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1.
INTRODUCTION

The prevalence of healthcare associated infection (HCAI) is thought to be on the increase in the UK. Surveillance or monitoring of these infections is therefore key to their control. In order to assess whether any impact has been made on controlling HCAI’s, they must be measured. To achieve this, mandatory reporting of MRSA bacteraemias, Clostridium difficile associated disease, glycopeptide-resistant enterococcal bacteraemias, and orthopaedic surgical site surveillance to the Department of Health has gradually been introduced over the last 5 years. 

Whilst acute Trusts are required to produce six monthly reports, there is currently no mandatory requirement for such data to be collected by Primary Care Trusts. However, this is expected to change within the coming months / years. In anticipation of this, primary care data has been collected since 2003.

The following surveillance report is the first to be created in the PCT and will in the future be produced on a six monthly basis. All raw data has been provided by North West London Hospitals Trust Microbiology Service.  

This first report focuses primarily on surveillance within bedded areas, both within secondary and primary care. However, future reports will be extended to include surveillance of alert organisms from samples obtained within General Practice also.

Caution should be exercised however in interpreting this data as increased awareness of HCAI over time has resulted in modified screening patterns. With criteria for screening now put in place, future data will be more comparable.

2.
MRSA 

2.1      NWLHT MRSA Bacteraemias 

The following are mandatory reports from NWLHT to Department of Health of actual 

MRSA bacteraemias (2003 – 2006)           
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Achievement against LDP targets:

The LDP target is a year on year 20% reduction in MRSA bacteraemias, aiming for an overall reduction of 60% by March 2008. Local targets for NWLHT are based on the baseline rate of 55 MRSA bacteraemias in 2003/4.

The MRSA bacteraemia rate in 2005/6 demonstrated a reduction of 3.4% on the previous year.  However, if figures for the first two quarters of 2006/7 are exptrapolated for the full year, a reduction nearer the target is expected. 

NWLHT actual MRSA bacteraemia numbers against target     
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Comparative data from the 3 other large acute Trusts in London show that with the exception of 2 quarters, MRSA bacteraemias in NWLHT have consistently been the lowest over the last 5 years. 

Acute Trusts are required to distinguish their MRSA bacteraemia data into community and hospital acquired. As recommended by the DH those isolated within the first 48 hours of admission are classified as community acquired. Analysis of the NWLHT bacteraemia figures for 2006 to date (April – Sept) indicates that 4 out of 23 bacteraemias were identified in Brent patients within 48 hours of admission. To assess whether this truly reflects community acquired bacteraemia, it is important to identify whether these patients have had previous hospital admissions, or contact with healthcare services. Investigations are currently in progress in regards to these 4 cases. It is hoped that this type of ‘enhanced surveillance’ will provide further insight in our understanding of MRSA in the community.

2.2
Brent tPCT MRSA Isolates (bedded areas)

The following graph indicates the number of patients identified as positive for MRSA since 2003 in tPCT bedded areas. 
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Total annual MRSA isolates in tPCT bedded areas
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With the exception of one case, all were identified on the wards at Willesden Centre for Health and Care. These figures include isolates from both clinical and patient screening samples, and therefore represent both colonised and infected patients. However, during this period, no MRSA bacteraemias were found. 

It must also be noted that the pattern of patient screening for MRSA has significantly changed since the data collection commenced in 2003. Following the MRSA surveillance project carried out locally between August and November 2005, universal screening for all tPCT admissions was introduced. High MRSA carriage rates amongst admissions (25%) prompted this screening policy. This information resulted in the implementation of additional Infection Control measures for these patients during their hospital stay. However, the introduction of this co-ordinated screening programme has significantly increased the number of MRSA isolates identified since August 2005.  This is an expected outcome of increased surveillance. If this pattern of data collection is continued, in future it will be possible to collect data on trends as well as areas of colonisation and success of topical treatment etc.

2.3      Environmental MRSA Surveillance in Brent tPCT 

Bedded areas :
As already mentioned, screening of patients on admission to tPCT bedded areas has identified a relatively high prevalence of MRSA colonisation. It has also identified that the environment can easily become contaminated and can become a source of spread to other patients. However, contamination was invariably removed by thorough environmental cleaning. 

A total of 50 samples have therefore been obtained on a quarterly basis from selected environmental sites within tPCT bedded areas in an attempt to assess levels of environmental contamination with MRSA. The following graph demonstrates the results of this surveillance. All positive samples were obtained on wards at Willesden Centre for Health and Care. 
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Although a significant increase in environmental contamination was seen in September 2006, this contamination was successfully removed by thorough environmental cleaning. Areas found to isolate MRSA tended to be communal areas and frequently touched surfaces such as door handles, computer keyboards and notes trolleys etc. This has highlighted the need to more closely monitor cleaning processes and has prompted a further review of cleaning schedules, as well as use of alcohol hand gel amongst ward staff. 

Community sites :

Following on from the MRSA surveillance project carried out in 2005 in the bedded areas of the tPCT, a further project was then carried out to establish levels of contamination of community sites providing tPCT services. A total of 208 samples were obtained from clinical and communal areas in 8 health centres and clinics. All proved negative for MRSA. Further surveillance in these areas was therefore only recommended in the event of an outbreak or local increase in prevalence of MRSA associated to community health care provision. 

3.         CLOSTRIDIUM DIFFICILE

3.1
NWLHT Clostridium difficile Infection

The following are mandatory reports from NWLHT to the Department of Health of actual Clostridium difficile positive results. Reporting criteria require that no repeats within a 4 week period are included, or results from patients 65 yrs and over.           
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Annual NWLHT clostridium difficile infections       
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Clostridium difficile reports from acute Trusts in London :
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Data shows that whilst NWLHT has had a relatively high prevalence of Clostridium difficile compared to the rest of London, there has been a progressive reduction since 2003. This appears to be continuing.

Of note, however, is the observation that the reduction in the number of Clostridium difficile cases at CMH has reduced more dramatically. This coincides with the move to the new building. The reduction could be attributed to an increase in the number of single rooms for isolation purposes and a new, clean environment and therefore a reduced risk of cross infection. Although antibiotics play a significant part in the emergence of Clostridium difficile infections, the CMH experience highlights the relative importance of adequate isolation facilities and clean hospitals. It is interesting to note that there has only been one case of Clostridium difficile between the end of August and the end of October 2006.

Clostridium difficile at Central Middlesex Hospital (Jan – Sept 2006)                   

[image: image13.emf]C. difficile at CMH - Jan - Sept 2006

0

2

4

6

8

10

12

14

Jan Feb Mar Apr May Jun Jul Aug  Sep

Month

Number


3.2
Brent tPCT Clostridium difficile Infections (bedded areas)

During the first half of 2006/7 (April – Sept), a total of 4 patients were identified as being positive for Clostridium difficile during their stay in tPCT bedded areas (all at Willesden Centre for Health and Care). Enhanced surveillance of these cases has identified that 3 of these had either been positive prior to transfer to Willesden or were symptomatic at the time of their transfer. The remaining one patient may have acquired or developed the infection during admission. Whilst it was not possible in this case, future cases deemed to have become symptomatic with Clostridium difficile within the PCT bedded areas will be subjected to enhanced surveillance. This will include obtaining information on antibiotic history and previous hospital admission etc in order to identify any possible risk factors for infection. Trends over time will also be analysed.

4. CONCLUSION

In conclusion, the overall status of HCAI in Brent tPCT does not seem to show undue cause for concern at present. However the above data highlights the need for systematic and sustained surveillance and robust Infection Control measures (including environmental cleaning) if HCAI targets are to be achieved.

The movement of patients between secondary and primary care, and vice versa, clearly makes collaboration across the local health care organisations imperative. In recognition of this, a joint Brent and Harrow MRSA group has been established in order to achieve some consistency in approach to preventing and managing MRSA across the local health economy. In the future, this group is expected to be extended to look at other HCAIs such as surgical site infections and glycopeptide-resistant enterococcal bacteraemias in order to consider the true picture if HCAI in Brent and Harrow.
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