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[bookmark: _Toc481060091]Executive summary
This quarterly report provides an overview of the Tasmanian acute public hospitals’ healthcare associated infection surveillance for quarter four, 2016. Details of the surveillance program, including the rationale for the indicators measured and the methodologies used in data collection, validation and analysis are available at TIPCU website.  
Any form of comparison between hospitals should be done with caution because data are not adjusted for patient characteristics that vary between hospitals. Further, the relatively small Tasmanian population and small number of events can result in volatility of rates from time to time. The raw data in the appendices illustrate this.
This report contains the following findings:
· The rate of healthcare associated Staphylococcus aureus bacteraemia (SAB) remains low.
· The number and rate of both ‘hospital identified Clostridium difficile infection (CDI)’and ‘healthcare associated-healthcare facility onset (HCA-HCF) CDI’ has decreased over the previous two quarters. 
· The number of new isolates of VRE remains high with an increase in the number and proportion of Van A genotype being isolated. 
· The overall Tasmanian public hospital hand hygiene compliance rate is above the National Benchmark. 
[bookmark: _Toc413158588][bookmark: _Toc481060092]
Staphylococcus aureus bacteraemia
Staphylococcus aureus, a common cause of serious healthcare associated bloodstream infection (bacteraemia), causes significant patient morbidity and has an estimated 30 day mortality of a 25-30 per cent. Many healthcare associated Staphylococcus aureus bacteraemias (SAB) are preventable. SAB was made notifiable in Tasmania in 2008 pursuant to the Public Health Act 1997. Tasmania was the first and remains the only Australian jurisdiction to introduce this measure.
SAB surveillance is carried out in Tasmania using the national surveillance definitions published by the Australian Commission on Safety and Quality in Health Care (ACSQHC). Under this definition a SAB is defined as healthcare associated if the patient’s first SAB positive blood culture was collected either >48 hours after hospital admission or <48 hours after discharge (Criterion A) OR  ≤48 hours after hospital admission and one of four key clinical healthcare related criteria was met (Criterion B).  
The National Healthcare Agreement (2011) target is no more than two HCA SAB per10 000 patient days.
[bookmark: _Toc413158589][bookmark: _Toc481060093]Tasmanian rates
Figure 1 presents the Tasmanian combined acute public hospital rates of healthcare associated Staphylococcus aureus bacteraemia (HCA SAB) by quarter. 
[bookmark: _Ref435167483][bookmark: _Toc481060144]Figure 1 Healthcare associated Staphylococcus aureus bacteraemia - Tasmanian rate by quarter
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[bookmark: _Ref458589372]The rate of HCA SAB for Q4 2016 was 1.4  per 10 000 patient days (95% CI 0.6-2.2) which met the National Healthcare Agreement target of no more than two HCA SAB per10 000 patient days.  


[bookmark: _Toc481060094]Hospital rates 
Figure 2 presents the individual acute public hospitals rates of HCA SAB by quarter. This information is also contained in tables within the appendix. 
[bookmark: _Ref435167714][bookmark: _Ref332962070][bookmark: _Toc397505333][bookmark: _Toc481060145]Figure 2 Healthcare associated Staphylococcus aureus bacteraemia – individual hospital rate by quarter
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[bookmark: _Ref458589844]In Q4 2016, there were three HCA SAB identified at the MCH for Q4 2016.  Based on the small number of patient days at MCH, the HCA SAB rate for MCH is more than the National Healthcare Agreement target of no more than two HCA SAB per10 000 patient days. 
The HCA SAB rate for RHH, LGH and NWRH was less than the National Healthcare Agreement target of no more than two HCA SAB per10 000 patient days. 


[bookmark: _Toc481060095]Clostridium difficile infection 
Clostridium difficile infection (CDI) is a bowel infection caused by the bacterium Clostridium difficile and is a common cause of healthcare associated diarrhoea. CDI causes significant patient morbidity and mortality and can result in increased hospital stays and costs.  Factors that may contribute to higher CDI rates include the overuse of antibiotics, ineffective infection control processes and suboptimal environmental cleanliness. 
Surveillance of CDI in Tasmania uses the ACSQHC’s national surveillance definitions. There is no National benchmark for CDI.
Hospital identified CDI are CDI infections identified in a hospital; this category includes healthcare facility and community associated infections.
Healthcare associated – healthcare facility onset (HCA-HCF) CDI are a sub-group of hospital identified cases. This category only includes infections that occurred 48 hours or more after a patient was admitted to hospital. The HCA – HCF rate excludes people who present to hospital with symptoms of CDI and/or develop symptoms within two days of admission. 
[bookmark: _Toc481060096]Tasmanian rates
[bookmark: _Toc481060146]Figure 3 Acute public hospital identified CDI and HCA-HCF CDI – rates by quarter. 
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The rate of hospital identified CDI for Q4 2016 was 4.2 per 10 000 patient days (95%
CI 2.8 – 5.6) and the rate of HCA-HCF over the same period was 1.5 per10 000 patient days (95% CI 0.6 – 2.3).
[bookmark: _Toc481060097]Hospital rates – by quarter
The following figures presents the individual acute public hospital rates of ‘hospital identified CDI’ and ‘healthcare associated – healthcare facility onset (HCA-HCF)’ CDI by quarter.
[bookmark: _Ref435167763][bookmark: _Toc481060147]Figure 4 Hospital identified CDI by quarter
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[bookmark: _Ref435167770][bookmark: _Toc481060148]Figure 5 HCA-HCF CDI by quarter
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[bookmark: _Toc481060098]Vancomycin resistant enterococci
Enterococci are bacteria normally present in the human gastrointestinal and female genital tract and can cause infections of the urinary tract, bloodstream and wounds.  Enterococci that have acquired resistance to the antibiotic vancomycin are called vancomycin-resistant enterococci or VRE.  VRE infections can be more difficult to treat then those caused by vancomycin sensitive enterococci. Factors that can contribute to the transmission of VRE in hospitals are ineffective infection control practices, overuse of antibiotics and suboptimal environmental cleanliness.
Identification of VRE is notifiable in Tasmania pursuant to the Public Health Act 1997.
Figure 6 presents the total of all new VRE screening and clinical isolates identified within Tasmania by quarter. These numbers include all new cases identified within Tasmania from public and private hospitals, rural hospitals, GP clinics and long term and residential care facilities. A person’s first VRE isolate is classified according to whether it was from a screening or clinical specimen.

[bookmark: _Ref435167782][bookmark: _Toc481060149]Figure 6 New VRE isolates by quarter
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The number of people newly identified with VRE within hospitals does not necessarily reflect that VRE was acquired at that hospital.  The numbers of VRE isolates identified can be affected by the amount of screening undertaken by hospitals.  Hospitals that have an intensive screening program are likely to identify more VRE. During the past two years there has been an increase in identification of VRE. The majority of isolates over that time have been, and continue to be, screening specimens. In Q4 2016, there were 19 specimens (12%) that were clinical specimens, which is a similar proportion to the last four quarters.


[bookmark: _Toc481060150]Figure 7 New VRE isolates – classification
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VRE isolates are also classified as to whether they represent colonisation or infection. The proportion of isolates that represent infections has remained stable over the last six quarters with infections representing around 4% of total isolates.
[bookmark: _Toc481060151]Figure 8 New VRE isolates by genotype by quarter
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[bookmark: _Toc365357548][bookmark: _Toc413158598][bookmark: _Toc436818827]The majority of VRE within Tasmania remains vanB E. faecium but there has been a recent increase in the number and proportion of isolates with the vanA genotype. This is a concern as there are limited antimicrobial choices for treatment of infection with this organism.
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[bookmark: _Toc459796637][bookmark: _Toc481060101]Explanatory notes 
[bookmark: _Toc435168214][bookmark: _Toc450223080]
[bookmark: _Toc459796638][bookmark: _Toc468796511][bookmark: _Toc469393455][bookmark: _Toc469393511][bookmark: _Toc481060102]What types of healthcare surveillance are done in Tasmania?
TIPCU undertakes surveillance of the following:
· Staphylococcus aureus bacteraemia (bloodstream infection).
· Clostridium difficile infection (CDI).
· Vancomycin resistant enterococci (VRE).
· Hand hygiene compliance rates.
· Antibiotic utilisation. 

[bookmark: _Toc435168215][bookmark: _Toc450223081][bookmark: _Toc459796639][bookmark: _Toc468796512][bookmark: _Toc469393456][bookmark: _Toc469393512][bookmark: _Toc481060103]What do the rates mean? 
The healthcare surveillance data are expressed as a rate or a raw number. SAB and CDI are expressed as a rate per 10 000 patient days, VRE is expressed as a raw number, hand hygiene compliance is expressed as a percentage and antibiotic utilisation is expressed as hospital use measured by defined daily doses, per 1 000 occupied bed days. 

[bookmark: _Toc435168216][bookmark: _Toc450223082][bookmark: _Toc459796640][bookmark: _Toc468796513][bookmark: _Toc469393457][bookmark: _Toc469393513][bookmark: _Toc481060104]What are the definitions for Clostridium difficile infection (CDI)? 
TIPCU use the national surveillance definitions published by the Australian Commission on Safety and Quality in Health Care (ACSQHC) to classify CDI. TIPCU reports on:
1. [bookmark: _Ref435101787]Hospital identified CDI is defined as a case diagnosed in a patient attending an acute care facility. This includes positive specimens obtained from admitted patients and those attending the emergency department and outpatient departments. This definition excludes patients less than two years old and cases with a positive test within the previous eight weeks.
2. Healthcare associated – healthcare facility onset CDI (HCA-HCF CDI) is defined as a patient with CDI symptom onset (or date and time of stool specimen collection if a laboratory system is used) more than 48 hours after admission to a healthcare facility.  This definition excludes patients less than two years old and cases with a positive test within the previous eight weeks.


[bookmark: _Toc435168217][bookmark: _Toc450223083][bookmark: _Toc459796641][bookmark: _Toc468796514][bookmark: _Toc469393458][bookmark: _Toc469393514][bookmark: _Toc481060105]What are the definitions for healthcare associated Staphylococcus aureus bacteraemia (SAB)? 
Criterion A the patient’s first SAB blood culture was collected more than 48 hours after hospital admission or less than 48 hours after discharge.
OR
Criterion B the patient’s first positive SAB blood culture was collected less than or equal to 48 hours after hospital admission and one or more of the following key clinical criteria was met for the patient-episode of SAB.
Key clinical criteria:
1. SAB is a complication of the presence of an indwelling medical device (eg intravascular line, haemodialysis vascular access, CSF shunt, urinary catheter).
2. SAB occurs within 30 days of a surgical procedure or 365 days for surgically implanted devices, where the SAB is related to the surgical site.
3. SAB was diagnosed within 48 hours of a related invasive instrumentation or incision.
4. SAB is associated with neutropenia (less 1 x 109/L) contributed to by cytotoxic therapy.
What are the definitions for vancomycin resistant enterococci (VRE)?
[bookmark: _Toc435168218][bookmark: _Toc450223084]The definition for VRE is an isolate identified as VRE by an accredited laboratory. TIPCU reports on the total number of people with new isolates of VRE identified in Tasmania per quarter and this number includes all people with new VRE isolates from public and private hospitals, rural hospitals, GP clinics and long term and residential care facilities. 
[bookmark: _Toc459796642][bookmark: _Toc468796515][bookmark: _Toc469393459][bookmark: _Toc469393515][bookmark: _Toc481060106]Confidence intervals
Confidence intervals are used to calculate the range in which the true rate probably lies. As an example, when looking at the hand hygiene compliance (HHC) data “confidence intervals calculate the range in which the true compliance result lies, based on the data collected and the compliance measured, thus providing an indication of the reliability of the reported HHC level. When only a small number of moments are collected, the confidence interval will be larger, as it is more difficult to establish the true compliance level from a small sample of moments. If a large number of moments are collected the confidence interval will be smaller, meaning the reliability of the result is higher. Hand Hygiene Australia (HHA) calculates 95 per cent confidence intervals, indicating the intervals in which 95 per cent of the time the true compliance level lies.” (HHA 2011)
Patient care days
Patient days is the term to explain the total days patients are in hospital. In each of Tasmania’s four larger acute public hospitals there are around 330 000 patient care days a year.  When a rate is presented as a number per 10 000 patient days this presents the number of infections that occur for every 10 000 patient care days.



[bookmark: _Toc435168219][bookmark: _Toc450223085][bookmark: _Toc459796643][bookmark: _Toc468796516][bookmark: _Toc469393460][bookmark: _Toc469393516][bookmark: _Toc481060107]Can I compare Tasmanian hospital infection rates?
Each Tasmanian hospital provides different services and has patients with different levels of illness.  This affects infection rates. For example, very sick immuno-compromised patients may be more likely to get infections. It is difficult to remove all of the factors outside the control of a hospital that can cause its infection rate to differ from other hospitals.
Other reasons for caution when comparing hospitals include: 
· some hospitals may screen patients more than others. This can affect data for CDI and VRE in particular
· hospital laboratories may use different ways of identifying organisms. A laboratory that has a more sensitive way of looking for organisms may find more
· for hand hygiene, rural hospitals are not required to collect as many moments as the four acute public hospitals, so comparisons between rural and acute hospitals are not recommended.


[bookmark: _Toc481060108]Appendix 2
[bookmark: _Toc468796315][bookmark: _Toc481060109]Staphylococcus aureus bacteraemia (SAB)
[bookmark: _Toc462910871][bookmark: _Toc462911025][bookmark: _Toc468796316][bookmark: _Toc481060202]Table 1 Tasmanian numbers and rate per 10 000 patient days of HCA-SAB. 
	Quarter
	Total HCA-SAB 
	Number MSSA
	Number MRSA
	HCA SAB Rate

	Q1 2012
	7
	6
	1
	0.9

	Q2 2012
	7
	6
	1
	0.9

	Q3 2012
	6
	6
	0
	0.7

	Q4 2012
	10
	9
	1
	1.3

	Q1 2013
	7
	7
	0
	0.9

	Q2 2013
	8
	7
	1
	0.9

	Q3 2013
	6
	6
	0
	0.7

	Q4 2013
	7
	7
	0
	0.8

	Q1 2014
	10
	9
	1
	1.2

	Q2 2014
	12
	10
	2
	1.4

	Q3 2014
	6
	6
	0
	0.7

	Q4 2014
	4
	4
	0
	0.5

	Q1 2015
	10
	9
	1
	1.2

	Q2 2015
	9
	7
	2
	1.0

	Q3 2015
	12
	10
	2
	1.4

	Q4 2015
	5
	4
	1
	0.6

	Q1 2016
	8
	6
	2
	1.0

	Q2 2016
	11
	10
	1
	1.2

	Q3 2016
	7
	7
	0
	0.8

	Q4 2016
	11
	10
	1
	1.3





[bookmark: _Toc481060203]Table 2 Royal Hobart Hospital numbers and rates per10 000 patient days of HCA-SAB
	Quarter
	Total HCA-SAB 
	Number MSSA
	Number MRSA
	HCA SAB Rate

	Q1 2012
	2
	2
	0
	0.5

	Q2 2012
	3
	3
	0
	0.8

	Q3 2012
	3
	3
	0
	0.8

	Q4 2012
	4
	4
	0
	1.1

	Q1 2013
	2
	2
	0
	0.6

	Q2 2013
	4
	4
	0
	0.9

	Q3 2013
	2
	2
	0
	0.5

	Q4 2013
	4
	4
	0
	1.0

	Q1 2014
	3
	3
	0
	0.8

	Q2 2014
	5
	4
	1
	1.3

	Q3 2014
	1
	1
	0
	0.3

	Q4 2014
	1
	0
	0
	0.3

	Q1 2015
	3
	2
	1
	0.8

	Q2 2015
	4
	4
	0
	1.0

	Q3 2015
	5
	5
	0
	1.3

	Q4 2015
	2
	2
	0
	0.5

	Q1 2016
	2
	2
	0
	0.5

	Q2 2016
	4
	4
	0
	1.0

	Q3 2016
	3
	3
	0
	0.8

	Q4 2016
	7
	7
	0
	1.8






[bookmark: _Toc481060204]Table 3 Launceston General Hospital numbers and rates per10 000 patient days of HCA-SAB
	Quarter
	Total HCA-SAB 
	Number MSSA
	Number MRSA
	HCA SAB Rate

	Q1 2012
	2
	1
	1
	0.8

	Q2 2012
	2
	2
	0
	0.8

	Q3 2012
	2
	2
	0
	0.7

	Q4 2012
	6
	5
	1
	2.3

	Q1 2013
	4
	4
	0
	1.5

	Q2 2013
	4
	3
	1
	1.3

	Q3 2013
	3
	3
	0
	1.0

	Q4 2013
	3
	3
	0
	1.0

	Q1 2014
	4
	4
	0
	1.4

	Q2 2014
	3
	2
	1
	1.0

	Q3 2014
	2
	2
	0
	0.6

	Q4 2014
	2
	2
	0
	0.7

	Q1 2015
	5
	5
	0
	1.6

	Q2 2015
	4
	2
	2
	1.3

	Q3 2015
	5
	3
	2
	1.5

	Q4 2015
	2
	1
	1
	0.6

	Q1 2016
	5
	3
	2
	1.6

	Q2 2016
	4
	4
	0
	1.2

	Q3 2016
	2
	2
	0
	0.6

	Q4 2016
	1
	0
	1
	0.3






[bookmark: _Toc481060205]Table 4 Mersey Community Hospital numbers and rates per10 000 patient days of HCA-SAB
	Quarter
	Total HCA-SAB 
	Number MSSA
	Number MRSA
	HCA SAB Rate

	Q1 2012
	1
	1
	0
	1.9

	Q2 2012
	1
	1
	0
	1.7

	Q3 2012
	1
	1
	0
	1.6

	Q4 2012
	0
	0
	0
	0.0

	Q1 2013
	0
	0
	0
	0.0

	Q2 2013
	0
	0
	0
	0.0

	Q3 2013
	0
	0
	0
	0.0

	Q4 2013
	0
	0
	0
	0.0

	Q1 2014
	2
	2
	0
	3.9

	Q2 2014
	0
	0
	0
	0.0

	Q3 2014
	2
	2
	0
	3.2

	Q4 2014
	1
	1
	0
	1.7

	Q1 2015
	1
	1
	0
	1.7

	Q2 2015
	0
	0
	0
	0.0

	Q3 2015
	1
	1
	0
	1.5

	Q4 2015
	1
	1
	0
	1.7

	Q1 2016
	1
	1
	0
	2.0

	Q2 2016
	1
	1
	0
	1.7

	Q3 2016
	0
	0
	0
	0.0

	Q4 2016
	3
	3
	0
	6.2






[bookmark: _Toc481060206]Table 5 North West Regional Hospital numbers and rates per10 000 patient days of HCA-SAB.
	Quarter
	Total HCA-SAB 
	Number MSSA
	Number MRSA
	HCA SAB Rate

	Q1 2012
	2
	2
	0
	2.6

	Q2 2012
	1
	0
	1
	1.3

	Q3 2012
	0
	0
	0
	0.0

	Q4 2012
	0
	0
	0
	0.0

	Q1 2013
	1
	1
	0
	1.2

	Q2 2013
	0
	0
	0
	0.0

	Q3 2013
	1
	1
	0
	1.1

	Q4 2013
	0
	0
	0
	0.0

	Q1 2014
	1
	0
	1
	1.2

	Q2 2014
	4
	4
	0
	3.7

	Q3 2014
	1
	1
	0
	1.0

	Q4 2014
	0
	0
	0
	0.0

	Q1 2015
	1
	1
	0
	1.0

	Q2 2015
	1
	1
	0
	0.9

	Q3 2015
	1
	1
	0
	0.9

	Q4 2015
	0
	0
	0
	0.0

	Q1 2016
	0
	0
	0
	0.0

	Q2 2016
	2
	1
	1
	1.8

	Q3 2016
	2
	2
	0
	1.8

	Q4 2016
	1
	1
	0
	0.9


[bookmark: _Toc468796317][bookmark: _Toc481060110]
Clostridium difficile infection (CDI)
[bookmark: _Toc481060207]Table 6 Tasmanian numbers and rates per10 000 patient days of CDI
	Quarter
	Total hospital identified CDI
	Hospital identified Rate
	Total HCA HCF
	HCA HCF Rate

	Q1 2012
	50
	7.1
	24
	3.4

	Q2 2012
	43
	6.0
	27
	3.8

	Q3 2012
	39
	5.1
	18
	2.4

	Q4 2012
	45
	6.2
	26
	3.6

	Q1 2013
	50
	7.1
	31
	4.4

	Q2 2013
	57
	7.5
	27
	3.6

	Q3 2013
	55
	6.9
	31
	3.9

	Q4 2013
	42
	5.4
	16
	2.1

	Q1 2014
	47
	6.3
	23
	3.1

	Q2 2014
	27
	3.5
	13
	1.7

	Q3 2014
	27
	3.4
	15
	1.9

	Q4 2014
	38
	4.8
	21
	2.7

	Q1 2015
	36
	4.7
	16
	2.1

	Q2 2015
	37
	4.6
	19
	2.3

	Q3 2015
	43
	5.2
	21
	2.6

	Q4 2015
	43
	5.3
	22
	2.7

	Q1 2016
	35
	4.5
	12
	1.5

	Q2 2016
	45
	5.5
	17
	2.1

	Q3 2016
	40
	4.8
	20
	2.4

	Q4 2016
	34
	4.2
	12
	1.5







[bookmark: _Toc481060208]Table 7 Hospital numbers and rates per10 000 patient days of hospital identified CDI
	Quarter
	Royal Hobart
	Launceston General
	Mersey Community
	NW Regional

	
	Total
	Rate
	Total
	Rate
	Total
	Rate
	Total
	Rate

	Q1 2012
	32
	9.4
	13
	5.5
	2
	4.0
	3
	3.9

	Q2 2012
	23
	6.7
	12
	5.0
	4
	7.3
	4
	5.2

	Q3 2012
	24
	6.6
	6
	2.4
	3
	5.1
	6
	7.3

	Q4 2012
	24
	6.9
	7
	2.8
	4
	7.9
	10
	12.3

	Q1 2013
	31
	9.4
	8
	3.3
	4
	7.7
	7
	8.6

	Q2 2013
	32
	8.7
	9
	3.4
	5
	9.8
	11
	13.2

	Q3 2013
	34
	9.1
	6
	2.1
	4
	7.0
	11
	12.5

	Q4 2013
	25
	6.8
	7
	2.6
	4
	7.3
	6
	7.3

	Q1 2014
	22
	6.4
	8
	2.9
	6
	12.5
	11
	13.2

	Q2 2014
	11
	3.2
	6
	2.1
	4
	7.3
	6
	6.1

	Q3 2014
	16
	4.5
	5
	1.7
	2
	3.4
	4
	4.1

	Q4 2014
	24
	6.9
	4
	1.4
	4
	7.1
	6
	5.9

	Q1 2015
	24
	7.4
	5
	1.7
	2
	3.6
	5
	5.3

	Q2 2015
	27
	7.5
	6
	2.0
	1
	1.8
	3
	3.0

	Q3 2015
	29
	8.2
	3
	1.0
	4
	6.5
	7
	7.0

	Q4 2015
	30
	8.5
	2
	0.7
	1
	1.8
	10
	10.6

	Q1 2016
	23
	6.9
	5
	1.6
	2
	4.2
	5
	5.3

	Q2 2016
	22
	6.2
	14
	4.6
	5
	9.2
	4
	3.9

	Q3 2016
	18
	5.0
	14
	4.4
	3
	5.5
	5
	4.9

	Q4 2016
	16
	4.5
	8
	2.6
	4
	8.6
	6
	5.9








[bookmark: _Toc481060209]Table 8 Hospital numbers and rates per10 000 patient days of HCA-HCF CDI
	Quarter
	Royal Hobart
	Launceston General
	Mersey Community
	NW Regional

	
	Total
	Rate
	Total
	Rate
	Total
	Rate
	Total
	Rate

	Q1 2012
	18
	5.3
	5
	2.1
	0
	0.0
	1
	1.3

	Q2 2012
	17
	5.0
	6
	2.5
	2
	3.6
	2
	2.6

	Q3 2012
	12
	3.3
	3
	1.2
	1
	1.7
	2
	2.4

	Q4 2012
	18
	5.2
	3
	1.2
	1
	2.0
	4
	4.9

	Q1 2013
	24
	7.2
	5
	2.1
	1
	1.9
	1
	1.2

	Q2 2013
	16
	4.4
	5
	1.9
	3
	5.9
	3
	3.6

	Q3 2013
	22
	5.9
	1
	0.4
	2
	3.5
	6
	6.8

	Q4 2013
	12
	3.2
	4
	1.5
	0
	0.0
	0
	0.0

	Q1 2014
	13
	3.8
	4
	1.4
	2
	4.2
	4
	4.8

	Q2 2014
	7
	2.0
	2
	0.7
	1
	1.8
	3
	3.1

	Q3 2014
	9
	2.5
	3
	1.0
	0
	0.0
	3
	3.1

	Q4 2014
	17
	4.9
	2
	0.7
	2
	3.5
	0
	0.0

	Q1 2015
	10
	3.1
	3
	1.0
	2
	3.6
	1
	1.1

	Q2 2015
	15
	4.2
	2
	0.7
	1
	1.8
	1
	1.0

	Q3 2015
	16
	4.5
	2
	0.7
	0
	0.0
	3
	3.0

	Q4 2015
	16
	4.5
	2
	0.7
	1
	1.8
	3
	3.2

	Q1 2016
	11
	3.3
	1
	0.3
	0
	0.0
	0
	0.0

	Q2 2016
	14
	3.9
	10
	3.3
	3
	5.5
	0
	0.0

	Q3 2016
	11
	3.0
	5
	1.6
	1
	1.8
	3
	3.0

	Q4 2016
	9
	2.5
	2
	0.7
	1
	2.1
	0
	0.0





[bookmark: _Toc468796318][bookmark: _Toc481060111]Vancomycin resistant enterococci (VRE) 
[bookmark: _Toc481060210]Table 9 VRE isolates identified per quarter within a) acute public hospitals, b) other healthcare settings (private hospitals, rural hospitals, GP clinics and long term and residential care facilities) and c) total Tasmanian isolates.
	
	RHH
	LGH
	MCH
	NWRH
	Other healthcare settings
	Total 

	Q1 2012
	3
	2
	2
	2
	1
	10

	Q2 2012
	4
	2
	-
	1
	-
	7

	Q3 2012
	3
	2
	2
	-
	1
	8

	Q4 2012
	1
	7
	1
	1
	2
	12

	Q1 2013
	13
	0
	3
	-
	2
	18

	Q2 2013
	8
	3
	-
	1
	3
	15

	Q 3 2013
	8
	1
	-
	2
	1
	12

	Q4 2013
	5
	3
	-
	3
	5
	16

	Q1 2014
	5
	-
	1
	1
	1
	8

	Q2 2014
	3
	6
	1
	1
	2
	13

	Q3 2014
	1
	2
	3
	2
	-
	8

	Q4 2014
	1
	5
	1
	5
	7
	19

	Q1 2015
	10
	12
	2
	5
	7
	36

	Q2 2015
	5
	13
	2
	1
	8
	29

	Q3 2015
	33
	17
	9
	5
	19
	83

	Q4 2015
	36
	22
	0
	11
	13
	82

	Q1 2016
	28
	26
	7
	4
	8
	73

	Q2 2016
	51
	48
	12
	14
	12
	138

	Q3 2016
	30
	65
	8
	23
	28
	154

	Q4 2016
	51
	67
	5
	15
	26
	164








[bookmark: _Toc481060211]Table 10 Classification of first VRE isolates – number of screening and clinical specimens; and of clinical specimens that indicate an infection 
	Quarter
	Total VRE
	Screening specimens
	Clinical specimens 

	Q1 2012
	10
	8
	2

	Q2 2012
	7
	7
	0

	Q3 2012
	8
	8
	0

	Q4 2012
	12
	9
	3

	Q1 2013
	18
	17
	1

	Q2 2013
	15
	13
	2

	Q3 2013
	12
	10
	2

	Q4 2013
	16
	14
	2

	Q1 2014
	8
	6
	2

	Q2 2014
	13
	11
	2

	Q3 2014
	8
	8
	0

	Q4 2014
	19
	19
	0

	Q1 2015
	36
	27
	9

	Q2 2015
	29
	16
	13

	Q3 2015
	83
	72
	11

	Q4 2015
	82
	70
	12

	Q1 2016
	73
	65
	8

	Q2 2016
	138
	125
	13

	Q3 2016
	154
	136
	18

	Q4 2016
	164
	145
	19




[bookmark: _Toc397505159][bookmark: _Toc397505406][bookmark: _Toc397506661][bookmark: _Toc438212212][bookmark: _Toc481060212]Table 11 Classification of first VRE isolates – colonisation and infection
	Quarter
	Total VRE
	Colonisation
	Infection
	% infection


	Q1 2012
	10
	8
	2
	20%

	Q2 2012
	7
	7
	0
	0%

	Q3 2012
	8
	8
	0
	0%

	Q4 2012
	12
	9
	3
	25%

	Q1 2013
	18
	18
	0
	0%

	Q2 2013
	15
	13
	2
	13%

	Q3 2013
	12
	11
	1
	8%

	Q4 2013
	16
	16
	0
	0%

	Q1 2014
	8
	7
	1
	13%

	Q2 2014
	13
	13
	0
	0%

	Q3 2014
	8
	8
	0
	0%

	Q4 2014
	19
	19
	0
	0%

	Q1 2015
	36
	29
	7
	19%

	Q2 2015
	29
	18
	11
	38%

	Q3 2015
	83
	77
	6
	7%

	Q4 2015*
	82
	76
	3
	4%

	Q1 2016
	73
	71
	2
	3%

	Q2 2016
	138
	134
	4
	3%

	Q3 2016
	154
	147
	17
	5%

	Q4 2016
	164
	158
	6
	4%



[bookmark: _Toc480457959][bookmark: _Toc481060112]* 3 specimens unknown if represented colonisation or infection.
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