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Provincial performance and 
monitoring measures

AHS has 17 performance measures aligned with 
the AHS 2020-22 Health Plan and 2021-22 

Business Plan used to monitor the performance 
of the health system. AHS IPC provides the data 
for the performance measure on hand hygiene 
compliance that is used as an indicator to reduce and 
prevent incidents of preventable harm to patients 
in AHS facilities. AHS also has several monitoring 
measures, including the provincial hospital-acquired 
C. difficile infection rate that is provided by AHS IPC. 
From 2017/18 to 2021/22, the hospital-acquired C. 
difficile infection rate in AHS and Covenant Health 
facilities decreased by 20.0 per cent. In 2021/22, 
the rate was 2.4 per 10,000 patient days, which 
was below the Canadian Nosocomial Infection 
Surveillance Program benchmark of 3.4  per 10,000 
patient days.

Surveillance for the identification of healthcare-associated infections is an 
essential component of AHS’ response to the hazard these infections 

pose to Albertans. Infections under surveillance are selected based on those 
that have a significant cost to the healthcare system or significant impact on 
patient morbidity or mortality. Surveillance for IPC purposes is different than 
the clinical assessment of information for patient diagnosis and treatment and 
so is carried out in a distinct manner.

Province Wide Surveillance

Provincial IPC research 
priority setting

The AHS IPC Leadership team identified a 
one-year strategic goal to develop an IPC 

Research Framework, including infrastructure, 
partnerships and key research priorities for the 
program. The first phase of the Delphi process was 
completed in 2021/22 and identified key research 
priorities. Over 300 individual research questions 
submitted by AHS IPC staff and physicians were 
reviewed and synthesized into 159 questions. 
This synthesis involved removal of duplication 
and identification of common themes. These 
questions were then categorized into evaluation/
surveillance/quality improvement (96/159, 60.4 
per cent) and research questions (63/159, 39.6 
per cent). Ultimately, 30 research questions will 
be vetted by the IPC Research Priority Setting 
Planning Committee and three priority questions 
will be identified in the next engagement round in 
the coming year. Once these research priorities are 
identified, further infrastructure will be created to 
support future IPC research.
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Provincial IPC surveillance program

AHS IPC has an integrated provincial surveillance program. Surveillance protocols are developed and 
approved by provincial IPC groups and committees and applied in a consistent manner across AHS and 

Covenant Health. There are ten provincial IPC surveillance protocols related to outcome measures (Table 2). 

Table 2: Provincial IPC surveillance protocols related to outcome measures

Category Protocol

Antibiotic-resistant 
organisms

Laboratory-confirmed carbapenemase-producing organisms in acute care settings
Laboratory-confirmed methicillin-resistant S. aureus colonizations and infections in acute care settings

Laboratory-confirmed vancomycin-resistant enterococcus infections in acute care settings

Bloodstream 
infections

Laboratory-confirmed bloodstream infections with antibiotic-resistant organisms including 
carbapenemase-producing organisms, extended-spectrum beta-lactamase-producing organisms, methicillin-resistant 
S. aureus, and vancomycin-resistant enterococcus in all admitted patients and central line-associated bloodstream 
infections in adult and pediatric intensive care units

Clostridium difficile 
infection

Laboratory-confirmed with clinical signs and symptoms in an acute care setting

Laboratory-confirmed in a continuing care setting 
Surgical site 
infections

Eligible cardiovascular procedures including coronary artery bypass graft or cardiac procedures that involve valve 
replacement, septum repair, and reconstruction procedures 
Eligible orthopedic procedures including total hip or total knee replacement
Eligible vascular procedures including peripheral vascular bypass procedures

COVID-19 Laboratory-confirmed COVID-19 while admitted or in the 14-days prior to admission

Antibiotic-resistant Organism Screening Practices Evaluation

Research in IPC can involve pure research questions using new study designs but 
can also include novel ways of investigating and improving practice questions. The 
Antibiotic-resistant Organism Screening Working Group, including IPC physicians, clinical 
practice coordinators, infection control professionals, epidemiologists, and the IPC 
research scientist, presented a poster at the 2021 Society for Healthcare Epidemiology 
of America Infectious Disease Week virtual conference. Their study investigated the 
antibiotic-resistant organism screening data available in the Connect Care system to 
understand and evaluate Antibiotic-resistant organisms screening practices. The study was 
important in understanding how AHS IPC can use the available data for ongoing compliance 
monitoring. The study found that antibiotic-resistant organism screening compliance was 
low (below 60.0 per cent) and identified areas of further work to better understand barriers 
to antibiotic-resistant organism screening and appropriate patient isolation. This will be a 
targeted activity for 2022/23.
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All protocols are posted on the Surveillance & Reporting webpage on the external AHS IPC website and are 
updated on an annual basis. Where appropriate, these protocols align with national and international surveillance 
protocols, allowing comparison between Alberta’s health system and other jurisdictions in Canada.

The provincial IPC surveillance platform enables the collection and reporting of surveillance data for outcome 
measures. Vendor-supported platforms – AHS Clean Hands and AHS Medical Device Reprocessing Reviews – 
enable the collection and reporting of surveillance data for process measures, which are described elsewhere in 
this report. Education and training for staff are provided before platform access is granted to promote accuracy 
and validity of the data.

Figure 1: Provincial hospital-acquired rates for C. difficile infection and methicillin-resistant S. aureus 
colonization/infection, 2017/18 to 2021/22

HA-CDI = hospital-acquired C. difficile; HA-MRSA = hospital-acquired methicillin-resistant S. aureus

Data are accurate as of June 06, 2022

Review of surveillance trends for 2021/22

The data demonstrate that hospital-acquired methicillin-resistant S. aureus colonization and infections, and 
hospital-acquired C. difficile infections remained stable throughout 2021/22 as shown in the figure below 

(Figure 1).

2017/18 2018/19 2019/20 2020/21 2021/22
HA-CDI 3.0 2.5 2.6 2.6 2.4
HA-MRSA 2.2 2.1 1.9 1.9 1.8
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https://www.albertahealthservices.ca/info/Page15736.aspx
https://www.albertahealthservices.ca/info/page6410.aspx
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Central line-associated bloodstream infections have risen steadily in the urban intensive care units over the 
last two pandemic years and have remained elevated in the pediatric and tertiary intensive care units. Intensive 
care units have faced many challenges during the pandemic with increased occupancy, crowding, operating in 
unconventional areas, and use of new and redeployed staff. The capacity-related concerns for patient safety 
have been raised by intensive care units and by infection prevention and control; however very few options are 
available for resolution during the pandemic. As intensive care unit capacities return to pre-pandemic levels, 
infection prevention and control will be monitoring the central line-associated bloodstream infection rates and 
reviewing central line care practices if rates continue to increase.

Figure 2: Central line-associated bloodstream infection rate by facility type, 2017/18 to 2021/22

2017/18 2018/19 2019/20 2020/21 2021/22
Tertiary 0.7 0.6 1.4 1.6 1.5
Urban 0.7 0.3 0.5 1.1 1.8
Regional 0.5 0.9 0.9 0.4 0.4
Pediatric 2.0 2.0 2.0 2.2 2.4
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Data are accurate as of June 06, 2022
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Figure 3: Hospitalized COVID-19 cases by case classification*

*Data are accurate of June 06, 2022. The hospitalized COVID-19 cases by case classification are derived from the provincial IPC surveillance protocol 

The hospitalized COVID-19 cases may be different than the cases reported elsewhere by Alberta Health or by other areas within AHS due to the use of 

different data systems and collection methods.

CA = community-acquired; HCA = healthcare-associated; HA = hospital-acquired

During the beginning of 2021/22, patients hospitalized with COVID-19 primarily acquired their infection in the 
community (Figure 3). However, in Q4: January – March 2022, there was a sharp rise in the rate of hospital-acquired 
cases from 2.12 to 14.54 per 10,000 patient-days when compared with Q3: October-December 2021.

IPC COVID-19 surveillance response

Throughout the pandemic, Alberta Health, AHS IPC, Alberta Precision Laboratories, and AHS provincial 
Population and Public Health continued to collaborate on COVID-19 surveillance. The IPC program shared 

IPC decisions on hospital-acquired COVID-19 with Public Health, and information on vaccination status and 
COVID-19 variants was shared with AHS IPC for further analysis of the IPC data. The AHS IPC Physicians 
also partnered with AHS Public Health to understand primary admission diagnosis for patients with COVID-19 
positive results during the 5th COVID-19 pandemic Wave. AHS IPC Surveillance and Standards also continues to 
perform data quality checks using other AHS data sources, including administrative data, so that the surveillance 
data are accurate, timely, and can inform program responses. 
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Another surveillance partnership exists with the Canadian Nosocomial Infection Surveillance Program of the 
Public Health Agency of Canada. In 2021/22, the AHS IPC program continued to provide weekly aggregate 

data and de-identified COVID-19 patient data, while the Canadian Nosocomial Infection Surveillance Program 
provided aggregate weekly and national trending reports back to AHS IPC. These reports were shared with 
AHS IPC leadership, and with the Alberta Health Surveillance team so that these national trending reports were 
available to all. 

Teamwork

The AHS IPC epidemiologists and analysts supported routine antimicrobial-resistant 
organism surveillance and other surveillance initiatives in addition to COVID-19 surveillance 
for all zones across the province. This support was provided as the pandemic Waves 
affected the frontline infection control professionals workload. The analysts reviewed lab 
records, interpreted protocol, entered data and performed data quality activities to check 
that no eligible patient cases had been missed. A new process was created to confirm 
central line-associated bloodstream infection data entry which involved the Critical Care 
system analysts, linkages to administrative data, further review in electronic medical 
records, and final confirmation by the infection control professionals.
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