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National HAI surveillance – ?the 
future
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**Disclaimer, thanks

Why is there still no national 
surveillance 2 years later?

ÅDepends how defined

ï?indicators

ï?collaborative national research

ïCollation +/-analysis, not linked to policy

ÅCompeting agendas – improvement vs 
performance monitoring

ÅNew government, reform agenda

ÅNobody “owns” HAI surveillance on national 
stage

Status quo
1. Hospital IC teams

Where care is delivered = the most important
Variation ++ capacity, expertise, performance
Research

2. State government surveillance units
Varying $$ , targets, investment in IT, private hospital scope
Well established local networks meeting local needs, supporting local 

improvement
IC / clinical background commonly

3. CŜŘŜǊŀƭ ƎƻǾŜǊƴƳŜƴǘ άǎǳǊǾŜƛƭƭŀƴŎŜέ
Funding AGAR, NAUSP, JETACAR, CDNA (IC guidelines)
Commissions AIHW, Productivity Commission etc to collect information 
*NB personnel different background

Status Quo

4. ACSQHC

ÅHAI priority program

ÅTechnical Working Group established 2010 to 
progress national surveillance

ïresponse to slow progress

ïConsistency, credibility, coordination

ïJurisdictional representation (NSW*)

Potential benefits of high quality 
national surveillance capacity

ÅTo patients - reduced HAIs

ïAssociation but ??causation, assumes additive  

ÅTo hospital IC teams - Improved profile and 
attention to HAI  (NHS surveillance, targets beneficial. 

Fulop 2010); coordination of response to 
emerging issues; standardisation; resources

ÅTo specialty hospitals / patient groups –
networks, peer groups

Potential benefits of high quality 
national surveillance capacity

ÅTo state governments – efficiencies;  
recognition of achievement / not; 
prioritisation; policy development

ÅTo federal government– assess relative 
performance of state / private systems; 
prioritisation of and within HAIs; policy 
development
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Risks in moving to national 
surveillance

Å“Losing sight of reason” for surveillance

ï“foregoing meaningful and sound methodology 
and data to satisfy a whimsical minister or two!”

ÅLack of credibility if focus on political priorities 
rather than clinical ones

ïIncreased separation from where health care is 
delivered

ÅNo additional effect - waste

Risks in maintaining status quo

ÅRelies on stability of Commission and 
Government, goodwill of individuals

ÅInfluenced by individuals

ÅCumbersome – 8/8 consensus

ÅFrustratingly inefficient.  Eg SAB

ÅPrivate hospital exclusion / not easy fit

ÅNational surveillance remains nobody’s 
job  

? Canadian model

ÅProvincial surveillance programs, policies, 
governance

ÅPublic Health Agency of Canada Nosocomial 
and Occupational Infections  support IC 
guidelines and conduct national surveillance

ÅCNISP– 49 sentinel hospitals, collaborate, 
steering committee of independent experts 

What now?

ÅChallenge to Aust IC community,  no quick fix

ÅDebate, discuss, decide

ÅEffective political activity

ïDevelop a common vision

ïEffectively communicate it

ïTake a strategic approach

ÅUse SAB and CDI data constructively, 
collaboratively at a national level

The primary drivers of improvement

Will

ExecutionIdeas

QI

Having the will / desire to change the current status to one that 
is better

Developing 
ideas that will 
contribute to 
make processes 
and outcome 

better

Having the 
capacity to apply 
QI theories, tools 
and techniques 
that enable the 
execution of an 
idea
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Context is vital for interpretation

? National coordinating centre

ÅIdeally independent of government, resilient

ÅWould have to have technical expertise AND 
data analysis capacity

ÅCollaborate with state units, DOHA, private 
hospital organisations etc

ÅDynamic and responsive

ÅLeadership role?


