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My early professional life
1990-2000

 1 ICN for

 1000 District General Hospital beds

 1000 Mental Health Hospital beds

 200 nursing and residential homes

 56 General Practice Surgeries

 100+ schools and nurseries

 Half a medical microbiologist with no defined 
IC time

 No administrative support

 Also was the Tissue Viability Nurse
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What did this mean?
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 Lots of

 ‘firefighting’

 ‘teaching’

 No

 cover when not in the building

 surveillance

 interest from clinical colleagues

 Horse bolts from stable



Rise of S. aureus bacteraemia
England 1991-2003
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Slide adapted from Susan Hopkins, HPA/PHE
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Nationally
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 No real interest from (Tory) government apart 

from soothing words

 Reports and Guidance

 The Path of Least Resistance

 House of Lords Report, 1998

 Socio-economic Burden of HAI, 1999

 Risk Management

 Controls Assurance Standards, 1999

 Guidance never followed up to see if any were 

implemented



Then a change in Government
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Government Circular HSC2000/002

 Appeared on the DOH website on the 11th 

February 2000 – a Friday afternoon

 Picked up on the Controls Assurance standards, 

placed dates on them and stated who is responsible

 surveillance to be in operation by July and data used to 

shape service activity by Sept

 Why bring this document out?

 Published four before a National Audit Office Report

 amazing coincidence

 Ministers able to proclaim that all was well…

 CEOs were asked what they had done about it



National Audit Office Report 2000

 Highly critical of IPC in hospitals

 Lack of engagement from anyone outside the 

‘team’

 ICCs non-functional

 Made up of ICT and A. Pologies

 ICTs asked what percentage of infections we 

thought preventable

 We replied between 5% and 20%

 Therefore we thought that 80-95% were 

unpreventable
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2000

 Media Pressure forces formal mandatory 

surveillance for healthcare-associated 

infection

 MRSA Bacteraemia, C. difficile Infection follows

 Assumptions

 Significant

 Easy to detect

 Preventable

 All cases reportable, regardless of provenance

 Media frenzy, when numbers went up





13



More Guidance

 “Winning Ways”
 Department of Health, Dec 2003

 Appointment of ‘Directors of Infection Control’

 Seven ‘Action Areas’

 More surveillance

 League tables

 Considerable variation



2004 – Politicians ‘Enough is enough!’

 Health Minister sets ambitious target: 50% 

reduction by 2008

 Set from a baseline in 2003-4 that really meant 

that a reduction of 60% was required

 Many (myself included) thought this was  

impossible

 Lack of evidence

 Lack of engagement
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“Going further faster” 2006

 (yet) another initiative



Hospital Management
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“Going further faster”

 Panic at the DH

 Virtually no-one hit their target

 Figures weren’t going down

 New actions

 Root Cause Analysis toolkit

 ‘Saving Lives’ care bundles

 Targeted support teams going in



So how did ICTs feel about scrutiny

 Not good

 They felt that their professionalism was being 

challenged

 They felt that they were being made to feel that 

they were responsible

 Infection Control was NOT everyone’s business

 Unsurprisingly they didn’t like it

 And no wonder..



Bad Publicity





How did teams work?
Findings from DH Support Team visits

 Low Profile Team

 “They phone us or 

pop in occasionally”

 Highly reactive

 Keep control and 

do…

 Write reports

 The IPC Programme 

is theirs

 Prominent team

 Highly visible

 Highly pro-active

 Provide expert input 

for others to do

 Use data to drive 

improvement

 The IPC Programme 

is everyone’s
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Barriers to effective Team function
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 Lack of practical application of tools and methods 

for epidemiology and quality improvement

 Inadequate staffing to ensure effective data collection

 Lack of automated data collection methods

 Inadequate computer resources and training

 Excessive data collection with minimal analysis

 Data not used to drive change

 Lack of formal training in hospital epidemiology for 

hospital managers



Trends in rate of MRSA bacteraemia per 

occupied bed-days (2002 – 2008)

MRSA 50% 

reduction target

CleanYourHands

Campaign

Saving Lives 

infection 

prevention 

tools
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‘Improvement Teams’
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MRSA screening
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Quarterly MRSA Bacteraemia
England: 2001-15
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ZERO MRSA organisations
12 months with no MRSA BSI
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Change in Attribution
2006-12
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National Confidential Study 2007
Deaths following MRSA Infection
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 In-depth review of randomly selected deaths

 80% >70 years of age with significant co-

morbidities

 Deficiencies in documentation of insertion, review 

and management of invasive devices

 Only 50% of Trusts were auditing compliance with 

policies regarding invasive procedures

For almost half of the cases reviewed, The 

source of the MRSA infection was an invasive 

device, particularly PVC and CVC
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Annual C. difficile Notifications
England 2004-2007
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How C. difficile get so bad?

 OK, there were some changes

 Healthcare practice

 Patient risk profile, Age

 Increase in Community CDI

 Effect of new strains; notably 027

 The authors of a 2009 report “Clostridium 
difficile – How to deal with the problem” noted

 ‘it is the failure to implement the guidelines 
described in 1994 that has contributed to the 
recent rise’
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Maidstone Healthcare Commission Report

 >1000 patients infected; 90 deaths

Board unaware of high rates; focused 

on A&E target

Bed occupancy 90-100% and ++ 

moves

Beds close together; poorly cleaned

Shortage of staff; poor hand hygiene 

& patient care

Low levels of attendance at training
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Quarterly C. difficile
England >2y: 2004-2014

Surveillance



Change in Attribution 2008-14
Data source: Public Health England
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027/NAP1 in England
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Surveillance with no Target
WHAIP Report Jan 2010
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Antibicrobial Prescribing
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Perverse incentives
Targets not applied to the most common or serious HCAI
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Problem with E. coli Bacteraemia
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Moving from Surveillance to Targets
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 Once surveillance systems become a target 

measurement system the value of the 

surveillance from a scientific perspective is 

potentially contaminated

 Observer bias

 where there is subjectivity in assessing the outcome

 Performance bias

 where staff know that their performance is being 

measured



Public Reporting and a Target

 Enabled IPC Teams to get access to the parts 

of the organisation that previously would have 

been inaccessible

 We were able to influence the patient safety 

agenda

 Once we stopped arguing about definitions, risk 

stratification etc., etc., etc.,….

 No risk stratification for publically reported data

44



Potential Unintended 

Consequences of Public Reporting
45

Marshall MN et al. Int J Qual Health Care 2004;16 (suppl 1):i57-i63.

Tunnel vision
Concentrating on clinical areas being measured to 

the detriment of other important areas

Suboptimization
Pursuing narrow organizational objectives at the 

expense of strategic coordination

Myopia
Concentrating on short-term issues & neglecting 

long-term view

Convergence
Placing greater emphasis on being exposed as an 

outlier rather than on a desire to be outstanding

Ossification
Avoiding experimentation with new & innovative 

approaches for fear of appearing to perform poorly

Gaming Altering behavior to gain strategic advantage

Misrepresentation Partaking in creative accounting & fraud



The Control of MRSA in England
Duerden et al, Open Forum Infectious Diseases 2015
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 Multiple major changes in practice occurred in 

hospitals in England during the first decade of 

the present millennium, in response to an 

extensive national, ‘top down’ IPC program

 ‘Success’ story of the control of MRSA BSI (and 

CDI) is tempered by emergent HCAI threats, 

notably caused by Gram-negative bacilli, 

including multiple antibiotic-resistant strains



Did the ‘Top Down’ approach help?
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 Undoubtedly

 Big reductions in morbidity, mortality, outbreaks

 Some things could have been done better

 Co-operation with the professional Societies

 Opportunities for research lost forever

 Teams are stronger and have more influence

 We may have got there eventually on our own, 

however thousands more would have suffered 

while we did it



Cards on the Table

 Nothing made a greater difference to 

my ability to do my job better than the 

setting of a target for MRSA and CDI

 ‘Top Down’ approaches can be very 

effective however need review and 

refinement

 One man made a REAL difference 

and I suspect he will never realise 

what a difference he made
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My Hero
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