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Surveillance of
Hospital Infections in
the United Kingdom

To the Editor:
Surveillance of hospital infec-

tions is of great interest world-
wide. Over the past three decades,
surveillance has seemed to be ac-
cepted in the United States and
considered to be less important in
the United Kingdom (UK). To de-
termine the extent to which sur-
veillance is performed by infection
control teams (ICTs)  in the UK, a
telephone survey was under-
taken, Thirty infection control
nurses (ICNs) chosen by random
sampling were contacted and
asked 40 questions relating to the
establishment and organization of
surveillance, data collection, anal-
ysis and interpretation, and dis-
semination of the results.

All ICNs stated that some form
of surveillance was undertaken in
their hospital/district health au-
thority. In 29 instances, the proto-
col was not written or documented.
Six different methods were used by
the 30 hospitals or districts. Some
infection control teams had se-
lected more than one method.

“Alert” organism surveillance
was reported most frequently
(Table). This involved the follow-
up of patients from whom certain
species of microorganisms had
been isolated (i.e., methicillin-
resistant Staphylococcus aureus,
Mycobacterium tuberculosis, Sal-
monella species, Shigella species).
The second most common method
was listing microorganisms by
ward. In this method, a record of
all positive isolates f?om each ward
was noted, and wards were visited
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Table
Surveillance Methods Used by ICTs
Surveillance Method

Alert organism
Listings of positive microbial isolates by ward
Follow-up of positive microbial tests
Ward visiting
Ward reporting/notification
Total continous surveillance

No. Teams Using Method

26
13
6
4
4
2

when the number indicated that
there might be a problem.

The follow-up of positive micro-
biology tests involved visiting the
wards and reviewing case records
to determine if the patients had
symptoms and signs of infection.
Ward-visiting surveillance in-
volved visiting the wards regu-
larly and asking if the nursing
staff considered any patients as
having infections. For ward re-
porting/notification surveillance,
the nursing staff completed a
form for each infected patient and
sent it to a member of the ICT
Two teams undertook total conti-
nuous suveillance  that was lim-
ited to surgical wound infections.
This required the daily review of
all records and laboratory reports
of patients with surgical wounds.

Only half the of teams routinely
undertook an analysis. The infor-
mation most frequently produced
was the number of patients with
“alert” organisms in a give time
period. Five ICNs  produced infec-
tion rates that were reported back
to the clinical stti, these were for
surgical wound infections.

Although the results should be
interpreted cautiously, as the
sample size was small, they indi-
cate that data on hospital infec-
tion are collected by most ICTs.
The methods most frequently re-

ported are those to detect poten-
tial cross-infection hazards and
clusters or outbreaks of infection.
However, studies in the United
States have shown that only 2% to
4% of nosocomial infection occurs
in clusters.lJ

The methods reported by this
survey have limitations. The fol-
low-up of microbiology tests is de-
pendent on specimen collection
and efficient laboratory processing.
Ward reporting/notification sur-
veillance requires the nursing and/
or medical staff to complete a form
and send it to a central agent (e.g.,
the ICN). Compliance has been
found to be low by Cohen and
coworkers.3  Ward-visiting surveil-
lance is dependent on the surveyor
being able to confer with the nurse
in charge of the patient’s care.
Total continuous surveillancel  al-
though comprehensive, is time-
consuming, as it requires follow-up
of all patients within a population.

The production of infection
rates is becoming increasingly im-
portant in healthcare. The use of
continuous or targeted surveil-
lance has been shown to be suc-
cessful in reducing the incidence
of nosocomial infection.4T5  In the
UK, ICTs  recognize the need for
surveillance within the limited re-
sources at their disposal. So that
teams can make an informed
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choice of methods, different hospi-
tal infection surveillance methods
must be assessed objectively.

Helen Glenister; Lynda Taylor;
Craig Mackintosh;

E. Mary Cooke;
Christopher Barlett;

Anne Mulhall
Central Public Health Laboratory

London, England
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CONTROL” Cover Gowns
from Kimberly-Clark are the #1
choice for many reasons, but none
more critical than the superior
barrier protection shown in these
unretouched photos. Simply put,
they far outperform other gowns.

Two major independent stud-
ies support CONTROL Cover
Gowns’ superior performance.

In a study at Arkansas
Children’s Hospital, CONTROL
Cover Gowns were shown to be
more protective against contam-
inated body fluids! And a study
published in The New England
Journal of Medicine showed that
CONTROL Cover Gowns and
gloves significantly reduced
nosocomial infection in pediatric
intensive care.2

The key is CONTROL
Cover Gowns’ unique, three-layer
laminated fabric with an inner
layer of polypropylene micro-
fibers. This inner layer forms a
barrier to screen out bacteria and
resist fluid penetration. Yet, this
remarkable cloth-like fabric is
also highly breathable and tear
resistant.

Get the best for your staff
and patients. For more informa-
tion on CONTROL Cover
Gowns, call 1-800-K HELPS, or
l -800-524-3572
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