Improving patient care by reducing the risk of
hospital acquired infection: A progress report

REPORT BY THE COMPTROLLER AND AUDITOR GENERAL
HC 876 Session 2003-2004; 14 July 2004

Ordered by the
LONDON: The Stationery Office House of Commons
£11.25 to be printed on 12 July 2004



In February 2000 our report The Management and Control of Hospital Acquired
Infectiorr in NHS Acute Trusts in England (HC 230 Session 1999-00) noted that
at any one time, 9 per cent of patients had an infection that had been acquired
during their hospital stay, The effects varied from extended length of stay and
discomfort to prolonged or permanent disability and, in at least 5,000 patients
a year, death. These infections were costing the NHS as much as £1 billion a
year and around 15 per cent could be prevented by better application of good
practice, releasing resources of £150 million for alternative NHS use.’

We found that good practice with respect to the prevention, contrel and
management of hospital acquired infection needed to be more widely known
and that there was a lack of basic comparative information on infection rates. We
were concerned that there appeared to be a growing mismatch between what
was expected of infection control teams and the staffing and other resources
allocated to them, and identified considerable scope to improve performance.?

The Committee of Public Accounts (he Committes) concluded in
November 2000 that the lack of grip on the extent and costs of hospital
acquired infections impeded NHS trusts in targeting activity and resources to
best effect. In addition, the Commitiee said that a root and branch shift towards
prevention would be needed at all levels of the NHS # hospital acquired
infection were to be kept under control. Such a shift would require
commitment from everyone invoived, and a phiiosophy that prevention is
everyone's business, not just the speciafists.?

Since then the Departrnent of Health (the Department} has issued various
guidance and established a range of naticnal advisory structures and expert
committees 10 increase the priority given to this issue {Appendix 1). Yet, in the
Chief Medical Officer's Decernber 2003 report, Winning Ways®, he stated that
such data as are available show that the degree of improvement has been small.

We therefore examined whether cur and the Committee's (Appendix 7}
recommendations have been implemented, whether the management and
control of hospitat acquired infection in NHS acute trusis has improved, and
whether there hiave been any discernible changeas in patient outcomes. We also
examined how other countries are addressing these issues (Appendix 3 and 4).
The study methodology is summarised at Appendix 5.
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QOverall Conclusion

6 implementation of our and the Committee's recommendations has been
patchy. There has been notable progress at trust fevel in puiting the systems and
processes in place and in strengthening infection control teams, but wider
factors continue to impede good infection control practice and there has been
limited progress in improving information on the extent and costs of hospital
acquired infections. Progress in preventing and reducing the number of
infections acquired whitst in hospital is dependent on changing staff behaviour,
but change centinues to be constrained by the lack of data, limited progress in
implementing a national mandatory surveillance programme that meets the
needs of the NHS, and a lack of evidence of the impact of different intervention
strategies. More specifically:

i hospital acquired infection now has a much higher profile and, at the
central strategic level, has been accorded a higher priority with the faunch
of a number of Key requirements;

i at trust level, higher priority s now generally given to hospital acquired
infection, but the pursuit of other key policies and priorities can adversely
affect attempts to improve infection control, a task made harder by the
emergence of strains of muiti-resistant bacteria, increasing antibiotic
resistance, and an increase in the number of outbreaks such as Norovirus
reported by trusts;

i despite some local improvements in information, the NHS still tacks
sufficient information on the extent and cost of hospital acquired infection;

iv further action is required using a range of approaches o change staff
behaviour to reduce the risks of hospital acquired infection.

Actions taken by the Department have increased the
priority given to infection control

7  Increasing pricrity has been given to the management and control of hospital
acquired infection at the national level, with the launch of a number of high
profile initiatives cuiminating in December 2003 with Winning Ways, which
aims to bring this issue into the mainstream of service developments. The
1999-2000 clinical governance® and controls assurance initiatives® have been
particutarly instrumentat in requiring NHS trusts to put systems and processes
in piace o improve infection control, and in providing a framework for clinical
quality improvement.

8  External reviews and inspections of trusts infection contrel arrangements have
ncreased. Whilst raising the profile of infection control there is some overlap
and duplication, with & focus on structures and processes, and a limited
emphasis on evaluating changes in patient care. The different assessment
processes can also result in contradictory findings, Winning Ways notes that the
Department has asked the Commission for Healthcare Audit and inspection
(now known as the Healthcare Commission) to give priority to this, and they
have inciuded this in their 2004 star ratings assessment, but again the focus is
on processes and procedures.
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Actions have been taken by trusts but wider factors
impede good practice

9 Infection control is a higher priority, with trusts making improvements to their
infection control management arrangements and increasing their trust boards’
involvement, Infection control team staffing levels have also increased,
although wide variations between trusts remain. More teams have separate
infection controt budgets but the amounts vary and 24 per cent claim that their
budgets have decreased in real terms. Increased demands on infection controt
teams with more surveillance and external inspections has meant that there
remains a mismaich between expectations placed on the teams and resources
allocated to them. Implementing the action areas in Winning Ways, whiist
aimed at all NHS staff, is likely to place further demands on infection contral
teamns. New risks, but aiso potential opportunities may arise from the changes
to funding flows in the NHES under the Departmental initiatives Shifting the
Balarice of Power®, Patient Choice?, and Payment by Resuits®,

10 The continuing problem of increasing antibictic resistance, and the emergence
of strains of mutti-resistant bacteria has increased the compiexity of managing
and controlling infection. During the 1990s the number of reported cases of
Staphylococcus aureus bacteraernias (bloodstream infections) have increased
vear on year with the number of cases of methicillin resistant {MRSA)
bacteraemias increasing from less than 2 per cent in 1984 to around 35 per cent
in 2001. In the three years since the Department introduced mandatory
reporting in April 2001, the number of reported Staphylococcus aureus
bacteraemias have increased from 17,933 10 19,311 {8 per cent) and the number
that are methicillin resistant have risen from 7,250 to 7,647 {a 5 per cent
increase). The overall proportion that is MRSA stands at 40 per cent. European
Antimicrobial Resistance Surveillance System data for 2002 showed that the
United Kingdom has amongst the worst rates in Zurope?. Our survey of NHS
acute trusts found that there has also been an increase in the number of infection
outbreaks which have led 1o more wards and bays being closed for the purpose
of outbreak control,

11 Preventing infections continue to be adversely affected by other NHS trust-wide
policies and priorities as identified in our original report. The increased
throughput of patients 1o meet performance targets has resulited in considerable
pressure towards higher bed occupancy, which is not always consistent with
good infection control and bed management practices. Seventy-one per cert of
trusts are still operating with bed occupancy levels higher than the 82 per cent
target that the Department told the Commitiee it hoped to achieve by
2003-04 after this issue was highlighted in our 2000 report. The lack
of suitable isolation facilities also remains a concern for trusts, as
does the increase in frequency of moving patients and a lack of
sufficient beds to separate elective and trauma patients.
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The NHS still lacks sufficient information on the extent
and cost of hospital acquired infection

12 In contast to the Commiittee’s recommendation that the Nosocomial Infection
National Surveitlance Scheme (NINSS) shouid be made mandatery, the
Department decided to set up a Healthcare Associated Infection Surveillance
Steering Group {(HAISSG), to provide them with urgent recommendations on
infection surveiltance. The Group proposed a revised approach to mandatory
survelifance, and their first action was 1o introduce new mandatory laboratory
based MRSA bacteraemnia surveillance from April 2001. In September 2002
the Group was disbanded, and responstbility for taking forward surveillance
was transferred to the Public Health Laboratory Service (FHLS) which is now
part of the Health Protection Agency (HPA) under a service level agreememnt
with the Department.

13 Since then, there has been limited progress in the development, implementation
and audit of other strands of mandatory surveillance. As a result, robust
comparable data other than on hospital wide MRSA bactersemia data are
therefore not currently availabie for the NHS in England, and it is impossible to
quantify with any certainty ¥ there have been any changes in NHS trusts’
infection rates. There has also been no progress in introducing a national
post-discharge surveillance scheme as recommended by the Committea.

14  Our international comparisons study showed that all the countries reviewed
have established surveillance programmes, but variations in protocols and
numbers and frequency of hospital participation make direct comparison
unreliable, Nevertheless, national prevalence studies show rates of between
4 and 10 per cent {compared with 9 per cent in the UK). Buring 2003 Northern
reland, Scotland and Wales have coilaborated in combining their datasets on
orthopaedic surgical site infections aver the last three years, which represents
a malor joint initiative to provide support to clinical teams in this area. In
England, the Health Protection Agency implemented, new mandatory
orthopaedic surveitlance from April 2004, under a service level agreement with
the Department.

15  In our original report we calculated that hospital acquired infections were
costing the NHS around £1 biliion a year. Because of the complexities involved
in identifying costs, few trusts have attempted to calculate their own cosis nor
have any attempts been made to refine or validate this estimate, Other
countries have had similar problems in developing robust up-to-date
evaluations of the economic impact of hospital acquired infection, but all
conclude that the cost of introducing preveniative measuras is less than the cost
of treating such infections.
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Changing staff behaviour to reduce risks requires the
adoption of multiple approaches to prevention

16 Despite the increasing profile of hospital acquired infection and the publication
of guidelines on the measures required to contain the problem, there continues
to be non-compliance with good infection control practices, To improve
practice, a major change is required soc that everyone accepts personal
responsibility. Feedback of specific local infection rates to clinical staff s vita
in engaging them in reviewing and changing their practice.

17 The new mandatory nationat surveillance schemes do not currently enable
clinicians to identify and reduce risks within their own specialty. In the absence
of ownership and access tc such data, hospital acquired infection is stiil
perceived as a problem for the infection control team 1o deal with, and
consequently many of the issues identified as barriers to effective infection
controb practice in owr original report stili apply. Considerable improvements
could therefore still be made in: the coverage of education and training in
infection control to all groups of staff, particutarly doctors; compliance with
guidance on issues such as on hand hygiene, catheter care and aseptic technigue;
antibiotic prescribing in hospitals; hospital cleantiness; and consultation with the
infection control team oan wider trust activities such as new buiid projects.

18 There is scope to improve awareness of, and improvements in, technotogical
innovation to help engineer out risks, but there is a lack of clarity as to the
evidence base required before new technologies are approved for use in the
NHS. Winning Ways has acknowledged this, and as an initial step the
Department announced that they would commission a rapid review of new
procedures and products for which claims of effectiveness to prevent or contro!
hospital acguired infection have been made,

19 Winning Ways sets out for the local NHS seven areas together with details of
specific actions that, if implemented, should enable trusts to improve
prevention and control, inciuding:

#® active surveillance and investigation of healthcare associated infection and
antimicrobial resistant organisms;

E reducing infection risk by controliing the use of invasive devices,
instruments and other equipment;

# reducing reserveirs of infection by improving bed management
and isolation facilities;

@ adoption of high standards of hygiene and clinical practice;

g prudent use of antibiotics to minimise the emergence of
antibiotic resistant organisms,;

® improving senior management cormmitment, local
infrastructure and systems;

@ research and development to ensure that technological
breakthroughs in prevention and control are rapidly
translated into benefits for patients.
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