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Royal Adelaide Hospital

> 660 bed acute care tertiary referral 

hospital

> 24 bed ICU, 10 bed step down unit

> Renal transplantation & dialysis units

> Haematology/Oncology Unit

ÅBone marrow transplant Unit

> Burns Unit

http://www.google.com.au/imgres?imgurl=http://upload.wikimedia.org/wikipedia/commons/thumb/1/13/Royal_Adelaide_Hospital,_Adelaide.jp
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MRSA Strategy

> A strategy to reduce health care 

associated MRSA introduced 2003

> Formation of service divisional based 

Infection Control Collaborative Forums

ÅChaired by Nursing Director

ÅSenior nurse from each ward

ÅInfection Prevention & Control Unit CPC and 

scientist

ÅInfection Control Link Nurse

ÅSenior medical staff member

ÅCurrently 9 forums hospital wide



Role of the collaboratives

> Feedback MRSA Health Care Associated 

acquisitions

> Feedback audit results/reports

> Identify and implement strategies to reach 

or improve key performance indicators

> Provide feedback to the local work areas 

> Identify issues impacting on staff

> Empower staff to own strategies

> Standardise IC practices                  

across services

> Motivate staff



Identification of major 

barriers/problems

> Inconsistent data collection methods
ÅSubjective interpretation

ÅService specific

> Lengthy audit reports
ÅInconsistent 

ÅTime waster for Infection Control Link Nurses

> Audit results/reports not being read by 
nursing staff
ÅUnaware of audits

ÅUnaware of reports

ÅToo lengthy

http://www.google.com.au/imgres?imgurl=http://marengogroup.com/wp-content/uploads/2009/09/iStock



Key for traffic light colour codes

 
Acceptable  
Meets target rate 
The Service aims to improve current target rate if possible 

 

Monitor   
Slightly outside target rate 
Service CSCôs and ward staff, in collaboration with IPCU develop 
strategies to improve results and report back at the next collaborative 
meeting.  

 
Not Acceptable 
Significant intervention recommended  
CSCôs and ward staff, in collaboration with IPCU develop strategies to 
improve results and report back at the next collaborative meeting. 
 

 



IC Dashboard Traffic Light Indicator 

Scorecard reporting system developed

 Description
Reportin

g Period
Target Result

Statu

s
Comment Action/comment

Responsible 

Staff

1

No of wards that sent an average of 3 or more staff to 

each education session arranged or given by the 

ICLN

Quarterly 9 7 Monitor

Clinical Service 

Coordinator 

(CSC)

2 Alcohol based hand gel availability audit                   Quarterly 100% 90% Monitor CSC

3 Hand hygiene audit  - Nursing Staff Quarterly 70% 71% Acceptable CSC

4 Hand Hygiene audit - All staff Quarterly 70% 61% Monitor CSC

5 Compliance with admission screening audit  Quarterly 80% 68% Not Acceptable CSC

6 Compliance with additional precautions policy Quarterly 80% 83% Acceptable CSC

7
Hand washing competency audit 

Quarterly 90% 97% Acceptable CSC

8 Alcohol hand gel application competency audit Quarterly 90% 97% Acceptable CSC

9 PPE donning & doffing competency audit Quarterly 90% 97% Acceptable CSC

10 ICLN allocated days  Quarterly 100% 100% Acceptable

Nurse 

Management 

Facilitator 

11
No of Wards with more than 1 MRSA Healthcare 

Associated Acquisition in the same month 
Quarterly 0 0 Not Acceptable Nursing Director

12
No of Clinics with more than 2 MRSA Healthcare 

Associated Acquisitions in the same month 
Quarterly 0 2 Not Acceptable

Medical Head of 

Unit

Royal Adelaide Hospital  -  Infection Control Link Nurse Performance Indicator Report - Apr - Jun 2010 

Divisional service



Performance Process Indicators

1. Number of wards/areas which sent an average of 3 or 
more staff to each education session

2. Alcohol based hand gel availability audit

3. Hand hygiene Australia 5 Moments audit ïnursing 
staff

4. All health care workers - hand hygiene audit

5. Compliance with MRSA admission screening audit

6. Compliance with additional precautions audit

7. Hand washing competency audit

8. Alcohol hand gel application competency audit

9. PPE donning and doffing competency audit

10. Infection Control Link Nurse allocated days



Dashboard Indicator ward 

scorecard layers

> Accompanying reports

ÅCompleted by ICLNs

> Ward and service division scorecards and 

reports

ÅDiscussed at collaborative meetings

> Overall hospital scorecard and report

ÅDiscussed at quarterly infection control 

committee meeting

http://www.google.com.au/imgres?imgurl=http://marengogroup.com/wp-content/uploads/2009/09/iStock



 

0

20

40

60

80

100

P
e
rc

e
n

ta
g

e

1 2 3 4 5 6 7 8 9 10

Criteria number

KPI competency/compliance - All Services

Apr-Jun 2009

Jul-Sep 2009

Oct-Dec 2009

Jan-Mar 2010

Apr-Jun 2010

1. Number of wards/areas which sent an average of 3 or more staff to each 
education session (Indicated as a percentage)

2. Alcohol based hand gel availability audit

3. Hand hygiene audit ïnursing staff

4. Hand hygiene audit - all health care workers 

5. Compliance with MRSA admission screening audit

6. Compliance with additional precautions audit

7. Hand washing competency audit

8. Alcohol hand gel application competency audit

9. PPE donning and doffing competency audit

10. Infection Control Link Nurse allocated days

Key performance process indicators



Service wide compliance to

key performance indicators
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Key performance indicator compliance vs 

Health Care Associated MRSA

 
Overall Process Indicator results vs healthcare associated MRSA 

acquisitions 
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Indicator

compliance

(%)

HCA MRSA

rates

(Number)

B = burden: defined as the number of patients discharged from the hospital with 

MRSA in the quarter. This includes all newly acquired cases, remaining inpatients, 

patients detected as MRSA positive on admission and readmitted known MRSA 

patients

Health Care Associated = Health Care Associated



Outcomes

> Key performance indicator monitoring 

system

> Feedback tool to ward Clinical Service 

Coordinators and nursing staff

> Timely feedback

> Feedback tool to medical staff

> Infection Prevention & Control Link Nurse

ÅDirectional tool

ÅConsistent auditing schedule

ÅConsistent reporting using trending graphs

> Benchmarking

http://www.google.com.au/imgres?imgurl=http://rlv.zcache.com/moody_stoplight_trio_bumper_sticker


