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Annual Infection Control Report

20XX – 20XX

INSTRUCTIONS:

This template details the minimal information required in an Annual Report. Sections can be added to fit the needs of the organization. All sections within this template can be easily modified or sized to facilitate customization.  

Any important information that does not readily fit within the structure of this template can be included at the end of the appropriate section. Inclusion of other supplementary material (supporting documentation, relevant calculations, etc.) should be incorporated into the Appendices.

This general instruction and the guidelines/examples that follow throughout the document indicated by [blue text] should be deleted when this document is complete and submitted for final review to your appropriate authorities.

This template was created by the Provincial Infection Control Network of British Columbia. Any feedback or questions should be emailed to picnet@phsa.ca.
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Executive Summary 

(Approximately 1 page)

Briefly discuss Hospital Associated Infections (HAIs) presented in the report

· Content for each Key Indicator should include: Rate, Interpretation, Interventions or Corrective Actions.

Briefly discuss any major achievements your organization would like to highlight (Education, Projects, Initiatives, etc.) and future directions.

Based on this year’s report, the key priorities for next year will be: 

	Priority 1:
	
	Priority 2:
	
	Priority 3:
	
	Priority 4:

	Example: To achieve a 5% increase in hand hygiene compliance
	
	
	
	
	
	


Introduction

Infection Prevention and Control Program

Provide a brief description of the program to include:

Opening paragraph with the mandate of your program

Program structure

· Who is involved with the program (i.e. departments, groups, etc.)?

· Describe the program’s role in the Health Authority

Activity highlights and work underway

Acknowledgements
Please add a paragraph acknowledging all appropriate volunteers, stakeholders, partners (i.e. medical microbiology staff).
Infection Prevention and Control Team Members

Provide a names (First, Last, Titles) of all members including:

· Program Director

· VP, Patient Safety

· Infection Control Practitioners

· Infection Control Officers

· Others

Please provide names (First, Last, Roles) of all volunteer members of your team, including:

· Volunteer working groups (time limited teams)

· Volunteers on committees

Contact Information

Please provide telephone and email contact information for program administration member (Director, Manager, a main contact for all other staff, etc.).

Hospital Associated Infection (HAI) Indicators

INSTRUCTIONS: Use this section to report all your Hospital Associated Infection (HAI) Indicators. Use this first page as a guide for all subsequent HAIs. The four listed here are mandatory. If your organization would like to report on any additional HAIs, add them at the end of this section by copying and pasting the table.

1. Hand Hygiene Compliance

	Trend(
(((
	Target

Annual target as indicated below
	Actual

Actual result reported on an annual basis


<Insert Graph>
Your graph should show the trend. For example: If your graph compares annual results, your trend will be based on the last four years. If your graph compares fiscal year quarters, your trend will be based on the last four quarters.
What is being measured?

What is included in the measure; the percentage of hand hygiene compliance(i.e. number of completed hand hygiene events divided by the total number of hand hygiene opportunities? 

Example: The percentage of hand hygiene compliance among staff out of 1600 possible events.
Methodology: How were the data collected?

What method or tool was used to obtain the data?  What is the source of the methodology?

Example: Hand hygiene audits using the Provincial Hand Hygiene Working Group audit template Employees were evaluated on a monthly/quarterly basis at each site.

Source: Where did the data come from?

Who collected and verified the quality of the data? 

Example: Collected by independent observers trained in performing hand hygiene audits. Analyzed by Surveillance Epidemiologist.
What is the Annual Target the organization seeks to reach?

Please specify an annual target your organization would like to reach. This can be used as one of your organization’s priorities in the executive summary.

What is the level of performance your organization would like to achieve? What is the target source; Where was the annual target derived (articles, organizations, individuals etc)?

A target identifies the specific, planned level of performance to be achieved within an explicit timeframe. The direction (increase, decrease, maintain), magnitude (how much), and speed (how soon) of change, as well as the calculation type (percent change, absolute value, etc.), are the variable aspects of a target that must be specified.

Non-numerical targets are used for measures where data quality is questionable or data is not available. An example of a non-numerical target is “increase toward benchmark”. A definite numerical value is not assigned to the level of change desired, because of uncertainty. As long as the health authority has demonstrated progress toward the benchmark target over the reporting year, they are considered to have met the target.

For targets where change is expected, the target calculation types will be one of the following: 

· Non-numerical (i.e., increase/decrease toward benchmark)

· Percent change (i.e., increase/decrease by 5% over baseline)

· Percentage point change (i.e., increase/decrease by 5 percentage points over previous year) 

· Percentage achieved within a given timeframe (i.e., 80% hand hygiene compliance within one fiscal year)

· Absolute value (i.e., target is a fixed value of 80%)

Where, no change is expected or the target has already been achieved, the target will be: “maintain current performance at or below/above benchmark.”

Example: Increase by 10% over last year’s actual hand hygiene compliance rate. Last year’s compliance rate was 40% over 1500 possible events. Therefore, the annual target is 50% hand hygiene compliance throughout our Health Authority.

Benchmark & Comparators: How does the rate compare to other areas?

What are the national/international targets, if they exist? What are the gold-standards (evidence) found in the literature?

A benchmark is a standard against which performance is compared.  A benchmark is based on previous performance in another jurisdiction or organization, or performance in the same organization, that is considered a reasonable level of performance for which to achieve.  A benchmark changes when new evidence or a higher level of evidence suggests a more current benchmark is appropriate.

Example: 60% hand hygiene compliance (CNISP)
Trend: What do the data show?

The trend is the general movement and performance of the indicator. Provide an analysis the measure’s performance during the year. Is the rate improving/deteriorating throughout the year?

Example: Hand hygiene compliance has improved by 10% since last year.
Limitations: What may have affected the quality of this measure?

What might impact the quality (accuracy, timeliness, etc.) of this measure? What’s included/excluded in the numerator and/or denominator?

Example: Audits were only performed during the months of April to September. The compliance rate may not accurately reflect the organization over the entire fiscal year.
Comments:

What relevant issues explain the performance of this measure? What’s the significance/cause of any variations?

Example: A new health promotion specialist was hired for the organization and a targeted campaign began at all sites.
What actions have been taken over the last year?

What initiatives contributed to the measure’s performance? What’s planned for the future?

Example: A new hand hygiene campaign was implemented throughout the Health Authority. New employees are now required to attend the hand hygiene educational session within their first month of work. The program will be evaluated at the end of the year.
2. Clostridium difficile Infections (CDI) Incidence Rate

	Trend(
(((
	Target


	Actual




<Insert Graph>
What is being measured?

The annual rate of Clostridium difficile infection (CDI) per 10,000 patient days, which is the number of newly indentified cases of CDI associated with the reporting facility, divided by the total number of inpatient days during the same period.
Methodology: How were the data collected?

PICNet Definition: 

A diagnosis of CDI applies to a person with:

· Acute onset of diarrhea (> 3 loose stools within a 24 hr period) without another etiology (loose stool is defined as that which takes the shape of the container that holds it).

And one or more of the following:

· Laboratory confirmation (positive toxin or culture with evidence of toxin production)

OR

· Diagnosis of typical pseudo-membranes on sigmoidoscopy or colonoscopy or histological/pathological diagnosis of CDI 

OR

· Diagnosis of toxic megacolon.
Source: Where did the data come from?

What is the Annual Target the organization seeks to reach?

Benchmark & Comparators: How does the rate compare to other areas?

Canadian Nosocomial Infection Surveillance Program rates are recommended: http://www.phac-aspc.gc.ca/nois-sinp/projects/cdad-eng.php#jmp-lan07
Trend: What do the data show?

Limitations: What might have affected the quality of this measure?

Comments:

What actions have been taken over the last year?

3. Methicillin-resistant Staphylococcus aureus (MRSA) Incidence Rate

	Trend(
(((
	Target


	Actual




<Insert Graph>
What is being measured?

The annual rate of Methicillin-resistant Staphylococcus aureus (MRSA) per 10,000 patient days, which is the number of newly identified cases of MRSA associated with the reporting facility, divided by the total number of inpatient days during the same period.
Methodology: How were the data collected?

PICNet Definition :

An MRSA case is defined as meeting ALL of the following criteria:

· Laboratory identification of MRSA :

· Includes Staphylococcus aureus cultured from any specimen that tests oxacillin-resistant by standard susceptibility testing methods; or by a positive result for penicillin binding protein 2a (PBP2a); or molecular testing for mecA. May also include positive results of specimens tested by other validated polymerase chain reaction (PCR) tests for MRSA.

· Patient must be admitted to an acute care facility

· MRSA must be  newly identified from the specimen collected  at the time of hospital admission or during hospitalization

· Patient must have no known history of either infection or colonization with MRSA in any BC acute care facilities
This includes:

· MRSA  identified for the first time for the inpatients during their hospitalization
· MRSA newly identified in the emergency department and then admitted to you acute care facility

· MRSA identified among inpatients who have previously been documented with positive MRSA in outpatient clinics (including ambulatory care), or by long-term care facilities, or out of BC 

This DOES NOT include:

· MRSA cases previously identified by your acute care facility or other BC acute care facilities
· MRSA cases identified in the emergency department or outpatient clinics but are  were not subsequently admitted to your acute care facility
· MRSA cases transferred from another acute care facility
Source: Where did the data come from?

What is the Annual Target the organization seeks to reach?

How does the rate compare to other areas?

Provincial rate and Canadian Nosocomial Infection Surveillance Program rates are recommended: http://www.phac-aspc.gc.ca/nois-sinp/projects/mrsa-eng.php
Trend: What do the data show?

Limitations: What may have affected the quality of this measure?

Comments:

What actions have been taken over the last year?
4. Vancomycin-Resistant Enterococci (VRE) Incidence Rate

	Trend(
(((
	Target


	Actual




<Insert Graph>
What is being measured?

The annual rate of Vancomycin-Resistant Enterococci (VRE) per 10,000 patient days, which is the number of newly identified cases of VRE cases associated with the reporting facility, divided by the total number of inpatient days for the same period.
Methodology: How were the data collected?

Source: Where did the data come from?

What is the Annual Target the organization seeks to reach?

Benchmark & Comparators: How does the rate compare to other areas?

Canadian Nosocomial Infection Surveillance Program rates are recommended: http://www.phac-aspc.gc.ca/nois-sinp/projects/vre-eng.php
Trend: What do the data show?

Limitations: What may have affected the quality of this measure?

Comments:

What actions have been taken over the last year?

Outbreak Management

INSTRUCTIONS: Complete the table below according to your records.

· Responsible Organism: What caused the outbreak? What kind of outbreak was it? Respiratory or Gastrointestinal?

· # of Staff Affected - How many staff were affected by the outbreak?

· # of Patients Affected – How many patients were affected by the outbreak?

· Dates/Length of Outbreak – What was the duration of the outbreak? Include relevant dates.

· Facility Type – Where did the outbreak occur? (i.e. acute, residential, etc.)

	Responsible Organism
	# of Staff Affected
	# of Patients Affected
	Dates / Length of Outbreak
	Facility Type

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Discuss each outbreak that occurred in your facilities.

Include details on etiology (laboratory confirmed, etc.), significant impacts on the institution(s), interventions, post-outbreak review results, and work on corrective actions identified during post-outbreak review processes.

Education

Describe your organization’s infection prevention and control educational initiatives for all stakeholders (staff, patients, volunteers etc.) in the table below.

Type: Workshops, webinars, presentations, conferences, consultation, etc.

Description: What was the objective of the educational experience? Who provided the education?

· Suggested headings for categorization may include: outbreak prevention (i.e. norovirus and influenza in-services), antibiotic resistant organisms, hand hygiene, blood borne diseases, airborne infections, other organisms/diseases,  and any other organisms or diseases of significance to your region

Participants: Who participated? OR How many people were in attendance?

Estimated Hours: What was the duration of the educational event?

	Type
	Description
	Participants
	Estimated Hours

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Projects & Initiatives

INSTRUCTIONS: 

Use the first project/initiative outline as a guide to complete the other project boxes. Copy and paste the box to add more projects or initiatives.
	Project/Initiative Title

	Description:
	Provide a brief description of the project/initiative. What is the purpose of the project/initiative? What are goals and objectives?

	Status:
	What is the current status of the project/initiative? (Completed, Delayed, In-Progress etc.)

	Activities & Milestones:
	What was achieved in the last year? What activities were completed? Did you reach any major milestones?

	Organizational Impact:
	What partnerships and collaborations were carried out? By who? What are the outcomes and impact of this project/initiative (i.e. improved patient care, increased employee engagement, etc.)?


	Project/Initiative Title

	Description:
	Provide a brief description of the project/initiative. What is the purpose of the project/initiative? What are goals and objectives?

	Status:
	What is the current status of the project/initiative? (Completed, Delayed, In-Progress etc.)

	Activities & Milestones:
	What was achieved in the last year? What activities were completed? Did you reach any major milestones?

	Organizational Impact:
	What partnerships and collaborations were carried out? By who? What are the outcomes and impact of this project/initiative (i.e. improved patient care, increased employee engagement, etc.)?


Terminology & Abbreviations

List any additional definitions and abbreviations that are used within the report. It is important to note, your organization may not use the same terminology and abbreviations as other organizations.

Annual Target - A goal that is set on a yearly basis.
Benchmark - A point of reference for judging value, quality, change, or the like; standard to which others can be compared.
Clostridium difficile Infection (CDI) also C. difficile – C. difficile is a germ that produces a toxin that can cause diarrhea and serious illness of the bowel. Generally, C. difficile does not cause problems in healthy people; however, CDI can be serious in people who are sick, elderly, or have weakened immune systems. In rare cases it can be fatal.

CNISP - Canadian Nosocomial Infection Surveillance Program
Facility Type - A healthcare facility categorized by the range of services offered.
Hand Hygiene - Preventing the spread of illness through washing hands with soap and water or cleaning hands with alcohol based hand-rubs.
Healthcare Associated Infections (HAI) also Nosocomial Infections - Infections patients get while staying in healthcare facility, which include germs from other patients, the environment, or staff. The germs cause illness in patients during or after their stay.
Indicator - A statistical measurement that shows how well something is working or operating.
Limitations - Limits or restrictions.
Methicillin-resistant Staphylococcus aureus (MRSA) - Staphylococcus aureus is a germ that is normally found on the skin and in the nose of healthy people. Some bacteria have become resistant to the medicines used to treat infections (antibiotics). MRSA is a type of Staphylococcus aureus that is resistant to most antibiotics, including the antibiotic called penicillin. Staphylococcus aureus can cause minor skin infections such as boils, or infections in a surgical incision site.

Methodology - The methods, principles, and rules used to for the activity or result.
Responsible Organism - The germ causing the infection.
Source - The person or thing that gave the information.
Trend - The general movement or direction of change.
Vancomycin-Resistant Enterococci (VRE) - Enterococci are germs that are commonly found in the stomach and bowels of healthy people. Some bacteria have become resistant to the medicines used to treat infections (antibiotics). Vancomycin is an antibiotic used to treat serious infections. VRE is a type of Enterococci that has become resistant to Vancomycin. These germs rarely cause illness in healthy people. However, when VRE gets into open cuts and skin sores, they can cause infections. Occasionally, VRE can also cause more serious infections of the blood or other body tissues.

Appendices
Please insert any supporting documentation, calculations, and forms etc. that expand on the content within this report.

INSERT HEALTH AUTHORITY LOGO
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