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Agenda Item: 58/13 

 
Trust Board – 26 September 2013  
 
Infection Prevention and Control – Performance Report 
 
Presented by: Jackie Ardley, Interim Chief Nurse and Director of 
Infection, Prevention & Control 
 

 
1. Purpose 
 
This report invites the TLEC to seek assurance that all actions required to reduce 
and prevent opportunities for infection becoming a threat to patient safety are being 
taken.  
It reports on  

 Current rates of infection in July 2013 

 Practice and performance issues  
It introduces the new format for the Infection Prevention and Control Action Plan for 
the Trust. This plan will be formally updated monthly at the Infection Control 
Committee and Green completed actions will be moved to the completed action log. 
(Appendix 1a is the current plan which will be updated monthly at the Infection 
Control Committee and Appendix 1b is the Green completed actions.) 

 

2. Performance 
 
1. Meticillin Resistant Staphylococcus aureus (MRSA) Bloodstream 
Infection (BSI) 

There have been no Trust acquired MRSA BSIs in July, bringing the total for the year 
2013/2014 to one against the annual ceiling of zero.  The root cause analysis (RCA) 
of the case in April has been completed.  An action plan is being reviewed by the 
Local Health Care Acquired Infection (HCAI) group. 
 

2. Clostridium difficile 

The Trust has Trajectory of 24 C Difficile toxin positive cases for the year 2013-2014. 
Two Trust-attributable C.difficile cases were reported in July resulting in a total of ten 
against the annual ceiling of 24 for the year 2013/2014.  This means the Trust is in 
breach of the trajectory required to meet this performance target. (Appendix 2 
contains all the key performance indicators in graphs) 

 
Of the ten cases, eight were identified in medicine, one in surgery and one in 
Women’s and Children’s.  The Root Cause Analysis (RCA) and related action plans 
are reviewed and monitored by the local HCAI group.  Main findings from the RCAs 
are summarised in Table 1. 
 

Deaths with C.difficile documented on certificate: In July 2013 there was no 

death where C.difficile was mentioned in part l, or part ll of the Death Certificate that 
was being treated for C.difficile bringing the total for the year to date to 3. 
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3. Meticillin Sensitive Staphylococcus aureus (MSSA) Bloodstream 
Infection (BSI) 

There were 0 Trust attributable cases reported in July, bringing the total for the year 
2013/2014 to 4.  No trajectory has been set for MSSA BSI.   

 
4. Escherichia coli (E.coli) Bloodstream Infection 

There were 5 Trust attributable (detected post 48hrs) E.coli bacteraemia reported in 
July, bringing the total for the year 2013/2014 to 8.  The majority of cases are related 
to urinary tract infection in patients admitted from the community.  No trajectory has 
been set for E.coli bacteraemias.   

 
5. Other key performance issues 
 

1).Compliance with Code of Practice for the Prevention and Control of 
Health Care Acquired Infections (HCAI) (Health and Social Care Act 
2010) 

The Trust now has an infection control dashboard which is monitored at the infection 
control committee meeting. (Appendix 3.- July 2013) 

The Trust is not currently achieving compliance in the following areas: 

i) Isolation of patients with infectious disease: In July 184 patients had stool 
specimens taken requiring C.difficile testing.  24 (13%) of these patients were not 
isolated within the recommended 2 hour period – some due to medical reasons and 
others due to breaches in Trust policy.  87% are being isolated within 2hrs which is 
an improvement from last April 2012 when the isolation rate was 50%. 

No side rooms available 6 

Medically unsafe to isolate 2 

Side room not requested 3 

Reason unknown 8 

Isolation not required as inappropriate specimen 5 
 

ii) Cleaning Standards:  The Trust has a project moving to the PAS 5748 standards 
which are based on the National Specification for Cleanliness 2007 and are the latest 
guidance using a risk assessment scoring system.  This will be implemented by the 
end of November 2013 which includes reviewing cleaning frequencies/cleaning 
responsibilities and a robust monitoring regime.  

iii) Policies: The Operational Policy for C.difficile and MRSA policies have been 
revised and endorsed by the Infection Control Committee in July 2013.  

iv) Staffing: The Infection Control Nursing Team is currently recruiting to both the 
Assistant Director of Infection and Prevention Control and the Band 7 position.  A 
temporary arrangement has been put in place whilst this recruitment is taking place.  
This does create a risk to both the achievement of the infection control action plan 
and to Surgical Site Surveillance. (SSI).  

 
2). MRSA Screening  
In July 99.2% of elective admissions and 95.8% of emergency admissions were 
screened for MRSA in compliance with the requirements of Public Health England 
Two positive cases were identified on the Neonatal Unit and all the Staff have been 
screened for MRSA and environmental audit repeated and daily hand hygiene audits 
by the matron. 
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3). Hand Hygiene Compliance  
The data for Jan - July 2013 is shown in figure 5.  The Trust overall hand hygiene 
compliance score for July was 92% and August as on 20th August is 93%.  In order to 
improve the reliability of the data, a system for peer audit was introduced on 17th 
June 2013.  Peer audit for the High Impacts is also being introduced in September 
2013.  
 
4). Outbreaks and Incidents 
Increased incidence of ESBL (Multi Resistant Klebsiella pneumonia) 
The neonatal unit conducts weekly surveillance screens (every Sunday night) for 
MRSA, Pseudomonas and Gentamicin resistant organisms and ESBL.  Four cases 
were colonised with ESBL in July. 
A comprehensive management plan including cohorting of nursing staff to contain 
this outbreak was put in place.  Following this exercise, no further cross 
contamination was identified and all babies discharged home safely and free of 
illness.   
The ward environment has been deep cleaned to clear any contamination, enhanced 
surveillance still continues and the unit is back to normal working. No new cases of 
colonisation have been identified.  

 
5). Water 
In June there were 4 patients and in July there have been 2 patients identified with 
pseudomonas in ITU (Intensive Care Unit).  These were monitored by our 
microbiologists and the Health Technical Memorandum followed – Pseudomonas 
aeruginosa – advice for augmented care units overseen by the Water Safety Group 
(WSG).  This group has been set up to overview the ongoing works in Intensive Care 
Unit (ITU), Special Baby Unit (SCBU) and all water issues across the Trust.  The 
meeting is chaired by the DIPC.  Further diagnosed work for the pipe work layout still 
to be under taken in phase 2 of the ITU.  The WSG is overseeing an action plan to 
identify the risks and actions to be taken to make the Trust compliant. This action 
plan will be shared in the next infection control report. 
 
6).External Performance Monitoring and Reviews 
The Trust is currently under scrutiny by the CCG (Clinical Commissioning Group) and 
the Head of IPC (Infection Prevention & Control) at the Trust Development Authority, 
Midland and East.  Their recommendations and actions are being addressed by the 
Local HCAI Group and Infection Control Committee. 
 
7). Mandatory and induction training in infection control 
Overall, in July, 82% of Trust staff had undergone mandatory infection control 
training.  Compliance rates across Divisions are shown in Table 5. 

 
8).Surgical Site Infection Surveillance (SSI) 

Public Health England has issued an “Alert Notice” to the Trust for Total Hip 
Replacements at St Albans for the July to September 2012 surveillance period.  The 
SSI Committee has reviewed the data.  The rate of infection was 2.9%, which equals 
to 3 infections out of 105 cases.  Two of these cases were Revision Hips and one 
was a primary hip.  Root Cause Analysis was completed on all three cases and no 
common themes were identified.  This alert was issued as over 100 cases were 
completed in this quarter.  Rates are calculated yearly or in a quarter if over 100 
cases completed.  The rate over the year is 1.4%, which is within the normal national 
threshold. 
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6. Recommendation 
 
6.1 The Board is asked to: 
 

 Endorse the new Infection Control and Prevention Action plan.  

 Note the significant levels of improvement that have been reported in infection 
control and prevention.  

 Note that isolation of infective diarrhoea patients is now at 87%↑ 

 Note the new Water Safety Group chaired by the Director if Infection 
Prevention & Control.  

 Note that mandatory training is now yearly for clinical staff.  

 Note the development of the antibiotic apps.  

 Note the infection control dashboard 
 Note the hand hygiene peer audits and the plans for peer audit of the High 

Impacts.  
 Note that root cause analysis processes are now consultant led by the 

Divisions. 
 
 
 
 
 
Jackie Ardley 
Interim Chief Nurse 
September 2013 
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Key Performance Targets – Appendix 2 

 

Table 2. July 2013 

Trust acquired 
cases 

July 13 Divisions 

Target Trust Medicine Surgery 
Womens & 

Children Other 

MRSA(>48 Hrs) 0 0   
 

      

MSSA(>48 Hrs) n/a 0   
  

    

E-Coli(>48 Hrs) n/a 5   2 3      

C.difficile(>72Hrs) 2 2   2   
 

  
 
 

Table 3. Cumulative Data 2013 (April – 31st July) 

Cumulative April- 
August 13 
  

Year to date Divisions 

Target Cases 
Medicine Surgery 

Womens & 
Children 

Other 
(Non-Trust) Year YTD Trust 

MRSA(>48 Hrs) 0 1 1   1       

MSSA(>48 Hrs) n/a   3   2 1     

E-Coli(>48 Hrs) n/a   8   3 5   1 

C.difficile(>72 Hrs) 24 8 10   8  1 1   
 

1. Meticillin Resistant Staphylococcus aureus (MRSA) Bloodstream 
Infection (BSI) 

Figure 1a): Monthly number of cases of MRSA BSI  

 
Figure 1b): Number and rolling 12-month average of Trust-attributable MRSA BSI  
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2. Clostridium difficile 
 
Figure 2a): Monthly number of cases of Clostridium difficile 

 

 
Figure 2b): Number and rolling 12-month average cases of trust attributable C. difficile 

 
 
Table 1: Summary of recommendations and actions from C. difficile RCAs 

Lessons Learned Actions 

Patients not isolated within 2 hours of 
diagnosis of possible infection 

Review of admission pathway and use of side 
rooms In July achieving 90% isolated in 2hrs. 

Patients need to receive a medical 
review in a timely manner  

Best practice ward round being trialled in AAU 
for roll-out across medicine 

Unnecessary prescribing of broad-
spectrum antimicrobial agents and 
compliance with C.difficile treatment 
guidelines. 

Antibiotic guidance to be reviewed, 
communication supported with mobile App; 
results of audit to be communicated to medical 
staff. Project work to develop Antibiotic App in 
progress 
Six weekly meetings the Microbiologists and 
the Medical Director 

Nursing staff completing stool charts 
To remind all staff to ensure that stool 
charts are completed every shift and that 
72hr Nursing documentation charts 
clearly reflect any actions taken where 
necessary.   
 

Re enforcement by the matrons and ward 
sisters/charge nurses. 
Mandatory training for clinical staff now yearly. 

Inappropriate antibiotic use in the 
community 

To be explored by Local HCAI group 

Medical staff training issues in relation to 
C.difficile 

E learning package updated. 
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3. Meticillin Sensitive Staphylococcus aureus (MSSA) Bloodstream Infection  

 
Figure 3: Monthly number of MSSA BSI (Trust and non trust attributable) 

 

 
4. Escherichia coli (E.coli) Bloodstream Infection 

 
Figure 4: E-Coli BSI (Trust and Non-Trust Attributable) April 2012-August 2013 
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Figure 1: Staff Compliance with Hand Decontamination by Division 

 

 
 
 
Table 5: Number of staff requiring mandatory infection control training and % 
compliance by Division. 
Trust target is 100% compliance. 

Divisions/Training Session 
Compliance 
Requirement 

Overall 
Compliance 

Compliance 
Shortfall 

% overall 
Compliance 

Hand hygiene 579 550 29 95% 

Infection control 243 228 15 94% 

Clinical Support 
   

95% 

Hand hygiene 454 422 32 93% 

Infection control 36 33 3 92% 

Corporate Services 
   

93% 

Hand hygiene 69 57 12 83% 

Infection control 2 1 1 50% 

Estates & capital 
Planning Services    

67% 

Hand hygiene 1345 1105 240 82% 

Infection control 995 807 188 81% 

Medicine 
   

82% 

Hand hygiene 858 698 160 81% 

Infection control 717 559 158 78% 

Surgery 
   

80% 

 

Hand hygiene 562 455 107 81% 

Infection control 479 394 85 82% 

Women’s & Children’s 
   

82% 

Total Compliance 82% 
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