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Issue of concern: 
 
Cancer Voices SA are concerned by recent reports of cancer wards needing to be 
closed due to the number of patients infected with vancomycin-resistant 
enterococcus (VRE) (The Advertiser, 15 April 09, article titled "RAH superbug can't 
be killed off"  http://www.news.com.au/adelaidenow/story/0,22606,25336474-
5006301,00.html ).  More alarming is the suggestion that the hospital needs to be 
rebuilt or redesigned in order to control such infections, a solution many years ‘down 
the track’.  This highlights a broader concern regarding the effectiveness of infection 
control surveillance and activities addressing all multi-drug resistant organisms.   
 
Oncology patients (in-patients and out-patients) are particularly vulnerable to 
infections due to aggressive immuno-suppressant chemotherapy treatment regimes, 
frequent attendance or hospital stays, ‘handling’ by many different health workers 
and the high percentage of patients with central venous access lines or other 
frequent invasive procedures.  
 
Proposed action: 
 
Cancer Voices suggest that the following safety and quality strategies be adopted by 
public and private health care services: 

o Education and shared responsibility to minimize infection transmission by 
oncology unit staff (clinical and ancillary), patients and their visitors by hand-
washing before entering/touching patients and again before leaving   

o emphasis on thorough attention to cleaning procedures in oncology areas 
o routine equipment cleaning procedures to include stethoscopes, blood 

pressure cuffs, computer keyboards, phone handsets etc 
 
Cancer Voices believe that adopting these measures alone will not be sufficient to 
effect substantial or lasting change.  Monitoring compliance of these strategies with 
performance indicators and benchmarks is required, and these performance 
measures must be made publicly available 
 
Cancer Voices SA suggest that the Safety and Quality in Healthcare Committee in 
South Australia review the infection control items of the Victorian  Public Health 
Services Performance and Accountability Framework (Safety and Quality section) 
http://www.health.vic.gov.au/hospital-performance/index.htm  to assess feasibility of 
its adoption in South Australia.  There may be other examples interstate or overseas 
for reporting of activities and monitoring outcomes to combat multi-drug resistant 
infections that Cancer Voices SA are not aware of and may have overlooked.  
However, Cancer Voices SA wish to see a workable system in place as soon as 
possible. 
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Background and Information supporting this position: 
 
An overview of this issue was recently published (15 June 2009): Infection control, 
ethics and accountability, Gwendolyn L Gilbert, Paul Y Cheung and Ian B Kerridge.   
Med J Aust 2009; 190 (12): 696-698. 
http://www.mja.com.au/public/issues/190_12_150609/gil10962_fm.html. 
 
“In 2005, the estimated annual cost of Healthcare associated infections (HAIs) in 
Australia was at least $1 billion.  Potentially untreatable infections with multi-resistant 
organisms are increasing, and respiratory viral infections are a recurring threat to 
highly immuno-compromised patients.  The fact that a significant proportion of HAIs 
are preventable has serious ethical, as well as medical and economic, implications.” 
 
“It was shown over 150 years ago that the hands of health care workers (HCWs) are 
the main vector for transmission of nosocomial pathogens, and that hand disinfection 
can reduce HAI rates.  Nevertheless, acceptable levels of compliance with 
recommended hand hygiene practice are difficult to achieve and sustain. Provision of 
alcohol-based hand-rub at patients’ bedsides, education, and leadership from senior 
clinicians can improve baseline compliance rates, but significant improvement is 
rarely sustained. Recent campaigns in New South Wales and Victorian public 
hospitals have led to modest improvements in compliance, from 47% to 62% (30% to 
46% among doctors), and from 21% to 48%, respectively. While these results are 
encouraging, they also indicate room for significant improvement.”  
 
“In addition to hand hygiene, these include screening patients for carriage of multi-
resistant organisms, isolation and contact precautions, improved environmental 
cleaning, antibiotic stewardship and optimal management of vascular access 
devices. Their effective implementation depends on organisational systems — 
protocols, procedures, facilities, equipment, education, training and communication, 
as well as adequate staff, leadership and culture change.”  
 
“The Australian Commission on Safety and Quality in Health Care has proposed “a 
national and systematic approach to . . . surveillance, hand hygiene, infection control 
guidelines and building clinician capacity”.  

Cancer Voices SA Recommendations: 
 

o Adapting key performance indicators (KPI) and benchmarks relating to cleaning 
standards, infection surveillance data compliance and performance, and hand hygiene 
program from the Victorian Public Health Services Performance and Accountability 
Framework and  

 extending the reporting to include oncology (inpatient and outpatient areas).  
o Conducting the ‘Hand Hygiene Project’ of the Victorian Public Health Services 

Performance and Accountability Framework with  
 an extension to provide information to patients and their visitors.  This would 

support shared responsibility for all stakeholders to participate in infection 
control.  An information sheet from the VICNISS Hospital Acquired Infection 
Surveillance Coordinating Centre at 
http://www.vicniss.org.au/Resources/Consumer/ConsumerMRO1204.pdf ) is 
recommended as a resource for staff, patients and their visitors. 

o Transparent public reporting on these key performance indicators by public and private 
hospital units.  Multi-drug resistant organism infection rates should be reported eg 
MRSA, VRE.  (We are aware of complexity in reporting, but this should not prevent this 
process from commencing). 
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Cancer Voices SA note that one systematic approach currently in place has been 
evolving in Victoria since 2002.  The Victorian Public Health Services Performance 
and Accountability Framework Business Rules 2008-09  
http://www.health.vic.gov.au/hospital-performance/index.htm incorporates the 
VICNISS Nosocomial Infection Surveillance System http://www.vicniss.org.au/ .   
This system appears to be well established with a transparent reporting program for 
monitoring infection control compliance. However, oncology is not one of the areas 
identified for active monitoring. 
 
The following benchmarks and performance indicators are taken from The 2008-09 
Statement of Priorities and Performance Framework Business Rules 
(http://www.health.vic.gov.au/hospital-performance/index.htm ), Public Health 
Services, Department of Human Services, Victoria, September 2008.  The Quality 
and Safety performance indicators (KPI) and benchmarks relating to cleaning 
standards, infection surveillance data compliance and performance, and hand 
hygiene program (see Table 1 below KPI# 6-9) are of interest. 
 

 

 
 
Abbreviations used in the table: 

KPI  Key Performance Indicator 
PMF Performance Monitoring Framework  
BMF Bonus Funding Framework 

 

 

 
 
Details of the performance indicators are described in the following pages. 
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NB Type 1 and Type 2 Surveillance is described at 
http://www.vicniss.org.au/SurveillanceActivities.aspx  
 
Briefly, Type 1 and Type 2 surveillance are:  
 
Type 1 (for larger hospitals, 100 beds or more) surveillance of 

• surgical site infections 
• Infections acquired in intensive care units 
• Infections acquired in neonatal intensive care units 
• Surgical antibiotic prophylaxis. 

 
Type 2 (for smaller hospitals, less than 100 beds) is predominantly “process” 
surveillance, which aims to monitor processes that have been demonstrated to affect 
outcomes, rather than the outcomes (infections) themselves.  

• eg handwashing, catheter insertion techniques and staff vaccination 
programs for influenza and Measles vaccination of healthcare workers 

• Surgical antibiotic prophylaxis. 
• surgical site infections. 
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