon surgery 1(3.6)
Cardiac surgery 1 (3.6)
Total 28 (100)

3.3.5 Other HCAI

Details of the age and sex of patients with 118 “other” HCAI are outlined in Table 3.15 and the
location of these patients outlined in Table 3.25 and Table 3.26. The association of these infections
with MRSA infection, presence of medical devices and secondary bloodstream infection is outlined

in Table 3.21.

The most common infections in this category were,

o Gastrointestinal infections (45 infections),
« Skin and soft tissue infections (36 infections)

o Lower respiratory infections (13 infections).

Of note, 18/35 (51.4%) skin and soft tissue infections were device-related (in one patient with a skin
and soft tissue infection, an association with medical devices was not recorded): 6/18 (33%) were

associated with MRSA infection and one (5%) with secondary bloodstream infection
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Table 3.25 Age and sex of patients with “Other” HCAI

Sex Age
HCAI Type Number
Males Females <44 years 45-64 years 65-75 years > 75 years

Bone & joint 3 2 1 1 1 0 1
Central nervous system 1 0 0 1 0 0
Cardiovascular 6 5 1 0 3 1 2
Eyes, ENT or mouth 11 3 8 2 3 1 5
Gastrointestinal 45 17 28 0 10 10 25
Reproductive tract 2 0 2 1 1 0 0
Skin & soft tissue 36 19 17 4 10 12 10
Systemic 1 1 0 0 0 1 0
Lower respiratory tract 13 8 5 1 2 4




Table 3.26 Location of patients with “Other” HCAI

HCAI site Total Regional / Tertiary  General Hospital Specialist Hospital
Hospital

3 0 0
Central Nervous System 1 1 0 0
Cardiovascular 6 5 1 0
Eyes, ENT or Mouth 11 8 3 0
Gastrointestinal 45 26 19 0
Reproductive Tract 2 1 1 0
Skin & Soft tissue 36 17 17 2
Systemic 1 1 0 0
Lower respiratory Tract 13 2 11 0
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3.4 UK provisional results (excluding Scotland and Jersey) (provisional — as of October 2006)

The following is a summary of Dr. Edward Smyth’s presentation at the Hospital Infection Society

International Conference in Amsterdam on 18™ October 2006.

These figures represent the provisional results of the UK and Ireland prevalence survey and exclude

results from Scotland (where the survey is ongoing and due to be complete in late 2006) and Jersey.

Table 3.27 outlines the survey population, Fig 3.6 outlines the presence of HCAI risk factors in the
survey population, Table 3.28 outlines the overall prevalence rates and Table 3.29 MRSA-associated
HCAI for England, Wales, Northern Ireland and the Republic of Ireland. As a breakdown by
participating hospital type (e.g. tertiary/regional, general or specialist) has not been performed on the
UK database, it is difficult to compare the Republic of Ireland results with those of the UK until this
analysis had been performed. Although the prevalence of healthcare-associated infection in Irish
hospitals is less than that which was found in the Second National Prevalence Surveys carried out in
the 1990’s, the definitions were different and therefore the data is not comparable. The prevalence of
C. difficile infection for the Republic of Ireland and the UK and Ireland is outlined in Fig 3.7, the
prevalence of specific HCAI by HCAI site is outlined in Table 3.30 and the association of HCAI
with MRSA infection, medical device insertion and secondary bloodstream infection is outlined in

Table 3.31.

Table 3.27 The survey population

Country Hospitals Patients % of patients
UK and Republic of Ireland 273 75,763 100%
(excluding Scotland)

England 190 58,795 77.6%
Wales 23 5,825 7.7%
Northern Ireland 15 3,625 4.8%
Republic of Ireland 45 7,518 9.9%

Jersey 1 162 -




Fig 3.6 Presence of risk factors for HCAI in the survey population
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Table 3.28 Prevalence rates for England, Wales, Northern Ireland and the Republic of Ireland

Prevalence Rate 95% CI
UK and Republic of Ireland 7.6% 74-78
(excluding Scotland)
England 8.2% 8.0-8.4
Wales 6.3% 57-7.0
Northern Ireland 5.5% 4.8-6.3
Republic of Ireland 4.9 44-54

Table 3.29 MRSA-associated HCAIs in England, Wales, Northern Ireland and the Republic of

Ireland

UK & Republic England  Wales Northern Republic of

of Ireland Ireland Ireland
Number of patients with 873 755 50 31 37
MRSA- associated HCAI
Prevalence of MRSA 1.2% 1.3% 0.9% 0.9% 0.5%
Infection
MRSA-associated HCAI 15.2% 15.7% 13.6% 15.6% 10%
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Fig 3.7 Prevalence of C. difficile infection by age and gender

35

B UK & Republic of Ireland CJ England B Wales B Northern Ireland @ Republic of Ireland

3

25

2

15

1

05

Male Female Male Female Male Female Male Female
11 - 44 years 45 - 65 years 66 - 75 years >75 years

Table 3.30 HCAI sites for the UK & Republic of Ireland (excluding Scotland) and the Republic

of Ireland

UK & Republic of

Republic of Ireland

HCAI Site Ireland
Primary bloodstream infection Number 448 37
Prevalence 0.6 % 0.5%
Pneumonia Number 900 65
Prevalence 1.2% 0.9%
Lower respiratory tract infection ~ Number 403 13
Prevalence 0.6 % 0.2%
Urinary tract infection Number 1273 83
Prevalence 1.7% 1.1%
Surgical site infection Number 927 83
Prevalence 1.2% 1.1%
Gastrointestinal tract infection Number 1317 45
Prevalence 1.7% 0.6 %
Bone & joint infection Number 75 3
Prevalence 0.1% <0.1%
Central nervous system infection Number 16 1
Prevalence <0.1% <0.1%
Cardiovascular system infection ~ Number 67 6
Prevalence 0.1% 0.1%
Eyes, ENT or mouth infection Number 180 11
Prevalence 0.2% 0.1%
Reproductive tract infection Number 42 2
Prevalence 0.1% <0.1%
Skin & soft tissue infection Number 666 36
Prevalence 0.9% 0.5%
Systemic infection Number 71 1
Prevalence 0.1% <0.1%

Table 3.31 Association of HCAI by HCAI site with MRSA infection, medical device insertion

and secondary bloodstream infection



HCAI site Country Total MRSA- Device*- Secondary
associated associated bloodstream
infection

Primary UK & Rol+ 448 22.3% 42.6% -
bloodstream
infection

Rol+ 37 13.9% 37.8% -
Urinary tract UK & Rol+ 1273 5.1% 58% 3.9%
infection

Rol+ 83 7.2% 56.2% 6.2%
Pneumonia UK & Rol+ 900 7.6% 19.2% 3.9%

Rol+ 65 6.3% 18.5% 3.1%
Surgical site UK & Rol+ 927 25.6% - 6.3%
infection

Rol+ 83 8.4% - 2.4%
Skin & soft UK & Rol+ 666 48.2% 40.7% 4.9%
tissue infection

Rol+ 36 19.4% 51.4% 5.7%
Device*: Central-line related primary bloodstream infection, catheter-related urinary tract infection, ventilator-

associated pneumonia and device-related skin & soft tissue infection

Rol+

3.5 Feedback from participants

Republic of Ireland
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Table 3.32 outlines the average composition of the ICT in each participating hospital. Excluding
preparation time for the survey and cancellation of data collection due to hospital infection control
matters (e.g. norovirus outbreaks), it took data collection teams 1897.25 hours to collect survey data.

This represents 237 working (9am — 5pm) days for a data collection team of at least three people.

Table 3.32 Infection Control team composition in 45 participating hospitals
(Total beds = 11,682 in 45 hospitals)

Total Average WTE* /hospital Total WTE* / 100 beds
(WTE* range)

Consultant 27.35 0.6 0.23
Microbiologist 0.1-2)
Infection Control Nurse 57.8 1.28 0.49

(05-3)
Surveillance Scientist 15 0.36 0.13

(0-1)

* WTE: Whole time equivalent

41/45 (91%) participating hospitals returned the feedback questionnaire. Six had participated in the

previous HIS/ICNA Prevalence Survey; all found the current survey easier to perform.

37/41 (90%) participants would not have participated in the survey without the support of HSE-
funded external data collectors. If the data collectors were not available, the type of additional
support that participants would have required included staff (infection control nurses and
microbiologists, 38/41 (93%) administrative staff, 37/41 (90%)), and additional IT support 22/41,
(54%). All participants would in principle be willing to participate in future National HCAI

surveillance initiatives, however 39 (87%) could only do so with additional ICT support.

During the survey, the composition of the data collection team in participating hospitals varied with
the composition of the hospital ICT, and included a range of healthcare professionals including

microbiologists (22/41, 54%), ICN’s (41, 100%), surveillance scientists (8, 19%), ward staff
51



(nursing, 26, 63%, medical, 3, 7% and administrative 9, 22%) and infection control link nurses
(2.5%). This was in addition to the HSE/HPSC team of two people (nurse and administrator). In ten

institutions (24%), data collection was disrupted because of norovirus infection in the hospital.

Participants were asked to assess the survey form, protocol/manual and CDC definitions, scoring
each from 1 (unclear, difficult) to 5 (clear, easy). Overall, participants were satisfied with the layout
of the survey form (average score 4.2, range 3-5), the survey protocol/manual (average score 4.3,
range 3-5), and CDC definitions (primary bloodstream infections (average score 4.3, range 2-5),
pneumonia (average score 3.3, range 1-5), urinary tract infections (average score 4.2, range 1-5),
surgical site infections (average score 4.1, range 1-5) and other HCAI (average score 3.8, range 1-5).
39 (95%) would consider using CDC definitions and 38 (93%) the survey form, for future surveys

within their institution.

In addition, participation in the survey was also of assistance in identifying problems with medical
(25, 61%), nursing (23, 58%) and device-related (26, 63%) documentation. In addition 22, 53%
identified areas of concern with antibiotic prescribing and 18, 44% with device-related practice. In

11 hospitals (27%), the case mix of patients on specialist wards was also identified as a problem.

4. Conclusion
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Although the prevalence of healthcare-associated infection in Irish hospitals is less than that which
was found in the Second National Prevalence Surveys carried out in the 1990’s, the definitions were
different and therefore the data is not comparable. In particular, more rigid and precise definitions,
i.e. those employed by the CDC in the USA, were used in this survey, and hence the prevalence rate
of HCAI appears lower. Nonetheless, this data is directly comparable with our sister healthcare
systems throughout these islands because of the common methodology used and because the survey
was carried out on similar patients at the same time. At present, a direct comparison between overall
Republic of Ireland and UK results cannot be made, as analysis of the type of UK hospitals that

participated has yet to be performed. This analysis should be complete in late 2006.

Although the overall HCAI rate was just under 5%, it is not surprising that the rate is higher in
regional/tertiary hospitals, where there are more complex patients at risk of HCAL. A major feature
of HCAI in the last 20 years has been its association with devices such as intravascular catheters,
urinary catheters, a variety of other devices, which although essential and very important in the
management of the patient, represent an avenue by which microbial pathogens can gain entry to the
body. Therefore a focus on prevention should be directed in this area to ensure appropriate practice
during the insertion of such devices and optimal care subsequently. This is likely, in particular, to

reduce the prevalence of secondary bloodstream infections arising from these devices.

This is the first prevalence survey that collected data on Clostridium difficile and norovirus
infections. These infections are a significant cause of healthcare-acquired diarrhoeal illness and
Norovirus in particular can lead to major outbreaks as we have seen in recent years in Irish hospitals.
As ten participating hospitals could not perform data collection for the survey on particular days due
to norovirus infection in particular hospital areas, the norovirus figures in this survey are most likely
an underestimation of the burden of norovirus infection in Irish hospitals. The emergence of more

virulent strains of C. difficile infection, which appear to arise in part due to the overuse of quinolone
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antibiotics, and which result in significant morbidity and mortality in elderly patients is of concern.

It is likely that surveillance of both these infections needs to be intensified in the future.

Hitherto, urinary tract infections have been the most common HCAI recorded. However, in this
survey, the numbers of patients with urinary tract infections and surgical site infections were
identical. This may represent improvements in the care of urinary catheters and a greater diversity of
surgical procedures carried out on patients in the last 10 years resulting in an increased risk of
infection. It is clear that MRSA accounts for a significant proportion of HCAI, e.g. 8.4% of surgical
site infections were caused by MRSA. However, the burden of MRSA in the Irish acute healthcare
sector is not fully represented by this survey due to the methodologies used which required strict
criteria for diagnosing infection. Many more patients have MRSA in our acute hospitals, some with
infection requiring treatment, although they do not meet the criteria used in this survey to be
included. Further surveillance needs to determine the extent and impact of MRSA in terms of

patients requiring antibiotics and the consequence for the health service.

This third prevalence survey of healthcare-associated infections in acute hospitals, which was carried
out in the UK and lIreland, represents a multi-disciplinary approach to determine and benchmark
HCAI at this time, using internationally acceptable definitions. It would not have been possible for
many infection control teams to participate, without the significant input and commitment of a
variety of individuals and organisations, such as the Health Protection Surveillance Centre, which
provided important support for the conduct of the survey and the data handling, and the Health
Services Executive who funded data collectors. It is clear from those who participated in this survey
that they wish to continue to collect meaningful data that will guide interventions to reduce the HCAI
in the future and provide reassurance to the public about their welfare when admitted to hospital.
However, it is not possible to continue to conduct surveillance studies like this without greater
investment in the infrastructure at both local and national level. This is obvious from the scale of the
project, the detail collected and analysed, and the feedback from those who participated.
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Appendix 1

Information leaflet for patients and members of the public

Will my care be affected in any
way?

MNo. Your normal clinical care will not be affected
in ary way Al the information needed is
available in your case notes.

Can | be identified by the data

collected?

Mo. All the dats is collected anorymousk. The only
information needed & age, sex, type of ward that
patiants are on {i.e. medical or surgical) and test
resubts. Only a limited rumber of pecple — such 2s
the hospital's infection control team and the Health
Frotection Surveillance Centre will have access to

the information.

Where can | get mare
information?

fou can get more nformation on the Prevalence

Survey from:

wour hospital’s Infection Contral Team

r
The Health Protection Sunveillance Cartre
at infol@hpsc.ie

The Prevelance Survey of Healthcare
Associated Infections zoo&

What is the HIS Prevalence

Survey?

The Hospital Infection Society (HIS) is carrging cut a
sureey to find out mers about infections that
patients pick-up in hospitals. |t is part of 2 widsr
study in Irish and UK hospitals called the
HealthCare Associated Infaction (HCAD Prevalence
Survey. It gives Irish hospitals a charce to learn
about hoﬂpi‘t.:ﬂ infections as part ofan international

study

What is the Hospital Infection
Socieky?

kiza U'H:g-:l:l professional bady that has many
Irish Members. Membership ndudes sxperts n
infection such as mi\:r\abiohgim. 'nfn_l:tiun control
rurses, scientists and others interested in hospital
related nfections. Irish members have contributad
to the design and organisation of the survey.

Who is carrying out the survey
in lreland?

The Health Protection Suresillance Cantre is the
rational agency responsible for monitonng
infectious dis=ase in Ireland, and is co-ordinating
the minvey here along with =ach hospital's infection
control taam.

What is a healthcare

associated infection (HCAL)?

A healthcare smwodated infection i any infection
pin:lmd-up h_'r a put'lerrt 48 hours or more after
admizsion to hospital. These induded urirany tract
infections, respiratony infections and wound
infections.

Hospital Infection Socieky and the Infection
Control Nurses Association

The Prevelance
Survey of Healthcare
Associated Infections
2006

Information Leaflet for Patients and
Members of the Public In Ireland

or further information see we

How does the survey work?
Patient case notes, nursing notes and drug
:hﬂ'ﬁ I\"4“" bE‘ d'|=dﬂﬂd b_'r ml.‘mb-:rl ﬂfﬁﬂ
hospital infection control t=am and Health
Protection Surveillance Cantre staff. Diata wall
b collected from these notes to check
whether & patient has ho:pi‘ta| associated
infection and how they might have picked up
the infection.

Will patients benefit from

the survey?

The results of the sureey will l2ad to the s=tting
up of & national scheme to collect accurats
information about the number of patients with
ho!pl‘tal smﬂaud ||'|{E!._h‘:r|= ﬂrbd 1’1-! ressors
why these infectiors were picked up. This
information will alow hospitaks to foous on
protecting at-risk patents from hospital
associated infections and allew hespitals 1o
dm|op nationa and rcgiona| sh'ategic-s to
prevent infactions.  This should kad to s fallin
the number of Irish pﬂticni: with thess

infe ctions.

WLl | need to have extra

medical tests?

Mo. The information will be tdcen from
previous tests, Mo other tests such as wrays or
blood tests ars needed.
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Appendix 2

Information leaflet for hospital staff

What kind of information will

be collected?

All the datais collected aronymowsly. The only
information needed & age, sex, presence of medical
devices and test results. If an active HCAL is pressnt
further nformation will be collected on the type of
irfzctizn,

Where can | get more
information on the Prevalence
Survey?

‘fou can get more nformation on the prevalerce

sunvey from:

your hospital's Infection Control Team

Or

The Health Protection Surveillance Cantre
at info@hpsc.ie

The Prevelance Survey of Healthcare
Associated Infections 2006

What is the HIS Prevalence

Survey?

The Hospital Infection Saciety (HIS) is carnying aut &
poirt prevalence suneey in Ireland and the UK, to find
out more about infections that patients acquire in
hoapitals. This survey is called the HealthCare

Assodated (HCAL) Prevalence Surves. It ghess [rish

hospitals & chancs to learn sbout hospital infections
as part of an international study.

Who is carrying out the survey in

Ireland?

The hospital infection cantrel team will be carmang

out the survey in conjunction with the Health
Protection Surveillance Certre (HFSC). The HPSC is

the national agency responsible for monitoring

infectious diszase in Ireland.

What is a healthcare associated

infection?

A healthcare sssociated infection i any infection

picked-up by a patient 48 hours or more after
admizsion to hespital, These induded urinary tract
infections, respiratony infections and wound
infections.

What is a point prevalence

survey?

The poirt prevalence of a dz=ese is the rumber of

indraduals with a disease at a fieed point in tire.

The fxed point in time for the survey is one day for

each ward evaluated

What are the main aims of the
survey?

# To estimate the prevalence of healthcare associated

irfectiors in Ireland and the UK

Control Nurses Association

The Prevelance
Survey of Healthcare
Associated Infections
2006

Information Leaflet for
Healthcare Staff

Faor further information see wane |

# To provide the Department of Health and
Children and the Health Service Executies with
baseline information on the prevalence of
healthcare associated infections in acute hospitals
n Ireland

* To use the results to direct national and regional
strat=gies for the prevention of healthcars
associated nfections

Who has access to this

information?

Participating hospitals will hase access to their cem
data through a secure web based system. This will
allow local nfection control teams to produce their
own results so that they can compare their rates
with the overall HCA| Prevalence Survey results.

Who can take part?

Wards: Allwards serving adult patients (= 14
years) except those that seree pediatric in-patients,
day patients or patients with lzaming difficulties.

Patierts: All adult inpatizrts ag=d 16 and over
Dy patients and patents admitted for one day for
treatment or disgrostic procedures are sxchidad
from the surveys.

What will happen on the
ward?

Infection cortral nurses and data collzctors in sach
hespital will collect data betaeen March and May
2006, Al dsta collection in ore ward will b=
completed within one day and take place on
weskdays,
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Appendix 3:  Participants feedback questionnaire

Hospital Evaluation of Participation in the 3™ Prevalence Survey
of Healthcare Associated Infectons

Tho quesliames @ deagmecd 1o provide an oy elodion of pebcpaton = he HETCHA HOAL prevalesce mevey in Irelassl
The Himpital Infectim Sty will ba reverwing the comdhict of the sarvey i the UK s Trelarsl] ier = the pew. Tha Eish
raview will bzm part of s eeslissian of e whole auervey {mce pouls e wvadshle) o s how well the servay Ban

wickel e wcherved 13 aom
Fleasa lake tene i amplels o qualimeaie for sk bacgpieal thel padizipated = the prevalencs sarvey

1. Hupital

1. Correstmembsrs of kzapital Infeceiza Canerel Team (indicats szmbers)
Comrmitan! Meorodialoguar

drgfctn Coritnad Misrdir!

Suranilanod Soimil

Clthar pleare fadioati):

d. Ths gueshoooaars
Eoew clear Wi The hayoul of e gussliosnaine? AR ot e o ot e s m Sy LT
Cemaeni:

4. Fromcsl'maooal

Eew well dudl the protacsdiminiial define the leiss weed h The glisslisnireT

[T e o o wall
i | F 3 4 5
Cemmania:
5. Duf=stico:
Flease rate ke definitions on ease of applicsen: B T e i
Frifmary klondaredm infostiona j | F | 3 4 k1
Prsimenin } | F 3 4 3
Lktnary racl infectiona i | F 3 4 3
Surgical wne efeion i | F 3 4 k1
i HO AT i | F 3 4 5
Cemmania:
4. Oncbresk=
Wiere there culbeiks ol nerevirma dising the servey perial T Vs W
Wiese there culbegks of © Jifieile during e sursey pasind? Vs W
Wese there ather culbresks st mhibined e sureey Vs W

I v, pleaze mive details,

7. Coaducoimy the 1arver
Wionkdl yois b pedlicapalied in B siireey wilhodl HEEVHFED suppost?  Fas Aia
# I here waa s HEEVHFED supposl, Whil pe ol sdditioss] sipgoit waild os have regiired b peslicepals n
this sarvey
SeaTildfrerodialagial 7 FON 7 Sirah lancd Sodimbiabd deamulraiead]
IT Tkl Formi i plinae desoribe i Other (plasnd diconabe)

# Dol o el o sdreey all eligible beds in oo hospatal
Vs £ ING, darviciid appvasimidatede 509 o eligalis iy 7 <809 o el prbde Buidls
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®  Diaring the srvey in Fous Bospilal, dedl the Tollowing ectively pamisipale in dats callction?

- Mberodnalagran) Vs I
- Infacinen coniird miendd Fis N
- Infactien conird Kl nuesser profiasionals Vs e
- Word sursinge spefl Vs e
- Mebes] stalf forthaer than micraalogrsi) Vs I
- Suramiancs Setimsiad Vs Ido
- Woard Clerioal il Vs e
- e gral Vs e

®  Ead Fou dofunmsied the namber of hoirs o beal v 10T 1o participale o fhe sarvegT
Vi e
Iryves, Bow miany howrs?

3. Diecomencaciza aod clizzcal praciics
B MRt siirvey Ieesn of aestisos = denlifing any of Be Ssllowing arci & conosn & vl hogilad?

® Cane mnr o pastiiads on spacraliad wards Vs No
g patriral madfoal galints on sganclalin’ suegroa wand)

LI ST VT TE T TEASRE Ves We

# Anlilbvoln prascribieng Vit I'cn

® arsing dovsmaliion Ves We

# D relotead diocidmiimlation Vs o

® Davive relasd sraciiog Fas Ner

® b e disenba) Fid N
Cemmenio:
f. Frevioo: azsver
Dhidl v prarfocipoate in the previow nalional peevalense suréey in 199EA4T Fas Ner
Iyes, &l vou Tind parteipalios in S recenl aorvey Easter / Thi same S Move diifivsiy
Cemmmenn:

L. Farese surver:
®  Woukl ol eomeder deing T defisaeeng for Tile sureeya Wilhe yvour hiogiad?  Fas e
#®  Wirald voi edroeder ding the queatisnnin: fof filiee siiseva Wilhs veur hiogilal? Fas No
®  Would veu medify the quisticrssee? Vi e
Iyes, whil =edifications would yeu mke?
®  Whith iffectsana of = whith <linigal wreas shauld fuvers sorveys comeeningds ons
®  Woukl vold be willing, in S fwlere 1o parlicipale in TNibenal HCAT sirveallanse

Werhois! cnlbedncmial dupiaet / dndy (1 addfinoessd swgpos? in provndind' Sk inlean: specgfd

Crmamenia:

Fleaze recorn o fidelma ficzpamriclon mails hye e

Thank you for taking the time to complete this evaluation
and for participating in the sarvey.

59



Appendix 4 HSE/HPSC data collectors feedback questionnaire

.y =
Jl‘l'--.. ___/" “’:i’i%.‘.‘.::"

Surveyors evaluation of the
Third Prevalence Survey of Healthcare Associated Infections
(March- May 20086)

i cusstiotim e b dae grad b Sioskle an e ursen of Saflcigilicn h T HISISRA HCE pasilaies suray. B el
Bk pmai] OF @n e S n OF T wiole sureery [ornce saaulfs are e e ba | D e 2w v ] 150 lurvey Tas we2ibed g=2
athirsml B abma M S 3 D g ele arm goesfiof e

1.What reglon wers you sompisting the cureey In7
ail Dublin ansa south
Bl DCublim anes ciby
ci Dublie ares nofh
di ‘Wiezhsm Keglon
&1 Southern Reglion
fi South Easlern Region
gl Nacards
hi Morin Wesi=m Reglon

2. Ths tralning
Did you fesl adeguate ralnikg was given on SelinSonsiprinciples of the shedy to underiaks the
gLy T
[T T A e e e afmguats
1 z 3 d &
Fiease commment

2. Tms guasilcnnalrs
How ci=ar aas the ayout of the gu=shicnnalne?
B E T e e PEry cl=ar
1 z ke 4 &
Flease Commant

& Frotocalimsanual
How well did ihe prolocalfmanual define fhe beems us=d In the goe=stormaineT

Flizase comment
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E.CafinHicns
Flieage rabe e definiions on =ase of aoplicabon:

I ] | ol | -Sagy
Frimary bioocadsiream Infectons 1 2 C | 4 s
Fri=umonia 1 2 3 4 s
urinary fract infecHons 1 2 | 4 5
Burgical sib= Infecdons 1 2 C | 4 L
Ciers 1 2 3 4 s

Flmame Comamient

E.HPEC Support
Did wou Tesl therne was sw*icl=nt suppart ghven 1o you by e HPEC
InsufMcient-—————————e- Susic =

1 2 3 4 =
Flease comment

T.HoopHal Eupgpord
Ol you Tesl thene was seticl=nt support ghvsn o you By = pariicloatng hospilals

Inzufficienf-—-——-—————ememeneee Sufficken
1 d 3 4 &
Flease comment

B AMSr compladimg the survey do you Ehink thars might be & gulokarasclsr method to
polaot data. If co pleace comment.

E.Are thars any changes that you would maks to tha
a) Buwnvey fTomT

k) Buriey oyeral?

10.3hould you think of anyihing slca ihat may bislp fubars curveyors partlolpating in a
cimilar curesy pisacs gommant

Thank you for your time and effort of filling out this form.
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Appendix 5:  HIS/ICNA Prevalence Survey questionnaire

Serial number E .

7057030

—

—

— - 1PSC
Feidhmeannacht na Seirbhise Sldinte \ ‘/

Health Service Executive

Prevalence survey of healthcare associated infections

Please write inside number and date frames or enter [X| in the appropriate box
DO NOT USE A PHOTOCOPY - Each form is uniquely serialised

Survey details

Date of survey | |,"‘ | | | ‘

Consultant speciality Appendix 1

Ward speciality I:I:’ Appendix 1
ale

Local ward identifier Code supplied by infection control tsam

Patient details

Sex |:|I'\.-1 |:| Female Age DI
HEpEENEEEN

Date of admission

Yes No Yes No
Indwelling urinary catheter in-situ |:| mmmlp Urinary catheter within [ast 7 days D |:|
Other bladder instrumentation in-situ ~ |_| mmmmlp Other bladder instrumentation within last 7 days m ﬁ

Peripheral intravascular catheter in-situ | mmmlp Feripheral intravascular catheter within last 7 daysm H
Central intravascular catheter in-situ L _ mmmp Central intravascular catheter within last 7 days u u
Mechanical ventilation : : mmmlp Mechanical ventilation within last 7 days D |:|
Parenteral nutrition N mmml Farenteral nutrition within last 7 days D |:|
Currently receiving systemic antibiotics ' mmmlp [V antibictics | ] | |
Surgery within last 30 days with no implant L : mmmlp Frocedure category |:|:| Procedurs categary -
Surgery within last year involving an implant M| mmmlp Frocedure category | | | Appendix 2

Other invasive procedure L] L

Other information Yes No Yes
Current confirmed/suspected norovirus _ |_| Current C. difficile diarrhoea L |_|

Active healthcare-associated infections
Yes No If'No’ this form is now completed.
If 'Yes', complete infection-related questions overleaf
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Any healthcare-associated infections?



. Serial number E .

TO5T030

Active healthcare-associated infections  Definitions Appendix 3

No Yes ves

Primary bloodstream infection (BSI) |:| |:| sl MRSA causative organism?

Cenftral line related?

]
L] %

Mo
Pneumonia l:'

e

w

MRSA causative organism?

Type of pneumonia: Secondary bloodstream infection?

Clincially defined pneumonia

LI
LJLLe

Yentilator related pneumonia?
Frneumonia with specific laboratory findings

] el

Frneumonia in immunocompromised patients

[

HNo  Yes Yes

Urinary tract infection :l : MRSA causative organism?

Secondary bloodstream infection?

] [
L

Type of UTI

Symptomatic urinary tract infection

Asymptomatic bacteriuria Catheter related

LI ]
[]
[]

Other infections of the urinary tract

No  Yes Yes Mo
Surgical site infection [— MRSA, causative organism? I: |:|
Secondary bloodstream infection?
Type of 551 lr v [— |_|
Superficial incisional I:' N ]
Procedurs category Appendix 2
Deep incisional |:|
Crgan ! Space |_|
: : : MRSA causative Device | Procedure Secondary bloodstream
Other healthcare associated infections organism? related? infection?
Mo  Yes Yes Mo Yas Mo Yes Mo

Bones & joint

Central nervous system
Cardiovasular system

Eyes, ENT or mouth

Gastrointestinal sysiem

HEIngNIn
HEIEENIN

]
iy
HiNnIng.

Reproductive tract

OO0 dod
| []

3kin & sofi fissue

Systemic infection

Lower respiratory fract
(not pneumonia)

00000
000000000
Ll
00

00

00

00

ulsls

Produced by Hospital Infection Society - HCAI Prevalence Survey Steering Group
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Appendix 5: Participating Adult Acute Hospitals

HSE-West
Midwestern Regional Hospital, Ennis.

Letterkenny General Hospital, Letterkenny.
Midwestern Regional Hospital, Nenagh.
Regional Maternity Hospital, Limerick.
Midwestern Regional Hospital Dooradoyle,
Limerick.

Midwestern Regional Orthopaedic Hospital,
Croom.

St John's Hospital, Limerick.

Sligo General Hospital, Sligo

Galway Clinic, Galway

Mayo General Hospital, Mayo.

Merlin Park Regional Hospital, Galway.
Portiuncula Hospital, Ballinasloe.
University College Hospital, Galway.

HSE- DublinNorthEast

Beaumont Hospital, Dublin.

Bon Secours Hospital, Dublin

Cappagh National Orthopaedic Hospital, Dublin
Connolly Hospital, Dublin

Cavan General Hospital, Cavan

Louth County Hospital, Dundalk.

Mater Misericordiae University Hospital, Dublin.
Mater Private Hospital, Dublin.

Monaghan General Hospital, Monaghan.

Our Lady's Hospital, Navan.

Our Lady of Lourdes Hospital, Drogheda.

HSE- South
Waterford Regional Hospital, Waterford.

Wexford General Hospital, Wexford.
St. Lukes General Hospital, Kilkenny
Bon Secours Hospital, Cork

Mercy University Hospital, Cork.
Bon Secours Hospital, Tralee.

South Infirmary Victoria University Hospital, Cork

HSE- Dublin MidL einster
The Adelaide and Meath Hospitals, Dublin,

Blackrock Clinic, Dublin.

Midland Regional Hospital, Mullingar.
Midland Regional Hospital, Portlaoise.
Midland Regional Hospital, Tullamore.
Mount Carmel Private Hospital, Dublin.
Naas General Hospital, Naas.

National Maternity Hospital, Holles Street,
Dublin.

Royal Victoria Eye & Ear Hospital, Dublin.
St. James’s Hospital, Dublin.

St. Michaels Hospital, Dun Laoghaire

St. Lukes Hospital, Dublin.

St. Vincent’s University Hospital

St. Vincents Private Hospital.

incorporating the National Children’s Hospital.
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