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Status quo

1. Hospital IC teams
Where care is delivered = the mostimportant
Variation ++ capacity, expertise, performance
Research

2. State government surveillance units
Varying $$ , targets, investmentin IT, private hospital scope
Well established local networks meeting local needs, supporting local
improvement
1C/ clinical background commonly

3. CSRSNYt 3I2FSNYYSyl GadNWSAtflyOSé
Funding AGAR, NAUSP, JETACAR, CDNA (IC guidelines)

Commissions AIHW, Productivity Commission etc to collect information
*NB personnel differentbackground

Potential benefits of high quality
national surveillance capacity

A To patients- reduced HAIs
1 Association but ??causation, assumes additive
A To hospital IC teamsimproved profile and
attention to HAI (NHS surveillance, targets beneficial.
Fulop 2010); coordination of response to
emerging issues; standardisation; resources
A To specialty hospitals / patient groups
networks, peer groups
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Why is there still no national
surveillance 2 years later?

A Depends how defined
1 ?indicators
1 ?collaborative national research
1 Collation +/-analysis, not linked to policy

A Competing agendas — improvement vs
performance monitoring

A New government, reform agenda

A Nobody “owns” HAI surveillance on national
stage

Status Quo

4. ACSQHC
AHAI priority program
A Technical Working Group established 2010 to
progress national surveillance
1 response to slow progress
1 Consistency, credibility, coordination
1 Jurisdictional representation (NSW*)

Potential benefits of high quality
national surveillance capacity

A To state governments efficiencies;
recognition of achievement / not;
prioritisation; policy development

A To federal government assess relative
performance of state / private systems;
prioritisation of and within HAls; policy
development



Risks in moving to national
surveillance

A “Losing sight of reason” for surveillance

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

A Lack of credibility if focus on political priorities

rather than clinical ones

T Increased separation from where health care is
delivered

A No additional effect - waste

? Canadian model

A Provincial surveillance programs, policies,
governance

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

A CNISP- 49 sentinel hospitals, collaborate,
steering committee of independent experts

What now?

A Challenge to Aust IC community, no quick fix

A Debate, discuss, decide

A Effective political activity
i Develop a common vision
1 Effectively communicate it
T Take a strategic approach
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Risks in maintaining status quo

A Relies on stability of Commission and
Government, goodwill of individuals

A Influenced by individuals

A cumbersome— 8/8 consensus
A Frustratingly inefficient. Eg SAB
A Private hospital exclusion / not easy fit

A National surveillance remains nobody’s
job

The C dian Ni ial Infection Surveillance Program

Healthcare Acquired Infections Currently Under
Surveillance CNISP-PCS,

+ Methicillin-Resistant Staphylococcus Aureus (MRSA) (AR LN

= Vancomycin-Resistant Enterococci (VRE) ga""d“f:n'g:s’;cn‘;m;z

= Clostridium difficile Associated Disease (CDAD) i DR

= Severe Respiratory Iliness (SRI) Publications
= Cardiac Surgical Site Infection (SST) Reports
= Cerebral-Spinal Fluid (CSF) Shunt Infection Contact

= Central Venous Catheter-Associated Bloodstream
Infections (CVC-BST)

= Pediatric Febrile Respiratory Tilness

= Surveillance Protocol for Severe Respiratory Iliness - Surveillance for Influer.
Hospitalized Adults 2009- 2010

Healthcare Acquired Infections Previously Under Surveillance

= Bloodstream Infections in Hemodialysis Patients

= Extended Spectrum Beta-Lactamase (ESBL)
Other Surveillance Projects

= Point Prevalence Study
= Re-Use of Single Use Medical Devices

The primary drivers of improvement

A Use SAB and CDI data constructively, and outcome
collaboratively at a national level
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Context is vital for interpretation

Figure 8 Cumulative HISWA public (2005-09), HISWA private (2005-09) and
Figure 7 Cumulative HISWA (2005-09) and VICNISS (2002-08) SSI rates VICNISS (2002-08) SSI rates

SHISWA ® VICNISS B ® HISWA Public ® HISWA Private ® VICNISS

Infection rate per 100 procedures.
Infection rate per 100 procedures

? National coordinating centre

A Ideally independent of government, resilient

A Would have to have technical expertise AND
data analysis capacity

A Collaborate with state units, DOHA, private

hospital organisations etc < :
A Dynamic and responsive E e,
-~ .4
A Leadership role? : ’



