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MRSA bacteraemia rate per 10,000 bed-days in 

England: Health Protection Agency mandatory 

surveillance data

2004-5 2005-6 2006-7 2007-8 2008-9 2009-10

1.76 1.77 1.67 1.19 0.78 0.50



Approach strategy

There has been a multi-layered approach to improving 
the quality of healthcare in the UK (this differs slightly 
between the constituent nations – I will be focussing 
on England).  Infection control forms a significant part 
of this, with MRSA bacteraemia prevention a high 
priority within this.

Throughout this presentation, I will be focussing on 
what I think are the major contributors but, as with 
many aspects of infection control, it is impossible to 
tell what factor made what level of contribution (or 
indeed if there was any contribution at all). 



Approach headings

1. Legislative

2. Organisational

3. Surveillance

4. Ward level interventions



Legislative contribution

Whilst much guidance on infection control had been produced, it 
remained advisory and a benchmark of good practice.  

The Health Act (2006) has a section on infection control and 
referenced an associated Code of Practice (CoP) for the 
Prevention and Control of Healthcare-associated Infections as the 
standard to which healthcare organisations had to conform. The 
CoP referenced a wide variety of guidance documents and thus 
raised the standards within them from advisory to mandatory.

It also brought healthcare auditing bodies into a legislative 
framework (initially the Healthcare Commission, later the Care 
Quality Commission) who would use the CoP to set audit criteria.

(In UK law, if a CoP is referenced, to comply with it people do not 
always need to follow the guidance precisely.  If circumstances 
mean that the guidance is not appropriate then they can use 
alternatives, but those alternatives have to achieve at least the 
same level of safety).





The introduction to the 2010 CoP 

bibliography

There then follow 21 pages of references



Important organisational factors

Key points in getting healthcare organisations to 

prioritise infection control are to

Have audited legally-set standards

As in the Health Act CoP

Have effective communication from ward level to 

senior management level (“ward-to-board”).

This role is, in part, fulfilled by the Director of Infection 

Prevention & Control (DIPC)

This is in addition to the rest of the infection Control 

Team (ICT): Infection Control Doctor, Infection Control 

Nurses and Infection Control Link Staff



From the Health Act CoP



Mandatory surveillance

All the preceding slides outline the framework within 

which effective MRSA bacteraemia interventions could 

function.

Then comes the requirement to enumerate the target of 

the interventions.

There is a requirement for all healthcare organisations 

to report all MRSA isolations from blood cultures (to 

the HPA).  These are ascribed to community or 

healthcare associated by the length of stay pre-blood 

culture (i.e. on or after the 3rd day of admission).



Targets

Based on their previous year’s numbers, organisations 
are set ever decreasing targets for MRSA 
bacteraemias.  (Complex calculations are used to set 
these target numbers)

There are corporate financial penalties if targets are 
exceeded.  Some local healthcare management 
organisation offer corporate financial rewards if 
substantially under-target. 

In addition if targets are exceeded, the Department of 
Health will assign one of its improvement teams to that 
hospital to advise and ensure improvement.





Patient screening

Up to 2010, all elective patients (medical, surgical and day 
case) had to be screened, normally at preadmission clinics, 
for MRSA.  

Normally nasal swab or nose + axilla + groin. New technology (PCR) 
expensive and not usually justified on a result-time basis.  

After 2010 this requirement includes all admissions 
including emergencies.

For MRSA positive electives, there would be a 
decolonisation regime.  For emergencies, action would 
follow results

One day’s exposure with standard precautions being safer than, for 
example, six days.



Ward level interventions

Whilst many interventions, such as hand hygiene, have 

effects across the infection transmission spectrum, there 

are some that could primarily target MRSA bacteraemia. 

See: www.clean-safe-care.nhs.uk

This gives a variety of evidenced-based care bundles “high 

impact interventions” such as:

Central venous catheter insertion and ongoing care

Peripheral intravenous cannula insertion and ongoing care 

Blood cultures 



Peripheral iv cannulation pack



Blood cultures

Any MRSA from a blood culture is counted as an MRSA 

bacteraemia.  This has resulted in policies of being 

selective about taking blood cultures and using good 

technique to avoid false positives (training in good 

technique and the use of preprepared packs).



Blood culture pack



Cautions with any interpretation of 

“success”

The demonstrable reduction is in MRSA bacteraemias

The consequential effects on levels of other manifestations of MRSA are 
unknown

It has been observed that reductions in MRSA bacteraemias are not matched by 
similar reductions in MSSA bacteraemias.  These are now being included in the 
mandatory surveillance.

Approximate figures for a London 500-bed teaching hospital:

There will be about 8,000 blood cultures a year of which about 10% (800) are 
positive.  Of these about 10% will be contaminants, leaving around 720 as real.  
Of these, only 5 or 6 will be MRSA, leaving over 700 non-MRSA bacteraemias.  

Whilst MRSA bacteraemias are important, they are a small part of 
a much larger picture and methods used to prevent them may not 
be effective for other, equally serious, bacteraemias (with Gram 
negative bacteria via UTIs for example).  


