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Recommendation 
 
NHS Board members are asked to review this report on Healthcare Associated Infections 
with particular reference to performance against the Local Delivery Plan HAI targets 2017-
18, together with other infection prevention and control monitoring data.  
 
The report topics are: 
 Staphylococcus aureus bacteraemia 
 Clostridium difficile infection 
 Meticillin resistant Staphylococcus aureus 
 Outbreaks/Incidents updates 
 

 

Summary 
 
National HAI Target Position  
1 April 2017 – 31st July 2017 
 

NHS Ayrshire and Arran update  
 

(1) SAB:  To achieve a rate of no 
more than 0.24 cases per 
1,000 acute occupied bed days 
by the year ending 31 March 
2018 (approximates to 84 
cases per annum).  
 

There have been 37 SAB cases at month 4.  This 
exceeds the Boards numerical target trajectory by 
9 cases.  

The verified annual rate for the year ending March 
2017 is 0.25. 

The projected annual rate for the year ending June 
2017 is 0.26.   

(2) CDI:  To achieve a rate of no 
more than 0.32 cases per 
1,000 occupied bed days in the 
15 and over age group by the 
year ending 31 March 2018 
(approximates to 120 cases per 
annum). 

There have been 40 CDI cases at month 4. This is 
equals the Boards numerical target trajectory.  

The verified annual rate for the year ending March 
2017 is 0.30. The Board achieved the 2016-17 
LDP target. 

The projected annual rate for the year ending June 
2017 is 0.30.  
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Glossary of Terms  
 

ANP Advanced Nurse Practitioner 
CDI Clostridium difficile Infection  
CRA Clinical Risk Assessment 
DRIFT Diagnosis, Resuscitation, IV medication, Fluids, Transfusion 
HAI Healthcare Associated Infection 
HPS Health Protection Scotland 
IP&C Infection Prevention & Control 
IPCT Infection Prevention & Control Team 
KPI Key Performance Indicator 
LDP Local Delivery Plan 
MRSA  Meticillin Resistant Staphylococcus aureus 
PVC Peripheral Vascular Catheter 
QIT Quality Improvement Team 
SAB Staphylococcus aureus bacteraemia 
UHA University Hospital Ayr  
UHC University Hospital Crosshouse 
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1. SAB Update  
 
To achieve a rate of no more than 0.24 cases per 1,000 acute occupied bed days for SABs 
by the year ending 31 March 2018 (approximates to 7 SABs per month). 
 

1 April 2017 –  
31 July 2017 
 

Total SABs  37 cases 
 

There have been 37 SAB 
cases at month 4.  This 
exceeds the Boards 
numerical target trajectory 
by 9 cases.  
 
The verified annual rate for 
the year ending March 2017 
is 0.25. 
 
The projected annual rate 
for the year ending June 
2017 is 0.26.   
 

13 Hospital Acquired 
7 Healthcare Associated 
17 Community Acquisition 
 

 
The Board’s verified SAB rate for the year ending March 2017 was 0.25 (0.245) cases per 
1,000 acute occupied bed days.  The Board narrowly missed the 2016-17 target by 1 case.  
The projected rate for the year ending June 2017 is 0.26 cases (Chart 1).  
 

 
 

Chart 1 – Rolling Annual SAB rate against national target 
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There were 37 SABs in the first 4 months of 2017-18; this exceeds the numerical annual 
target by 9 cases (Chart 2).  
 

 
 

Chart 2 – SAB Target 2017–18 Local Trajectory 
 
In the first 4 months of the year 35% (13) of SABs were hospital acquired; 19% (7) were 
healthcare associated and 46% (17) were community acquired.  This compares with 48% 
hospital acquired; 12% healthcare associated and 41% community acquired in 
corresponding period in 2016-17.  The proportion of community related SABs is increasing 
presenting a significant barrier to attainment of the LDP target.  
 
The point of entry for the organism in 43% of the SABs were either skin lesions or 
unknown.  Peripheral vascular catheters were the point of entry in 8% of SABs and a 
range of invasive devices (vascular and non-vascular) in another 11% (Table 1).  
 

SAB Point of Entry Number 

Unknown 10 

Skin 6 

Injection site related to illicit drug use 4 

Other 4 

Peripheral vascular catheters (PVCs) 3 

Contaminant 3 

Respiratory infection 2 

Vascular access devices (excluding PVCs) 2 

Urinary catheter 2 

Urinary Tract Infection  1 

Total 37 

 
Table 1 – Causes of SABs Apr – Jun 2017 

 
PVCs are the single the most common potentially preventable cause of SABs.  They 
accounted for 16% of SABs in 2016-17 and whilst that proportion has dropped in the first 4 
months of 2017-18 (8%) the overall low numbers means that the figures can fluctuate from 
month to month.  More time is required before it can be determined whether this is a 
continuing reduction or just natural variation.   
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It should be noted that whilst PVCs account for a significant proportion of our SABs the 
converse is not true with a SAB being a very rare outcome of a PVC insertion, occurring 
approximately once every 20,000 cannula insertions.  That said our PVC related SAB rate 
has increased by 36% since 2013-14 (Chart 3). 
 

 
 

Chart 3 – PVC Related SABs rate per 100,000 cannulas  
 
Reducing PVC related SABs remains the focal point of the Board’s SAB reduction 
Strategy.  A mini-summit was held on 1 June 2017 to review current initiatives and to 
generate new ideas for intervention.  The summit was attended by Senior Charge Nurses; 
Clinical Nurse Managers; Advanced Nurse Practitioners; medical staff; Quality 
Improvement Team and the Infection Prevention and Control Team.  Support was 
provided by a Nurse Consultant from Health Protection Scotland who shared experience 
from other NHS Boards.  Following the summit the IPCT and the QIT reviewed the output 
of the meeting to determine which initiatives should be taken forward.  It was agreed that 
the following would be prioritised for action: 
 

 Using the DRIFT (diagnosis, resuscitation, IV medication, fluids, transfusion) 
mnemonic to facilitate decision making re insertion and removal of PVCs 

 In collaboration with procurement explore the potential to introduce PVC packs that will 
make it easier for staff to access the correct materials, especially those staff who move 
between wards e.g. junior doctors, ANPs and clinical support workers. 

 Revise the audit process to ensure data is more meaningful; and is seen to be for 
improvement rather than performance management 
 

Since the summit the following actions have been taken: 
 
1. DRIFT - Ward 2D at University Hospital Crosshouse chose to use the DRIFT 

mnemonic as part of the 30/30 quality improvement initiative. They demonstrated a 
significant reduction in PVC use at the end of the initiative.  
 
In order to facilitate rapid spread of the DRIFT approach a project, led by the 
Associate Nurse Director – Acute Services, will be undertaken in UHC and University 
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Hospital Ayr (UHA) in October where all wards will record on a weekly basis the 
number of PVCs insitu and the number in situ that meet the DRIFT criteria.  It is 
anticipated that this will promote decision making around the ensuring only appropriate 
PVCs are in place and support nursing staff in removing unnecessary PVCs.  The 
output from this project will then be reviewed to determine the next steps in embedding 
this approach into routine practice.  Work is also underway to amend the PVC 
insertion and maintenance documentation to include DRIFT. 
 

2. PVC Packs – A Mini Competition Document for PVC Insertion Packs has been issued 
to suppliers by Procurement.  A multidisciplinary group will review the completed 
submissions and associated samples. An assessment will also be made as to whether 
this is cost neutral compared with the items being supplied individually. 
 

3. PVC Documentation - The above packs will also include an insertion sticker.  If the 
packs are introduced the stickers will replace the insertion component of the current 
PVC documentation. Revised maintenance documentation will then be issued. 
 
Once the documentation is agreed amendments will be made to the PVC audit 
process.  At present when PVCs are audited by the Senior Charge Nurses or their 
designated auditors all activity, including that which has taken place in other areas is 
audited.  This reduces the value of the information to the Senior Charge Nurse as 
many of the issues may not be under their control.  In order to the make the data more 
meaningful and to focus on measurement for improvement the process will change so 
that the auditors only assess the activity that was undertaken in the ward in which the 
audit takes place.  

 
2. CDI Update 
 
To achieve a rate of no more than 0.32 cases per 1,000 occupied bed days for CDIs in the 
15 and over age group by the year ending 31 March 2018 (approximates to 10 cases per 
month). 
 

1 April 2017 –  
31 July 2017 

Total CDIs 40 cases 
 

There have been 40 CDI cases at 
month 4. This is equals the Boards 
numerical target trajectory.  
 
The verified annual rate for the year 
ending March 2017 is 0.30. The 
Board achieved the 2016-17 LDP 
target.  
 
The projected annual rate for the 
year ending June 2017 is 0.30.  
 

28 Healthcare associated 
7 Community acquired 
5 Unknown  
 

 
The verified annual rate for the year ending March 2017 was 0.30, as a result the Board 
achieved the 2016-17 LDP CDI target. This compares with a rate of 0.43 for the previous 
year, equating to a 30% reduction. The projected rate for the year ending June 2017 
remains at 0.30 (Chart 4). 
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Chart 4 – Rolling Annual CDI Rate  
 
At the end of July 2017 there had been 40 cases of CDI which equaled the maximum local 
numerical trajectory (Chart 5).   
 

 
 

Chart 5 – CDI Local Target Trajectory 2017-18  
 
 
3. MRSA National Policy Clinical Risk Assessment Update 
 
The national MRSA CRA Key Performance Indicator target is for boards to achieve a 
minimum 90% compliance with CRA completion.  In Quarter 1 (2017-18) compliance was 
86% - an increase of 14% on the previous quarter (Chart 6).     
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Chart 6 – MRSA KPI Quarterly Compliance 
 
As previously reported compliance in the orthopaedic wards at both UHC & UHA has been 
sub-optimal.  In order to provide meaningful feedback to the wards the IPCT are over 
representing the orthopaedic wards in the sample size which in turn has the effect of 
lowering the overall organisational compliance.  The latest audit has shown that 
compliance within the non-orthopaedic wards and the Pre-operative Assessment Unit 
remains high.  In addition there has been improvement within the orthopaedic wards at 
UHC and UHA.  As a result the IPCT will revert to a more balanced sampling strategy 
which will be more reflective of the overall Board position. 

 
4. Outbreaks / Incidents Update 
 
4.1 Norovirus 
 
There have been no reports of Norovirus since the last report.  
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Monitoring Form 
 

Policy/Strategy Implications 
 

Not required.  This update report has no policy/strategy 
implications.  
 

Workforce Implications 
 

Not required.  This update report has no workforce 
resource implications.  
 

Financial Implications 
 
 

The continual management and monitoring of HAIs in 
NHS Ayrshire & Arran in driving down infection rates 
as far as possible will ensure that costs per patient stay 
(i.e. treatments, length of stay, terminal ward cleaning 
etc) will not be impacted upon, ensuring that costs are 
minimised across the organisation.   
 

Consultation (including 
Professional Committees) 
 

The HAI update is provided to agreed NHS Boards, 
Healthcare Governance Committees and to the 
Prevention & Control of Infection Committee at every 
meeting (four times per year).  
 

Risk Assessment 
 
 

Assessments are carried out on the HAI alert 
organisms by the Infection Control Nurse responsible 
for that particular clinical area to ensure that all 
necessary standard infection control precautions are 
initiated as appropriate in managing the patients care.  
 

Best Value 
- Vision and leadership 
- Effective partnerships 
- Governance and 

accountability 
- Use of resources 
- Performance management 

 

Delivers effective partnerships and governance and 
accountability for the Board and best use of resources. 

Compliance with Corporate  
Objectives 
 

Protect and improve the health and wellbeing of the 
population and reduce inequalities, including through 
advocacy, prevention and anticipatory care.  
 

Single Outcome Agreement 
(SOA) 
 

Not required.  This is an update report to NHS Board 
members.  

Impact Assessment 
Equality Impact Assessment not required as this is an update report to NHS Board 
members. 
 
 
 


