
 
 

Agenda Item: 70/08 
 
 
Public Board Meeting, April 24th 2008  
 
Infection Control – Monthly Performance Report 
To receive the monthly update report from Professor Graham Ramsay on 
infection control 

 
Presented by: Professor Graham Ramsay Medical Director 
 
1. Purpose 
 
This report updates the Board on the current performance with respect to both MRSA 
and C. Diff infection rates.  It invites the Board to comment on the current levels of 
infection and to seek assurance that everything that is required in relation to actions 
to reduce and prevent the opportunities for infection becoming a serious threat to 
patient safety are being taken. 
 
The report also provides a reminder to the Board of its duties and responsibilities 
under the Hygiene Code and the work being undertaken with respect to the 11 duties 
set out in the Code. 
 
2.  Current Performance 
 
a) Surveillance 
 
MRSA Bacteraemia.  The total number of MRSA bacteraemias for the year is 37 
against a yearly target of 18.  The Trust has therefore breached its trajectory.  In 
March there was 1 ‘post 48hr’ MRSA bacteraemia reported on Ridge Ward at WGH. 
 
Clostridium difficile.  The total number of C.difficile toxin positive isolates reported 
in March was 28 compared to 44 in February.  Of the 28 isolates identified this 
month, 21 were from hospital inpatients.  Table 1 provides a breakdown of the C.diff 
data for March 2008.   
 
Table 1 C.difficile data for March 2008 (N=44) 
 

C.difficile toxin +ve > 65yrs <65yrs Total 
WGH 8 1 9 
HHGH 10 2 12 
Community 7 0 7 
Total 25 3 28 

 
From data collected by the Infection Control Nurses (ICNs) 66% of hospital patients 
were symptomatic at the time of reporting.  Two patients, both at WGH, were not 
isolated prior to the laboratory result despite being symptomatic.   
 



Letchmore and York wards continue to operate as C.diff isolation wards.  Monitoring 
during the early part of February indicated a slight rise in the numbers of C.diff cases 
at WGH and therefore the current position with regard to the isolation ward is being 
kept under close review.  In the last month 17 patients have been admitted to York 
Isolation Ward HHGH and 13 patients were admitted to Letchmore Isolation Ward at 
WGH.  RCAs are undertaken for all C.diff cases though further work is being 
undertaken to improve this process.  Once this has been completed a summary of 
the themes will be available for the Board. 
 
In the last year the total number of C.diff isolates for all ages, hospital inpatients only, 
recorded by the ICN’s was 401.  This is a marked improvement with the greatest 
reduction seen in the last two quarters of this year, a period when multiple measures 
were implemented and reinforced and specifically targeted at the prevention and 
control of C.diff. 
 
Table 2  
Total number of C.diff toxin positive isolates for all inpatients at WHHT for all age 
groups (over & under 65yrs) – Infection Control Nurses Data 
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b) Practice Performance 
 
Intravenous Report.  The Trust’s peripheral IV line care plan has been revised 
incorporating the appropriate DoH ‘Saving Lives’ – High Impact Interventions (HII), 
and approved by the Infection Control Committee. 
 
There are plans to revisit the possibility of an external company providing single 
patient Central Venous Catheter (CVC) insertion packs, containing all the necessary 
equipment required for CVC insertion.  The I.V. Nurse, ITU staff and anaesthetists 
are taking this forward initially to agree contents of the pack and review the cost 
implications. 
 
Training on the use of ‘ChloraPrep’ for skin cleansing prior to peripheral line 
insertion/phlebotomy/taking blood cultures has been introduced in A&E, Simpson and 



the Helen Donald Unit and is expected to be rolled out to other clinical areas as soon 
as possible.  In addition, in complying with the DoH ‘Saving Lives’ - HII’s, 2% 
Chlorhexidine and 70 % alcohol sani-cloth wipes are being introduced for 
decontamination of Hickman line ports and lines prior to catheter access.  
 
During March the I.V. Nurse specifically focused on the care and management of 
CVC and Hickman lines in clinical areas.  Whilst in the clinical areas the role of the IV 
nurse includes: advising staff on the care and management of lines including 
dressing changes, labelling lines, and line removal, commencing appropriate 
documentation if not in place, updating daily central line assessments, and liaising 
with medical staff to review/reassess the need for these devices. 
 
Hand Hygiene Compliance – Lewisham Audits.   
 
Weekly Lewisham Hand Hygiene observations continue in all clinical areas, with 
results distributed and displayed on all Wards/Departments Infection Control Notice 
Boards for all members of staff, patients and visitors to view.   
The three categories captured within the audit are:  

  ‘Nurses’ - including Student Nurses and Health Care Support Workers  
 ‘Doctors’ - including Medical Students 
 ‘Others’ - anyone accessing clinical areas not included within the previous two 

categories 
 
Hand hygiene compliance for all categories in March was 94%, compared with 92% 
in February. 
 
Figure 1 shows the % compliance score for each category each week for the month 
of March.  It appears that compliance for ‘nurses’ ranges between 96%-99%, 
followed by ‘Other’ between 90%-93% and ‘Doctors’ ranging between 85%-98%.  
Appendix A provides a more detailed breakdown of the compliance for doctors.  
Issues identified in this analysis have been flagged up to Divisional Directors who 
have been asked to ensure that current policies are further reinforced.  A further 
letter will be issued from the Medical Director/Director of Infection and Prevention 
Control to all clinical staff reminding them of their responsibilities in respect of 
infection control and the consequences of failure to comply with Trust policies. 
 
Figure 1  
Lewisham audits of staff compliance with hand decontamination March 
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Antibiotic Audits.  Analysis of antibiotic use continues to be undertaken.  Current 
performance graphs are attached at appendices B. 
 
3  Environmental Performance 
All three sites have met the schedule for deep cleaning of all in patient clinical areas 
and schedules for the next three months have been agreed.  In addition to the deep 
clean WHHT are currently using the Sterinis system where possible to sterilize bays, 
bathrooms, toilets etc. 
 
In the continuing effort to support the national specifications for cleanliness in the 
NHS ~April 2007 and reduce hospital acquired infections the following measures are 
ongoing:    
 

• Deep cleans continue to be carried out at weekends and evenings on all 
sites to aid the turnaround of beds. 

• Ward managers continue to work closely with Medirest and Facilities to 
arrange their monthly monitoring of their areas. 

• Capital funds have been approved for the bed washing facility at WGH, 
which will be used by Clinical Engineering for the cleaning of electric beds. 

• Arrangements have been made with an outside contractor to wash 
mechanical beds prior to work being carried out by Estates.  These beds 
continue to be washed at ward level by the Trust staff prior to being moved to 
other areas. 

• An increase of hours has been given to Medirest for litter picking to be 
carried out on all sites, which will improve the overall appearance of the 
premises. 

• The Environmental Improvement Team continue to meet on a monthly basis 
and continue to work on a action plan to improve the patient, visitor and staff 
environment.  One of the actions being taken forward is a trial with 
disposable curtains on two bays at WGH.  

 
In March, 92 ward/clinical area inspections took place and these were shared 
between the ward managers and the Trusts Monitoring Officer. 
 
Further to the report in March that Facilities and Medirest would be introducing a 
computerised system of recording the scores at the point of monitoring using hand 
held computers, a trial has taken place and this highlighted a number of concerns 
that needed to be addressed before roll out.  All concerns have now been addressed 
and Phase 1 will be introduced the second week in April. 
 
Phase 1:  All ward cleaning functions, whether the responsibility of Medirest, 
Ward Staff or Estates Staff will be monitored using the Maximiser system. 
 
Phase 2: incorporate the Maximiser database on the Trust Intranet.  This will 
enable Trust Staff with access to the Intranet to view cleaning audit reports within 
hours of their areas being monitored.  This report will give them in depth details of all 
rooms inspected, items checked and rectification outstanding. The planed date for 
the implementation of phase 2 is July 08. 
 
4.  Hygiene Code 
In October 2006 the Department of Health published the Code of Practice for the 
Prevention and Control of Healthcare Associated Infections.  This Code of Practice 
forms one part of the Health Act 2006.  The purpose of the Code of Practice is to 



help NHS bodies plan and implement how they can prevent and control HCAI.  It sets 
out criteria by which managers of NHS organisations are to ensure that patients are 
cared for in a clean environment, where the risk of HCAI is kept as low as possible.  
Failure to observe the Code of Practice may either result in an Improvement Notice 
being issued to the NHS body by the Health Care Commission or being reported for 
significant failings and placed on “special measures”.  NHS bodies must also comply 
with all relevant legislation such as the Health and Safety at Work Act 1974 and 
Control of Substances Hazards to Health Regulations.  
 
The Code of Practice requires the Board to have in place an agreement outlining its 
collective responsibility for minimising the risks of infection and the general means by 
which it prevents and controls such risks.  A statement, similar to the one below, was 
approved by the Board in March 2007 and needs to be confirmed for the year 
2008/09:  
 
          The Board of West Hertfordshire Hospitals NHS Trust fully  
          acknowledges its collective responsibilities in respect of  
          minimising the risk of infection to all patients staff and others  
          using its sites or services.  It regularly reviews the current assurance  
          processes through regular reporting to the Board and is confident 
          that the appropriate mechanisms are in place to mitigate risk as far as  
          possible.  The Board will continue to keep under review all 
          necessary systems and processes and refer any failures in the 
          systems and processes to the Audit Committee for detailed 
          investigation.  The Audit Committee will provide the Board with the 
          necessary overarching assurance that the necessary mechanisms are 
          in place and are adequate 
 
Detailed baseline assessments against the 11 duties in the Code are currently being 
undertaken.  Levels of compliance against these duties will be reported in the next 
report to the Board.  A Cleaning policy and implementation strategy is being finalised 
and will be discussed at the Infection Control Committee at the end of April and 
presented to the Board for ratification at its next meeting. 
 
Katherine Charter has agreed to become the lead Non Executive Director for 
Healthcare Acquired Infection.  It has been agreed that she will receive training and 
then personally carry out audits of hand washing.  She will meet on a regular basis 
with the Director of Infection and Prevention Control. 
 
5.  Recommendations 
 
The Board is asked to: 
 

• Note the surveillance data and details of practice performance 
• Note the compliance with the national deep cleaning programme and other 

environmental developments 
• Confirm their agreement to the statement of Board responsibilities under the 

Hygiene Code 
 
Graham Ramsay 
Medical Director/Director of Infection and Prevention Control 
April 2008 



Appendix A 
 

SUMMARY OF THE LEWISHAM HAND HYGIENE AUDITS FOR DOCTORS 
COMPLIANCE – DECEMBER 2007 TO MARCH 2008 

 
 
 

 
The graph and table below shows a summary of the average monthly Doctor’s 
Compliance figures for each division from December 2007 to March 2008. 
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 December January February March 
Overall 85 90 85 92 
Surgery & Anaesthetics 79 89 78 90 
Acute Medicine 86 90 87 88 
Women & Children's 89 89 85 95 
Clinical Support 90 92 89 96 

 
 
 

• Average monthly percentage rates fell in January and February in most Divisions but 
with the exception of Acute Medicine, March has seen the highest recorded average 
percentage figures for Doctors since the audit started in December 

 
• The highest average monthly rates were seen in Clinical Support ranging from 90-

96% 
 

• The lowest average monthly rates were seen in Surgery & Anaesthetics ranging from 
78-90% 

 
 
 
 
 
 



 
 
Monthly Breakdown of Wards with consistently low percentage scores 
(Below 90%) 
 
 
Month Ward/Division Number of weeks 

in Month with 
Scores less than 
90% 

Comments on Audit Report – why non-
compliant 

Dec 07 Ridge 
(Surgery) 

4 weeks  50-79% Removing gloves & patient contact - 
Addressed 

Dec 07 Boleyn 
(Surgery) 

3 weeks  66-71% Glove removal & patient contact - 
Addressed 

Dec 07 Katherine 
(Women’s) 

4 weeks  50-84% Patient contact – entering ward not gelling 
- Addressed 

Jan  08 Flaunden 
(Surgery) 

4 weeks 72-88% Not rolling up sleeves, patient contact, 
before after cannulation – no record of 
being addressed 

Jan  08 St. Peters 
(Medical) 

4 weeks  66-88% Entering ward, dress code – Team was 
challenged.  After examining patients -  
Addressed 

Jan 08 Katherine 
(Women’s) 

3 weeks  0-66% Mainly entering/exiting ward – Addressed 
 

Jan  08 Endoscopy 
Hemel (Medical) 

3 weeks  68-85% Apron not changed between patients and 
after removing gloves, after cannulation – 
constantly reported -  Addressed 

Jan  08 Stroke Unit 
Hemel ( Medical) 

3 weeks  50-83% Examining patient and social contact – no 
record of it being addressed 

Jan 08 Letchmore 
(Medical) 

2 weeks  25-86% Entering/exiting, patient contact – team of 
doctors.  Link nurse informed to raise 
awareness in unit - Addressed 

Jan 08 Boleyn 
(Surgery) 

2 weeks  55-82% Improvement on last month. Patient 
contact, after cannulation. – Addressed 
Talk given to all staff saw 100% 
improvement following week 

Feb 08 OPD – SACHS 
(Clinical) 

4 weeks  33-88% Patient contact, examining patient –
Addressed.  Ortho Consultant after 
handshake also refused to take of watch, 
and Gastro Reg - handshake 

Feb 08 Endoscopy H 
(Medical) 

3 weeks 75-85% After removal of gloves, before/after 
cannulation – recorded several times - 
Addressed 

Feb 08 Ridge 
(Surgical) 

3 weeks 33-75% Surgical doctors not gelling.  Escalated to 
Russell Griffin and  Jeremy Livingstone.  
Before/after social contact, between 
wards, medical students with surgical 
team – Addressed by Ward Manager 

Feb 08 Sir Astley Cooper 
(Surgical) 

3 weeks  38-60% Between patients – Snr Sister addressed. 
Patient contact – addressed.  After 
cannulation – Snr Sister addressed 

Feb 08 St. Peters 
(Medical) 

3 weeks  50-88% Patient contact, dresscode – hair not tied 
back, sleeves not rolled up, Entry to ward.  
No record of it being addressed 

Feb 08 Flaunden 
(Surgical) 

2 weeks  0-50% 0% Consultant Ward round – none of 
doctors gelled/washed between patients. 
8 doctors entered ward 2 gelled.  
Escalated to Jeremy Livingstone & 



Russell Griffin 
Feb 08 Katherine 

(Women’s) 
2 weeks  0-80% Mainly entering/exiting 

Mar 08 Langley 
(Surgery) 

2 weeks  0-77% Moving from ward to office on both 
occasions - Addressed 

Mar 08 Flaunden 
(Surgery) 

2 weeks 33-77% Before patient contact – Escalated to 
Russell Griffin and Jeremy Livingstone. 
Doctors all challenged by Matron 

Mar  08 Stroke Hemel 
(Medical) 

2 weeks  0% both 
weeks 

Social contact – 4 opportunities none 
taken – Addressed 

Mar 08 St. Peter’s  
(Medical) 

2 weeks  80-87% Entering Ward on both occasions – 
Addressed 

 
 
Wards with consistently low scores 
 
Surgical Division 

• Ridge – December. January 
• Boleyn – December, January 
• Flaunden – January, February, March 

 
Medical Division 

• St. Peter’s – January, February, March – entering ward included in figures 
• Endoscopy Hemel – January, February 
• Stroke Hemel – January, March 

 
Women’s and Children’s 

• Katherine – December, January, February – although mainly entering/exiting ward 
 
Specific problem areas  highlighted by audit 
 

• Not gelling between patients/social contact 
• After removing gloves 
• After cannulation 
• Dress code 
• Entering/exiting wards – which although not included in the Lewisham Hand Hygiene 

Tool (revised edition Nov 07) some wards still included in their observations.  A 
further reminded has been sent to all wards to discontinue this practice 
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