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Purpose: The purpose of this report is to inform the Trust Board of the infection prevention and 
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Executive Summary 
 
Surveillance: 

 In our Clostridium difficile Infection (CDI) cases, we reported 23 West Hertfordshire 

Hospital Trust (WHHT) apportioned cases against a trajectory of 31. This was a great 

improvement against a national increase of 6% in that year.  

 There was 1 case of MRSA bacteraemia, which was a reduction from the previous year.  

 Trust wide continuous total hip and knee replacement surveillance (mandatory requirement 
was fulfilled) 

 

Outbreaks/Incidents: 

 Period of Increased Incidences of Clostridium difficile infections in the month of August 

2014 

 An outbreak of Clostridium difficile (027 strain) on Flaunden ward in September 2014. 

 A cluster of Clostridium difficile with  Sarratt ward association in November/December 2014 

 Norovirus outbreak in several wards during February-March 2015 

 

IPC staffing and activities: 

 The Infection prevention and control (IPC) nursing team had reduced staffing capacity until 

November 2014 which had an impact on the IPC work plan.  

 Maintained continuous educational practice, mandatory induction and managed to 
undertake the session on demand, despite resources. 

 Launch of Infection Prevention & Control Newsletter „Top Tips’ 
 

External visits: 

 Visits from the NHS Trust Development Authority (TDA), Public Health England (PHE) and 

Herts Valley Clinical Commissioning Group (HVCCG).  

 Unannounced CQC inspection in November 2014. 

 

Future Priorities & Direction - 2015/16 
 

 IPCT will continue to provide infection control training for both induction and mandatory for 
all disciplines of staff.  The mandatory training will be available formally and via e-learning.   
 

 Maintain a high visibility in the clinical areas by the IPCNs. 
 

 Continue to raise awareness amongst staff regarding the importance of hand 
decontamination in the prevention and control of infection in all educational sessions and 
on routine visits to clinical areas 

 

 Continue to deliver the infection control single study days, six day infection control 
awareness course and C.diff study programme. 

 

 Maintain a programme of audits to determine Trust compliance with key infection control 
policies and procedure. 
 

 Maintain current surveillance systems and review as appropriate. 
 

 To get an electronic IC software system; this will make the IC Surveillance easy. 
 

 Electronic data base for  immunisation status of healthcare workers instead of current paper system  
 

 Fully implementation of safety devices in compliance with EU Sharps Directive. 
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Foreword by the Chief Nurse/Director of Infection Prevention and Control 
 
Healthcare associated infection (HCAIs) remains a top priority for the Trust, public, patients and 
staff.  HCAIs increase the patient stay in hospital and thereby increase in the cost of the patient`s 
care. The reduction of avoidable HCAIs is a pr iority for our organisation. In this financial year the 
trust has invested in infection prevention and control nursing team who together with other 
clinicians across the Trust have progressed the infection prevention and control agenda. 
 
Improvement was noted in the of Clostridium difficile Infection (CDI).  We however breached the 
target of zero Methicillin resistant Staphylococcus aureus (MRSA) bacteraemia for 2014/15.  
 
I would like to thank all staff for their efforts and hard work in ensuring the reduction of the numbers 
of our CDI cases, against a national 6% increase in cases 2014/15. It is worth recalling that in 
2010/11 we had 5 cases of MRSA bacteraemia and 54 cases of CDI. The reductions we have 
seen in these two very serious conditions over the last few years are testament to everybody's 
hard work.  
 
Next year even tougher targets have been set –zero avoidable cases of MRSA bacteraemia   and 
23 cases of CDI. Our goal is that not a single preventable infection should be allowed to develop in 
our hospitals.  

 
Tracey Carter 
Director of Infection Prevention & Control/Chief Nurse 
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1. Introduction 
 
The purpose of this report is to inform patients, public, staff, the Trust Board, and Commissioners 
of the: 

 Infection prevention and control (IPC)  arrangements within the trust, 

 Incidents of HCAI within the Trust,  

 IPC activities in 2014/15 and progress against performance trajectories and to state 
infection prevention and progress against performance targets  

 IPC programme of work for 2015/2016. 
 
The Trust Board recognises and agrees their collective responsibility for minimising the risks of 
infection and has agreed the general means by which it prevents and controls these risks. The 
responsibility for IPC is designated to the Director of Infection Prevention & Control (DIPC). In this 
trust this individual is also the Chief Nurse. 
 
Publications have highlighted the importance of infection prevention and control as an integral part 
of quality health care.  Unfortunately, not all health care associated infections are preventable; 
therefore swift reaction to problems such as cross-infection and infection outbreaks is always a 
necessary element of the work of the organisation and the Infection Prevention & Control Team 
(IPCT).  
  
However, a proactive approach is vital to help avoid hospital-acquired infection.  Within the Trust, 
provision of a comprehensive education programme, the development, implementation and review 
of policies and guidelines and infection surveillance are all components of the IPCT‟s proactive 
approach to infection prevention and control. 
 

2. Infection Prevention and Control Arrangements: 
 
Infection Prevention and Control is everyone `s responsibility within the organisation, as healthcare 

workers we all play a role in ensuring that our patient are safe from acquiring a preventable HCAI. 

 

The Chief Executive accepts on behalf of the Trust Board responsibility for all aspects of Infection 

Prevention and Control (IPC) within the Trust. This responsibility is delegated to the Chief Nurse 

(as Director of Infection Prevention and Control).  

 The Chief Nurse (CN) is the designated executive lead as the DIPC. She reports directly to 

the Chief Executive and the Board, and is chair of the Trust Infection Prevention and 

Control Panel (IPCP). As the Executive Director with responsibility for IPC the CN 

delegates operational responsibility at Divisional level to the Heads of Nursing/Midwifery  

and Divisional Directors. 

 The CN/DIPC leads, and is accountable for the review and communication of the strategy, 

assessment of milestones and ensures that appropriate planning takes place in order to 

deliver the objectives. 

 The CN/DIPC works in close collaboration with the Consultant Microbiologist/ Infection 

Control Doctor (ICD) and Assistant Director Infection Prevention and Control(ADIPC) (who 

is an infection prevention and control nurse specialist) incorporating national guidance into 

local policy, monitoring  key  performance indicators(KPIs) and compliance with the 

hygiene code. The CN/DIPC is the ADIPC‟s line manager. 

 

3. Infection Prevention and Control Nursing Team and administrative staff 

establishment 
 
The ADIPC has responsibility for the operational management of the IPC Team and for 
ensuring Infection Prevention and Control is embedded within the Trust. The ADIPC also 
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provides a source of expert IPC advice and is responsible for ongoing development and 
evaluation of communication strategies at Trust and Divisional levels aimed at facilitating  
infection prevention policies, guidance and practice. This role works closely with the DIPC 
and ICD. 

 

Establishment whole time equivalent (WTE) for nursing team is; 

 1.0 WTE Assistant Director Infection Prevention and Control 

 1.0 WTE Lead Nurse Infection Prevention and Control (band 8)  

 1.0 WTE Senior Nurse Infection Prevention and Control (band 7) from 10th November 2014 

 1.0 WTE Infection Prevention and Control Nurse (Band 6) x 1 retired in August 2014 and 
appointed 1.0 WTE Trainee Infection Prevention & Control Nurses (Band 6) x 1  

 0.69 Term time contract- Trainee Infection Prevention & Control Nurses (Band 6) x 1 

 1.0 WTE Infection Prevention & Control Support Worker band 3  

 1.0 WTE Team Administrator/PA (Band 4)  

 1.0 WTE Infection Prevention & Control Data Administrator( Band 4) x1 commenced 
December 2014 

 0.86 WTE Surgical Site Infection Surveillance Nurse post were merged into IPCT in 
February 2015 from the surgical division. x1 Band 7 nurse 

 The post of vascular access nurse is vacant, This post has been re advertised.  
 

4. Infection Prevention & Control Doctor/ Consultant Microbiologist 
 
The ICD provides a source of expert microbiological and IPC advice and supports the DIPC. The 
ICD takes the lead in all medical matters relating to infection prevention and control as well as 
professional and operational lead for the IPC Medical Team.  
There is  3 consultant microbiologists (including the ICD), all play a key role in infection prevention 
and control. The consultant microbiologists provide 24hr cover for infection prevention and control 
including weekends and bank holidays.  
 
Antimicrobial pharmacist 
 
An antimicrobial pharmacist is also part of the IPCT. The role of the antimicrobial pharmacist is 
education and training, participating in the antimicrobial ward rounds and also undertaking 
antimicrobial audits and production of guidelines. 

 
 

5. Infection Prevention and Control reporting arrangements:  
 

5.1 Local Health Care Associated Infection Group 
The group met bi weekly but increased the frequency to weekly following increased incidents of 
C.diff and C.diff outbreak in August and September 2014. This group reports to the IPCP. 
 

5.2 Water Safety Group 
 
The water supply to a hospital can be a source of infection for patients and staff. Legionella is a 
recognised risk, and much effort is directed to maintaining the water supply to minimise the risk. 
However other organisms may also be harboured in the water system which can be a threat to 
patients, for example pseudomonas aeruginosa. The Department of Health (DH) issued an 
Addendum to the current HTM 04-01 – Pseudomonas aeruginosa – advice for augmented care 
units, in March 2013.  

 
The aim of the group is to ensure that risks associated with water systems are recognised, 
documented and action taken to minimise or control these risks and to ensure that the Trust is 
compliant with the Health and Social Care Act 2008 (2010) and DH legislation and guidance as 
they pertain to the safety of hot and cold water systems in Trust premises, with specific reference 
to: 
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 Control of legionella 

 Control of pseudomonas and other waterborne pathogens 

 
The group meets monthly and the minutes of the meeting are tabled at the IPCP meetings. Any 
issues from the meeting are escalated to the QSG via the IPCP meetings. The meeting is chaired 
by the DIPC. There is also an External appointed independent water safety consultant who 
supports and advises the group.  
 
 Issues dealt with by WSG during year 2014-15 were high counts of legionella and Pseudomonas 
in different areas of maternity building including SCBU, Katherine and Elizabeth wards. Point of 
use filters (POUF) were fitted in all concerned outlets. The POUF are changed monthly of more 
frequently if there flow of the water becomes reduced to enable staff to effectively was their hands. 
Work to replace wet surfaces in SCBU is in progress and the IPC team has a major role in the 
planning and refurbishment works. 
 
Birthing Pools 

 
In July 2015, there was a high count of Legionella results in one of the birthing pools. The pool was 
closed while remedial work was undertaken to it. The pool was then re opened following clear 
results. A Standard operating procedure of the birthing pools was also reviewed and updated at 
the time; this was taken through the IPCP. 
 

5.3 Surgical Site Infection Surveillance Panel 
The group meets monthly and reports to the IPCP. 
 

5.4 The Infection Prevention and Control Panel (IPCP) 
This group meets on a monthly basis, members are expected to cascade information from the 
IPCP to their teams, ensuring that their team meeting include IPC on the agenda, and IPC 
priorities in the divisional plan are embedded locally.  
 
The group reports to the Quality Safety Group (QSG). The QSG reports to the Patient Safety 
Quality and Risk Committee (PSQR).  The Terms of Reference for the IPC Panel can be found in 
Appendix 1. These are reviewed yearly. The IPC reports to the board via the quality and safety 
group (QSG) The DIPC is a member of the QSG.  
 
The Infection Prevention and Control Panel is the main forum for monitoring and delivery of the 
IPC strategy as well as the development and implementation of a Trust wide annual HCAI action 
plan. The IPC Panel receive reports/minutes from the above groups: 
 
The membership of the group comprises of: 

 Chief Nurse/DIPC (Chair) 
 Infection Control Doctor  

 Consultant Microbiologists 

 Antimicrobial pharmacist 

 Assistant Director of Infection Prevention and Control 

 Clinical Nurse Specialist Infection Prevention and Control 

 Head of Infection Prevention and Control Herts Valley CCG 

 PHE representative 
 Patient Panel representative  

 Heads of Nursing/Midwifery  from each division  

 Occupational Health representative 

 Facilities and Estates representative 

 Health and Safety representative 

 Head of Decontamination Services 
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6. IPC annual programme  
The annual programme is prepared by the IPCT and agreed by the IPCP and ratified by the QSG. 
The programme is mapped to the duties of the code of practice, and is monitored by the IPCP. See 
appendix 4 for the programme and update. 

 
 

7. Mandatory Surveillance Reporting of Healthcare Associated infections 
(HCAI) 

 

The Department of Health (DH) requires mandatory surveillance of specific categories of HCAI. 

This allows national trends to be identified and can be used as a measure of progress within a 

Trust and an indicator of standards. 

The Trust is required to report on the alert organisms indicated below: 

 MRSA bacteraemia 

 Clostridium difficile infection (CDI). 

 Escherichia coli (E.coli) bacteraemia 

 MSSA (Methicillin sensitive staphylococcus aureus) bacteraemia 

National mandatory reporting for these organisms is co-ordinated by the Public Health England 
(PHE) using a Data Capture System (DCS).  
 

The IPC nursing team perform a daily review of all alert organisms and report any alert organisms 

and conditions that are identified. The system allows prompt recognition of any organisms / 

infections that could be spread to others and also the recognition of outbreaks of infection.  

 
 

 

 

 7.1 Trust apportioned MRSA bacteraemia: 
 
Staphylococcus aureus is a bacterium commonly found colonising humans. Although most people 
carry this organism harmlessly, it is capable of causing a wide range of infections from minor boils 
to blood stream infections. MRSA is a strain of staphylococcus aureus that is resistant to 
flucloxacillin and other antibiotics. 
 
The DH began mandatory surveillance of MRSA bacteraemia in April 2004. The trajectory set for 
this financial year 2014/2015 was zero tolerance on MRSA bloodstream infections.  For all cases 
of MRSA bacteraemia a Post Infection Review (PIR) is carried out. The purpose of the PIR is to 
investigate how a case of MRSA bloodstream infection occurred and to identify actions that will 
prevent it reoccurring 
 
The trust had 1 case of MRSA bacteraemia reported in May 2014, breaching the trust trajectory; 
however this was an improvement from last year. In 2014/15 there was a reduction of 33% 
compared to the previous year 2013/14. Learning points from the PIR were shared at the Division‟s 
Clinical Governance day as learning for all. The IPC Team maintains a MRSA Action/Tracker log 
to track the actions identified from PIR meetings. 
 
The Figure 1 graph below shows the MRSA bacteraemia from 2007 to March 2015. 

Year on year reduction has been maintained 
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Figure 1 

 

 
 
 
 
Below is the comparison of the MRSA bacteraemia in the last 3 years; April 2012 to March 2015 
Figure 2 
 

 
 
 
7.2 Methicillin Sensitive Staphylococcus aureus (MSSA) Bacteraemia 
 

Reporting of MSSA bacteraemia has been Mandatory since January 2011. There is no                                                       
trajectory set for MSSA. In 2014/15 there were 12 WHHT apportioned MSSA bacteraemia.  
Below is in Table 1 is comparison with the previous year. This year showed an increase in 
the MSSA bacteraemia. The IPCN will focus on training and education on the management 
of intravascular devices. A new policy on the prevention of infections associated with venous 
access was published in November 2014.  
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Table 1 
 

MSSA 
Quarter 1 Quarter 2 Quarter 3 Quarter 4 

April May June July Aug Sept Oct Nov Dec Jan Feb Mar 

2013/2014 1 1 1 0 0 2 0 0 1 1 0 0 

2014/2015 1 0 0 2 0 2 2 0 2 0 3 0 

 

7.3 Escherichia coli bacteraemia  
The reporting of Escherichia coli bacteraemia became mandatory in June 2011. Currently there 
are no targets set for this condition. 24 Escherichia coli bacteraemia have been identified as 
WHHT apportioned (that is 48 hours  post admission) for  April 2014 - March 2015 which is a 
reduction from previous year which was 34. Common theme for the E.coli bacteraemia is catheter 
associated urinary tract infections. 
 
Table 2 

E.coli 
Quarter 1 Quarter 2 Quarter 3 Quarter 4 

April May June July Aug Sept Oct Nov Dec Jan Feb Mar 

2013/2014 0 1 2 5 4 7 2 1 2 2 6 2 

2014/2015 1 2 3 2 4 2 3 0 3 1 1 3 

     
 

7.4 Clostridium difficile infection (CDI): 
 

Clostridium difficile is an organism that causes antibiotic associated diarrhoea. In vulnerable 
patients who have received antibiotics it can multiple in the intestine and result in the production of 
toxins which cause profuse diarrhoea. If a patient has diarrhoea the organism can easily spread 
via the hands of healthcare workers or contaminated equipment/environment. Clostridium difficile 
is controlled by prompt isolation of affected patients, limiting the use of unnecessary antibiotics, 
good hand washing practice by health care workers and high standards of cleanliness within the 
hospital. 
 

Reporting for CDI in patients aged 65 and over has been mandatory since 2004 and in 2007 this 
was extended to include all episodes in patients aged 2 years and over.   
 
There were 23 WHTT apportioned CDI reported year ending March 2015 against a trajectory of 31. 
Root cause analysis (RCA) are undertaken for all WHHT apportioned CDI including the ones that 
are pre day 3 but have been WHHT in patient within the last 4 weeks. The expectation is that the 
RCAs are completed within 14 working days of the notification. Each RCA meeting is 
multidisciplinary and includes the clinician of the patient, ward sister, matron, as well as a 
consultant Microbiologist, Antibiotic Pharmacist and an IPCN.  The RCA is discussed and an 
action plan created. 
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Each RCA, including the associated action plan is presented at the LHCAI by the division and 
discussed, facilitating the sharing and learning across the organisation.  The action plans 
generated are monitored via the bi weekly Local HCAI meetings.  
 
 
Figure 3 WHHT Clostridium difficile cases per speciality 2014-2015 
 

 
 
 
 
Figure 4 WHHT C.diff Infections April 2007 to March 2015 
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7.4 MRSA screening compliance:  

 
In June 2014 the DH published the implementation of modified admission MRSA screening 
guidance for NHS trusts, where trusts could implement selective screening for MRSA.  It was 
agreed at the IPCP meeting that the Trust will continue to adopt MRSA screening for all planned 
and emergency admissions. The MRSA screening compliance is monitored in the monthly IPCP 
meetings.  Patients identified to be MRSA positive are promptly isolated and commenced on the 
decolonisation protocol.  
 
Below is the graph that shows MRSA screening compliance for both emergency and elective 
admission in the trust for 2014/15. 
 
Mandatory MRSA screening continues for both elective and emergency admissions with the 
exception of some low risk areas.   
 
Figure 5:  MRSA Screening Compliance  
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Figure 6. MRSA Isolates April 2014 – March 2015 

 
The graph below shows that the WHHT monthly acquired MRSA figures is less than those who are 
previously positive.   
 

 
 

 

7.5 Orthopaedic Surgical Site Surveillance (Mandatory Surveillance)  
 
It is a mandatory requirement to conduct surveillance of orthopaedic surgical site infections. The 
PHE healthcare associated infection and antimicrobial resistance department (HCAI & AMR) run 
the surgical site infection surveillance service (SSISS). The data collected is forwarded to the PHE 
for analysis and reporting. The system is controlled and validated to allow comparisons between 
hospitals. There are 12 defined categories of surgical procedures within the national SSIS 
programme, but orthopaedic SSIS has been mandatory for all Trusts to perform since 2004/05. 
The requirement is for a three month module of surveillance in one of the orthopaedic options 
namely: 

 Reduction of long bone fracture 
 Total hip replacement (THR) 
 Total knee replacement (TKR) 

 Repair of neck of femur 

WHHT participates in continuous THR and TKR surgical site infection surveillance. Repair of neck 

of femur was also benchmarked during surveillance period January to March 2015  

The Surgical Site Infection (SSI) Prevention Nurse joined the Infection Prevention and Control 

Team in December 2014. 

Activities undertaken in 2014/15 

 There were monthly SSI Prevention Panel meetings, these were  chaired by the SSI Lead 
Surgeon for Orthopaedics 

 SSI Prevention Panel  submitted its minutes to the IPCP, and issues that needed  
escalation to the IPCP 

 There was Joint participation of the Microbiology Orthopaedic MDT.  
 A poster was  accepted for publication at the EFORT Congress in  May 2015 
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 Remodelling of the SSI Prevention Infoflex database 
 

Below is the trend in rate of TKR SSI from July 2008 to March 2015 for WGH  

 

 
 

 

Below is the trend in rate of THR SSI from July 2008 to March 2015 for WGH 
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Below is the trend in rate of TKR SSI from July 2008 to March 2015 for SACH 

 

 

 
 

 

 

Below is the trend in rate of THR SSI from July 2008 to March 2015 for SACH 
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8. The infection Prevention and Control ‘Dashboard’ 
 

This is presented at the Infection Prevention and Control Panel (IPCP) meeting each month. “Red 
Exception reports” are produced by the division/departments where areas of non-compliance are 
identified and discussed at the Infection Prevention and Control Panel monthly meeting. The 
dashboard has Hand hygiene compliance, Commode audits, IPC training compliance, MRSA 
screening compliance, ward cleaning scores and high impact intervention audits.  
 
The water flushing regimes and temperature are monitored and are available in the monthly 
infection prevention and control dashboard which are also discussed at the monthly IPCP 
meetings. 
 

9. Environmental cleanliness monitoring: 
The environmental cleaning is undertaken by an external company Medirest. WGH has a Site 
management group that meets monthly to discuss environmental cleanliness, the IPCN are a 
member of this group and there‟s matron and ward manager representatives to this meeting.  
  

9.1 Environmental Cleanliness: 
PAS 5748 cleaning standard has now been implemented across all three sites. Two new 

cleaning monitoring officers have been in post since December 2014.  Ward cleaning 

scores are monitored monthly in the IPCP meetings. All areas are expected to achieve a 

score of >95%, with high risk areas like SCBU, ITU and Theatres expected to have a score 

of >98%. Ward managers carry out weekly quality checks and matrons undertake their 

quality checks monthly. These quality checks include monitoring of environmental 

cleanliness. Ward/unit environmental audits are carried out 6 monthly by the matrons. 

 

9.2 Deep clean rolling programme 
 
The trust has a three month deep clean rolling programme for in patient areas.  The terminal 
cleaning and disinfection of single rooms and bays is an important measure to ensure 
environmental cleanliness. For deep cleaning the trust use a combination of the hydrogen peroxide 
vapour machine and conventional method of a chlorine realising agent.  
 

 
10. Incidents and Outbreaks of Infection 

 

One of the main roles of the IPCT is the prevention and management of outbreaks of infection. 
Outbreaks of infection continue to be the major cause of infection related incidents in any 
healthcare setting. Outbreaks occur when there are two or more linked infections which may or 
may not be preventable. These events are recognised through surveillance, reporting or routine 
IPCT activities and are by definition unpredictable.  Outbreaks were identified on few wards during 
the period of April 2014 - March 2015. 
 

 
10.1 Clostridium difficile infection Outbreak 
 
There was one CDI outbreak reported in September 2014 on a Surgical ward involving 3 patients. 
2 of the cases were WHHT apportioned CDI cases and the other case was found to have CDI  on 
admission to the hospital.  All the 3 cases were related to time, place and  strain (ribotype). All 3 
showed the 027 strain, so they fitted the criteria for an outbreak. 
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This was raised as a serious incident; the TDA, SMH HPU and Herts Valley CCG were informed. 
An outbreak control meeting was convened. The whole ward was deep cleaned following the 
outbreak. The Clostridium difficile spores can live in the environment and equipment for long 
periods; this may lead to transmission if the environment and equipment is not appropriately 
decontaminated. 

A joint meeting with the Public Health England (PHE), NHS Trust Development Authority (TDA)  
and Herts Valley Clinical Commissioning group was held to discuss the increased incidences of 
CDI in August and September 2014. At the meeting, the PHE acknowledged that the trust had 
already produced an action plan (appendix 1) to address the increased incidence of CDI and also 
the maintenance of the CDI timeline for all specimens tested in the Trust.  Recommendation from 
the PHE and TDA was to ensure that all inpatient areas and including patient equipment are 
decontaminated with a chlorine releasing solution at least once in 24hrs. This was implemented.  
 

 

10.2 Norovirus/diarrhoea and vomiting (D&V) 
 
Norovirus causes outbreaks of diarrhoea and vomiting. It extremely infectious and spreads easily 
in any semi closed settings such as hospital. Outbreaks meeting were held and minutes 
generated. 
There were 2 D&V outbreaks, one in October 214 and the other one in February/March 2015.  
 
October Norovirus outbreak 

There was 1 outbreak of diarrhoea and vomiting in October.  12 beds were closed on the 12.10.14 
the ward was re opened on the 18.10.14. This was well contained within that clinical area. 
Following the end of the deep clean and change of curtains was carried out before re admission of 
new patients. 
 
February/March Norovirus outbreak  
 

The outbreak started on the 21/02/15, and finished on the 27/03/15.  It was one of the largest and 
longest outbreaks experienced in Trust with 8 wards affected. Daily Norovirus outbreak meetings 
were held and minutes recorded and each affected ward and all affected patients discussed.  
 
 
Below the wards that were affected, the duration of the closure of the wards. 
 

Wards February March 2015 

 Date  21  22  23  24  25  26  27  28  1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19 20 21 22 23 24 25 26 27 

Tudor / 
Castle 

                                                                   

Croxley                                                                    

Sarratt                                                                     

Aldenham                                                                     

Cleves                                                                    

Churchill                                                                    

Starfish                                                                     

Cassio                                                                     

 
 
Lessons from the Norovirus outbreak: 
 

 Multiple movements of patients,  
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 The  movement of staff between affected and unaffected areas due to the challenge of 
managing the workforce to maintain safety with vacancies in staff groups,  

 The challenges in appropriate clinical representation at the outbreak  meetings 

 The need for swift medical review of patients with Type 5, 6, 7 stool  

 Resources to support the deep clean process of wards/bays on an increased scale.   
 
 

Incidents: 
 

10.3 Period of Increased Incidence of Clostridium difficile infection:  
 
There were 6 cases of WHHT apportioned Clostridium difficile August in 2014. Two of the 6 
Clostridium difficile patients had been on the same ward during August. However they were not  on 
the ward at the same time. This is classed as a Period of increased incident of Clostridium difficile 
infection, which is defined as two or more cases of CDI (occurring >2 days after admission), not 
relapses, in a 28 day period on a ward. An incident meeting was convened to investigate 
contributory factors and any evidence of transmission. There was no evidence of transmission and 
the strain (ribotypes) for both patients were different.  
 

 
10.4 Cluster of Clostridium difficile  toxin positive patients associated with Sarratt  
 
In November and December 2014 there was 5 cases of Pre day 3 Clostridium difficile infections.  
All of the cases have an association with Sarratt ward in September/October 2014 all had the 
same ribotype 015.  An incident meeting was convened about these cases to investigate 
contributory factors and any evidence of transmission. The ward was deep cleaned, though there 
had been challenges to do the deep clean due to the current bed pressures in the trust. The IPC 
nursing team undertook environmental, hand hygiene and decontamination of clinical equipment 
audits.  
 
10.5 Shigella incident in Endoscopy 
 

There was a transmission of shigella due to an endoscopic decontamination failure in March 2015. 
A meeting was held to discuss this with representation from CCG at the meeting. The PHE were 
also involved and provided the Trust with support in the management of the incident.  The minutes 
of the meeting were shared with TDA, CCG and PHE. This was raised as an SI internally and 
externally. It was acknowledged that it was through the trust `s vigilance surveillance that we were 
able to identify the link between the two cases. 
 
Following this incident an independent company was commissioned by the Trust to carry out an in 
depth decontamination compliance audit across 2 Endoscope Decontamination Departments 
within the Trust (Hemel Hempstead Hospital and Watford General Hospital) where the 
decontamination of flexible endoscopes takes place. There was some learning that was indentified, 
also the need for the Trust to convene regular Monthly Trust Decontamination Management Group 
Meetings, the action plan from the audit will be monitored through the decontamination group 
which will also report to the IPCP meeting bi monthly.   

 

10.6.   Serratia  in Special Care Baby Unit (SCBU) 
 

Serratia species are opportunistic gram-negative bacteria classified in the tribe Klebsielleae and 
the large family Enterobacteriaceae. Serratia are widespread in the environment, but are not a 
common component of the human fecal flora. Serratia marcescens is now recognized as an 
important opportunistic pathogen combining a propensity for healthcare-associated infection and 
antimicrobial resistance. 
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3 babies were indentified to have Serratia in December on SCBU. Index case was an infection and 
the other 2 babies were twins, who were carriers. A meeting was convened to monitor this. Weekly 
screening was put in place, the IPCT and the SCBU teams met weekly to discuss and indentify 
actions. The isolates were sent to the reference laboratory. The CCG and TDA were informed of 
these cases.  
 
        

 

11.  Ebola Preparedness 
 
Ebola is a rare but serious viral infection, spread from person to person by direct contact with blood 
and body fluids of infected people and animals. The current outbreak of Ebola was first reported in 
Guinea in March 2014. By the end of May 2014 the disease had affected 3 West African countries: 
Guinea, Liberia and Sierra Leone. The incubation period of Ebola ranges from 2 to 21 days, and so 
whilst unlikely, it is not impossible that a person infected with the virus in West Africa could arrive 
in the UK. Ebola is not as contagious as something like the common cold. However, it is a disease 
with an extremely high mortality (death) rate.  
 
The Trust revised its viral haemorrhagic fever (VHF) policy following the West Africa Ebola 
outbreak. Up to date VHF algorithm is available on the trust web page for easy access by staff. 
Posters are displayed in admitting and public areas so as to raise awareness. The posters were 
updated as new information was made available by the DH.   
Each division gives an update on their preparedness at the local HCAI, this includes the 
operational side in the trust.  High risk area staffs are being fit tested for FFP3 masks.  „Train the 
trainer‟ was adopted in this trust to support in the delivery of fit testing staff.  This is being lead by 
the Trusts Health & Safety Officers who support the divisions on request and who currently 
maintain the trust register for staff who have received this training.  Each of the Divisions provided 
a „fit testing‟ progress/situation update at the LHCAI on a regular basis. 
 

12.  Carbapenemase-producing Enterobacteriaceae (CPE) 

 
Carbapenems (such as Meropenem) are a powerful group of broad-spectrum antibiotics which are 

often the last effective defence against multi-resistant bacteria. Infections with Carbapenem-

resistant enterobacteria are an emerging threat. It is seen mainly in the Indian subcontinent but 

has also been reported in the Mid-East, North Africa, Europe and the USA. In this country, less 

than 100 cases have been identified by the Health Protection Agency (now PHE) with bacteria that 

are Carbapenem-resistant. Many have been associated with patients who have received prior 

treatment abroad, in India or Pakistan, but there are reports of a few incidents of cross infection in 

the UK. In December 2013, PHE issued the “Acute trust toolkit for the early detection, 

management and control of Carbapenemase-Producing Enterobacteriaceae (CPE). The toolkit 

requires that the Trust should have a dedicated pre prepared plan to prevent the spread of CPE. 

The toolkit required that certain measures relating to screening, identifying, isolating and managing 

suspected or confirmed cases are in place by the end of June 2014. The Trust is fully compliant 

with the toolkit. 

 
The trust continues to screen patients for CPE as per trust policy and CPE tool kit for acute Trusts. 
No post 48 hour patients were indentified in this financial year, though there were 3 cases that 
were indentified on admission to the hospital. 
 
 

13. Antimicrobial stewardship activities 
 
Antimicrobial stewardship care bundles audits are carried out monthly in clinical areas; this is to 
monitor compliance with trust guidelines. 
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The monthly audit reports are presented to the IPCP, where any themes, areas of concerns are 
noted and taken forward, by the group and divisional representation at the meetings.  The audits 
show that ongoing improvement in „indication‟ and „stop/review‟ documentation on drug charts is a 
challenge and hence, an ongoing audit programme is in place. 

 
A Trust wide point prevalence antimicrobial survey was carried out November 2014 and was 
reported to IPCP and Antibiotic Committee in January /February 2015.  
 
The audit report was circulated to Clinical Directors and other key divisional representatives for 
presentation and discussion at their Clinical Governance Meetings. 
 
There was a very successful European antibiotic awareness day on the 18th November 2014.  
Pharmacy and microbiology team managed to engage 119 doctors, 113 nurses, 62 patients, 11 
relatives and 113 health care professionals with various antimicrobial stewardship events on the 
day. The junior doctors were engaged with an interactive and entertaining quiz “Who wants to be a 
good prescriber” by one of the consultant microbiologist. 

 

14. External Visits 
 

14.1 NHS Trust Development Authority and Clinical Commission Group visits. 
 

The NHS Trust Development Authority (TDA) was formed in 2013 and is responsible for providing 

leadership and support to the non-Foundation Trust sector of NHS providers. The key functions of 

the TDA include monitoring performance and providing support, this includes clinical quality, 

governance and risk. See Appendix for the TDA report. 

 
 

14.2   CQC visit  
There was an unannounced CQC visit on the 20 and 21st November 2014. The report was 
published in May 2015.Clealiness and Infection Control was one of the standards that was that 
was inspected. The Trust was found to be fully compliant with IPC. 
 
 

15. Audits 
  
Table 6   Audits undertaken April ‟14 - March 2015 

 

Audit Frequency Undertaken by 

Sharps audit Annual Daniels Healthcare 

Commode audit Weekly IPCT 

Environmental audits 6 monthly  Ward managers/matrons 

Hand Hygiene audits Weekly Wards/Departments 

Hand Hygiene audits As required IPCT 

PVC insertion and ongoing care  Monthly Ward managers/matrons 

High Impact Intervention No: 8  Monthly IPC Team/ Wards 

CVC insertion and ongoing care Monthly Wards/Departments 

Urinary catheter insertion and ongoing care Monthly Wards/Departments 

Hand Hygiene Facilities Audit Annually IPC Team 

Diarrhoea Isolation Audits Daily IPC Team 

Side room availability  Yearly  IPC Team 

Availability of hand hygiene facilities Yearly IPC Team 
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The actions from the audits were monitored via the HCAI and IPCP meetings.    
 
 
 
 
 
 
 
Figure 8 Results of availability of hand hygiene facilities audit 

  
 
Audit results are disseminated to departmental heads, to infection prevention and  control link 
persons and matrons for cascading within their clinical area.  Actions to address area of 
unsatisfactory compliance are taken by the division and actions include in the trust action plan 
2014-2015. 
 

Hand Hygiene 
 
Effective hand hygiene remains the single most important intervention in the reduction of HCAI. 

All inpatient and outpatient clinical areas are required to undertake weekly hand hygiene audits. 
Compliance rates continue to be calculated, and individual tables for each area within the divisions 
are produced by the IPCT.  These are fed back direct to the clinical leaders. The trust Hand 
hygiene compliance target is 95%. Compliance with hand hygiene is monitored in the monthly 
IPCP meetings. 
 
Prior to July 2014 there had been some variation in the way the hand hygiene audits were 
undertaken. The IPCN introduced a new format which is based on the WHO`s “5 Moments of Hand 
Hygiene” in July 2014. All auditors were trained in undertaking the hand hygiene audits to ensure 
that there are no variations.  
 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Alcohol gel is available at the entrance to ward

Alcohol gel dispensers are clean and well secure

Alcohol gel available at the point of care 

Alcolhol gel dispensers are easily visible & at optimal height

A separate hand washing sink available in the dirty utility room

Hand Hygiene facilities available in treatment/examination room

Hand basins without plugs or overflow dedicated for hand …

Mixer elbow operated or electronic sensor operation tap are …

All hand washing sinks are clean & intact 

There is a hand washing sink in each bay ( 1 sink per 4 beds )

Hand washing sink are dedicated for that use only & are free …

There is easy access to the hand wash sink

Liquid soap is available at each hand washing sink

Hand hygiene technique posters available on all hand washing …

Soft absorbent paper towels are available at all hand wash sinks

There is appropriate temperature control to provide suitable …

Wall mounted hand moisturisers are available for use

There is a foot operated bin for waste towels in close proximity to …

Side rooms (SR) available on the ward

Hand washing sink is available in SR

Alcohol gel available in and outside SR

Hand Hygiene Facilities Trust Compliance
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Areas of concern are visited by a member of the infection prevention and control nursing team.  
Repeated non-compliance is fed back to the relevant senior staff, the heads of nursing/midwifery 
include the work compliance in the divisional exception reports with action to complete. 
 
The Trust continues to participate in the yearly WHO international hand hygiene awareness day on 
the 5th of May with different activities undertaken by the IPCNs involving staff and members of the 
public. 
IPC team took a major role in changing over hand decontamination products in February 2015.  
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Figure 7 Hand Hygiene Audits - Overall Compliance per division April ’13 – March 15 
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Surgery 95 92 91 92 95 96 98 97 97 97 98 98 82 84 90 82 87 82 78 86 80 78 84 90

Medicine 84 95 96 89 87 92 93 96 95 98 92 98 82 72 96 89 87 91 89 87 89 86 87 86

Womens & Childrens 78 97 98 97 90 94 91 94 95 97 98 87 73 78 75 73 90 83 95 91 95 81 89 76

Hand Hygeine compliance-divisions
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16. Training Activities 

 
Infection Prevention and Control training and education plays a key role in preventing infections by 

making staff aware about infection control standards and requirements. It is widely recognised that 

ongoing education activity in Infection prevention and control is required in order to improve 

healthcare worker compliance with infection prevention and control practices.   

 

Staff training has continued throughout the year, both formally and informally. The IPCNs are 

involved in the mandatory and induction of all staff groups.  Much of the education is ad-hoc on a 

daily basis when IPCN‟s visit wards/departments and e-learning is also available for bi-annual 

mandatory infection control training. The training data is included in the figures in Table 5 below.   

 

The IPCNs launched an Infection Prevention and Control newsletter „Top Tips‟, this is to inform 
and update staff on current issues on IPC.   
 
Table 5 Infection Prevention & Control Training compliance in WHHT 

The graph below shows the IPC training update from 2013/14 and 2014/15.  
In 2014/15 extra sessions were delivered with he aim to achieve the trust target of 90%. 
Compliance of the training is monitored via the monthly IPCP meetings. 
 

 
 
 

17. Infection Prevention Link Practitioners 
 
The IPCN invite representatives from all departments across the trust to the Infection Prevention 
Link Practitioners bimonthly meetings. These give an opportunity to discuss infection control 
matters, in relation to individual areas and trust wide. The expectation is that the link practitioners 
share information from these meetings with their colleagues on the wards.  
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18. WHO international hand hygiene Day (5th May) 
 
The Trust observed the 13th May 2014 across the trust as Global Hand Washing Day. The IPCN  
organised various Infection control competitions and awareness sessions on the day. One of the 
IPC team members dressed up as a big „drop‟ and visited all areas to make the staff aware about  
the importance of hand washing. The team had displays at the Spice of Restaurant at Watford site. 
 

 
 

19. Infection Prevention and Control Awareness week  
 
IPC awareness week was held in the 3rd week of October 2014. A range of activities, various 
display stands. Various activities under taken across the trust which included: 

 Hand hygiene awareness 

 Best kept linen and sluice competition 

 Decontamination 

 Bug day 

 Respiratory day 

 Standard infection control precautions including PPE 

 

Below some of the IPC nursing team members demonstrating how to decontaminate hands 

in a song. 
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Jane Goldman Senior SSIP nurse with the trust data for SSI.  

 
 

Dr Wiggins  consultant microbiologist and  Infection Control Doctor giving  1st prize to Alison 

East Matron of the ITU for best ward 

 
 

                 

                                                   

20. Policies and Procedures 
 
The IPC team continued to review and revise the Trust‟s IPC policies during 2014-2015 in line with 
the review date. Policies and procedures are up-date and are available on the Trust Intranet site.  
Compliance with these policies is monitored through audits, root cause analysis and surveillance.  
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This enables timely provision of infection control data and feedback to individual divisions 
        

20. Flu Vaccination: 
The Trust did real well and also met the DH target for this , with 79.6% of our staff was vaccinated 
against flu. This is compared with 48% for the previous year 2013/14. 
 

 
21. Future Priorities & Direction - 2015/16 
 
 IPCT will continue to provide infection control training for both induction and mandatory for 

all disciplines of staff.  The mandatory training will be available formally and via e-learning.   
 

 Maintain a high visibility in the clinical areas by the IPCNs. 
 

 Continue to raise awareness amongst staff regarding the importance of hand 
decontamination in the prevention and control of infection in all educational sessions and 
on routine visits to clinical areas 

 

 Continue to deliver the infection control single study days, six day infection control 
awareness course and C.diff study programme. 

 

 Maintain a programme of audits to determine Trust compliance with key infection control 
policies and procedure. 
 

 Maintain current surveillance systems and review as appropriate.  
 

 To get an electronic IC software system; this will make the IC Surveillance easy. 
 
 

22.  Conclusion 
 

 The Quality & Safety Group/TLEC/Trust Board are asked to acknowledge receipt of this 

report. 

 The report gives assurance to Quality & Safety Group/TLEC/Trust Board that IPC systems 

are in place to ensure that patients are being cared for in a clean, safe and appropriate 

environment where there is minimal risk of acquiring HCAI 

 Staff are receiving education and training in IPC 

 To meet the legal requirement of the code 

 The need for an IC surveillance software 
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23. Appendix 1 

 Infection Prevention and Control Panel 
                         Terms Of Reference 

 
Status:   Sub Group of the Quality & Safety Group  

  
Chair:    Director of Infection Prevention & Control  

 
Membership:  Infection Prevention & Control Doctor (Deputy Chair)  

    Deputy Director of Nursing      
Assistant Director Infection Prevention & Control 

    Infection Prevention & Control Nurses 
Consultant Microbiologists 

    Consultant in Communicable Disease Control (PHE) 
    Occupational Health Manager 

Clinical Champions (Doctors) 
Heads of Nursing/Midwifery 
Matron Representatives  

    Director of Estates & Facilities 
Trust Decontamination Lead 

    Antimicrobial Pharmacist  
Chief Pharmacist/Deputy 

    Patient & Public Panel Representative 
Lead Nurse, Infection Prevention & Control – CCG 
Capacity Manager 
Surgical Site Infection Surveillance Nurse 
Head of Information 
 

This core membership should be supplemented by appropriate staff with managerial 
responsibilities or experience pertinent to particular agenda items for such time as the particular 
item is under discussion. 
    
Frequency of Meetings: Monthly 

 
Quorum: 6 (Must consist of DIPC or Infection Prevention & Control Doctor, 

Infection Prevention & Control Nurse, Microbiologist & Divisional 
Representatives) 

 
Compliance with The Health & Social Care Act, Code of Practice for the Prevention and 
Control of Health Care Associated Infections 2008 (2010) which outlines 10 compulsory 
duties to prevent and manage healthcare-associated infections by: 
 

 Agreeing a Programme of work for IPCT 

 Undertaking regular self assessments of compliance with the Hygiene Code 

 Reviewing the HCAI Action Plan and health economy strategy for HCAI's  

 Reviewing the HCAI programme of work and audit schedules 
 

24. Remit 
 

The remit of the Trust Infection Prevention & Control Panel  is to:  
 
 Strengthen the prevention and control of infection in the Trust 
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 Improve surveillance of hospital infection 
 Monitor and optimize antimicrobial prescribing 
 
The Trust Infection Prevention & Control Panel will: 
 

 Endorse all Infection Prevention & Control Policies, Procedures, and Guidance 
 

 Provide advice and support on the implementation of policies, and monitor the progress of the 
Annual Infection Prevention & Control Programme 

 

 Provide assurance to the Trust Board that the MRSA & C.diff Action Plans are being driven 
throughout the organisation 

 

 To communicate through the Divisional Infection Prevention & Control Leads, the actions being 
taken forward and further actions that need to be embraced to achieve compliance/progress 

 

 To support the use of best practice to prevent and manage the spread of infections and 
ultimately improve patient and service user safety 

 
 To ensure that the Trust  provides a safe environment, in terms of infection risk and within the 

sphere of current knowledge, for patients, staff and visitors 
 

 To ensure that specific and appropriate attention is given to serious incidents to manage them 
effectively 

 

 To assist in the review of any Service Level Agreements for contracted, commissioned or 
provided services relating to infection control 

 

 To ensure that robust plans for the management of outbreaks of infection are in place and to 
monitor their effectiveness   

 

 To monitor and review compliance with CQC Outcome 8 Cleanliness and Infection Control; 
escalating any areas of non compliance 

 

 Ensure that the national and local Infection Prevention Control Policies are implemented in line 
with the Heath and Social Care Act (2008), CQC Regulations(Outcome 8) and Saving Lives, in 
partnership with other healthcare providers. 

 

 Ensure the group links with existing Government / Department of Health, Local and Trust 
initiatives and directives which includes: 

 
 MRSA,  MSSA, E.coli and C. diff reporting  
 Hygiene Code Duties  

 

23.1 Accountability 
 
The Trust Infection Prevention & Control Panel will report directly to the Quality & Safety Group.  
 
 

23.2 Organisational Responsibilities 
 
The Chair of the Trust Infection Prevention & Control Panel  will be a member of the Quality & 
Safety Group  and will maintain a direct link thereby providing assurance of the progress of the 
infection prevention & control agenda within the Trust.  
 
The following groups will report directly to the Trust Infection Prevent ion & Control Panel: 
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Local HCAI Meeting  
Trust Water Management Group  
Antibiotic Committee 
SSI Steering Group 
Sepsis bundle work stream will report to IPC Panel 
 

25. Responsibilities 
 
24.1 Secure appropriate arrangements for the control of hospital infection: 
 

 Ensure senior management and board level commitment 

 Review service agreements on hospital infection prevention & control  
 Secure appropriate composition and functioning of hospital Infection Prevention & 

Control Team, including support staffing and resourcing 

 To seek assurance of governance arrangements in relation to decontamination, 
including hospital cleaning programmes and performance (PEAT) and assurance that 
the Trust is meeting statutory regulations in this respect 

 Ensure that programmes for the control of infection are in place and working effectively 

 Ensure that appropriate infection prevention & control policies and procedures are in 
place, implemented and monitored 

 Ensure that education on infection prevention & control is included in induction and 
orientation programmes for all Trust staff 

 Through relevant staff, oversee and monitor infection prevention & control policies, 
procedures and processes by ensuring compliance with the Health and Social care Act 
2008. 

 
24.2 Improve quality of service provision through clinical audit and continuing professional 

development (CPD) 
 

 Review the infection control content of clinical audit and CPD programmes for Trust 
staff, including the Infection Prevention & Control Team 

 

24.3 Secure a safe clinical environment through: 
 

 High standards of hygiene and general cleanliness of the hospital environment  

 Consideration of infection control issues in service developments, by:  
 Ensuring appropriate contracts are in place and monitored and 
 Involving Infection Prevention & Control Teams in service specification, 

including building works and purchase of equipment 
 
 
 

24.4 Ensure that microbiology services meet the infection control and public health 

Surveillance needs by: 

 Ensuring that appropriate and timely information is provided to the Infection Prevention 
& Control Team 

 Ensuring that laboratories report regularly to the Health Protection agency 
Communicable Disease Surveillance Centre 

 Ensuring appropriate staffing and IT support to undertake surveillance 
 

24.5 Ensure that appropriate surveillance is being undertaken by: 
  

 Implementing a programme of surveillance based on a risk assessment and 
contemporary epidemiological evidence of prevalence and incidence 
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24.6     Utilise surveillance data to guide the control of infection by:  
 

 Review information outputs on infection rates and delivery of control measures at local, 
hospital and Trust level (including benchmarking comparisons with other providers) and 
ensure that clinicians, managers and CCDCs are provided with appropriate and timely 
information. 

 

24.7  Monitor and optimise antimicrobial prescribing by:  
 

 Promoting optimal prescribing to contain and control antimicrobial resistance 
 

26. References 
 
Department of Health Operating Framework for NHS England 2009/10 – Operating Framework for 
2012/13  
https://www.gov.uk/government/publications/the-operating-framework-for-the-nhs-in-england-2012-
13 
 
Department of Health (2008). Clostridium Difficle Infection: How to Deal with the Problem.  London: 
Department of Health 
 
Department of Health (2010) The Health and Social Care Act 2008 Code of Practice on the 
prevention and control of infections and related guidance. London: Department of Health  
https://www.gov.uk/government/publications/the-health-and-social-care-act-2008-code-of-practice-
on-the-prevention-and-control-of-infections-and-related-guidance 
 
Department of Health (2008). Clean, Safe Care:  Reducing Infections and Saving Lives . London:  
Department of Health 
Department of Health (2010). Saving Lives: Reducing Infections, Delivering Clean and Safe Care - 
Isolating Patients with Healthcare Associated Infections 2008. London:  Department of Health 
 
These Terms of Reference will be reviewed annually 
Terms of Reference reviewed & revised in April 2014 
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22. Appendix 2 
 

 

 
 

St Chads Court. 
213 Hagley Road, 

Birmingham. 
B16 9RG. 

5th November 2014. 
 
Tracey Carter. 
Chief Nurse and Director of Infection/Prevention Control West Hertfordshire NHS Trust. 
West Hertfordshire Hospitals NHS Trust: Watford General Hospital.  
Vicarage Road,  
Watford.  
WD18 0HB 
 
Dear Tracey 
 
Re: NHS Trust Development Authority HCAI Review Visit follow-up. 
Summary of findings and recommendations. 
 

I would like to thank the Trust for inviting me on behalf of the Trust Development Authority (TDA) to 
attend the multi-agency Clostridium difficile infection (CDI) review meeting (27

th
 October 2014) , 

and in addition to visit the Trust to review the current practice within the organisation (3rd 
November 2014).  
  
The team have been very cooperative and supportive of all my challenging enquiries and I have 
drafted a response based on the information provided.  
 
Process Undertaken 

27th October 2014: I would like to express my thanks at the process you have undertaken to review 
your CDIs. The Trust initiated the multi-agency review and presented epi-data, audits and action 
plans which were timely and appropriate. You had undertaken a thematic review and clearly 
identified and articulated the lessons which had been learned and how the Trust was addressing 
these. 
3rd November 2014: I visited the Trust and through discussion, clarification, ward visits and 
supportive challenge identify areas to focus attention and improvement, with a view to inform the 
IPC strategy. I was accompanied on the visit by Fiona Simpson from Herts Valleys Clinical 
Commissioning Group who is CC‟d into this letter.  
 
Findings 

As you are aware, I reviewed the Trust several times during 2013 and up to April 2014 (see 
previous feed-back reports). This report relates to this visit:  
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Clinical Visit: 
Flaunden Ward:  

Positive points. 
Sharps boxes were signed for and assembled correctly. 
Disposable curtains were in date. 
Hand gel was observed by each bed space. 
Staff were bare below elbows (BBE). 
VIP score undertaken daily. 
Equipment PAT tested. 
Fridge temperatures recorded. 
Patient transfer slide was clean and stored off floor.  
Microwave clean. 
 
Points identified for action. 
All pull cords dirty- as this ward had a recent issue with CDI it would be expected that these would 
be changed during the deep clean or replaced with washable/wipe able. This should be rectified as 
soon as possible by estates who were contacted by the DIPC during this visit and in addition 
added to the checklist. 
Macerator seal looked as though it was not fully effective.  
CDI policy, posters and staff all reported as requiring faecal specimens type 6-7 which does not 
follow the national policy of type 5-7.  
Fan by bed space was dusty. 
VIP scores should be undertaken each shift as per EPIC guidelines. 
X1 Dr not BBE. 
White sharps trays were dirty and stored wet. 
Detergent dispenser in kitchen: did not fit the bottle therefore allowed potential contamination. In 
addition this was very dirty. 
Kitchen fire blanket box very dusty. 
Waste bin stored in front of hand wash basin in kitchen. 
Kitchen sealant perished. 
 
Corridors: clean, clutter free, waste bins locked. 

 
Gede Ward. 
Positive points. 
Ward appeared clean and tidy. 
Patients were very positive about the cleanliness. 
Commodes were clean. 
Hand wash basins available. 
Hand gel available. 
Signage appropriate for patients who are isolated- doors closed. 
Shower hose-design appropriate to facilitate good cleaning. 
Cleaning schedule available. 
Sharps boxes signed for on assembly and temporary closure activated.  
Fridge temperatures recorded. 
 
 
Points identified for action. 
Toilet: offensive smells of very stale urine. Sealant around toilet to be replaced. 
Pull cords very dirty. 
Lime scale observed on tap. 
Staff nurse observed carrying body fluids without wearing apron (she was wearing gloves). 
Wall damage observed in bays; on estates programme. 
Peripheral vascular catheter: 2/2 removals not documented. 
Urinary catheter: insertion sticker not placed in either care plan or notes. 
Linen stored on floor in sluice. Staff identifying alternative solutions with estates. 
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Sarrat Ward. 

Positive points. 
Cleaning schedule observed. 
Hand wash basins available. 
Alcohol gel at each bend space. 
Wipes available on BP machines. 
Crash trolley dust free. 
Cleaners trolley clean. 
Sluice clean and tidy. 
VIP scores undertaken when patient had reached the ward. Previous to this  they had not been 
recorded. 
Patient have positive endorsement of care and cleanliness. 
 
Points identified for action. 
Wheelchair very dusty. 
Cleaners cupboard: hand wash basin not available. Advise to record on Trust risk register and 
mitigate risk by identifying where nearest sink is and placing an alcohol gel dispenser near door.  
Pull cords very dirty. 
2/2 bed bumpers in store room were dirty/damaged. 
Chair ripped. 
Food trays stored dirty under U bend of sink. 
Seal around sink had blown. 
Foot stool ripped. 
 
SCBU. 

Positive points. 
Staff eloquently described IPC on the unit which included re-energising hand hygiene. 
Signs laminated. 
Cleaning schedules observed. 
Bed cleaning checklist in place. 
Equipment PAT tested. 
Hand hygiene observed. 
Appropriate PPE observed. 
 
Points identified for action. 
Tap end damaged- to be replaced as water quality risk. 
Sluice: requires de clutter and blue roll dispenser. 
 
Trust IPC Action Plan:   

I would advise against using the word “ongoing” in the timeline. In addition, ensure that all dates 
are correct. 
 
IPC Team staffing:  

It was evident that IPC remains a key focus for the Trust. Investment in the IPC team was clear.  
The IPC team will consist of: 
Band 8b 
Band 8a 
Band 6 x2 both stared in last 6/52. 
Band 7: commences in 1/52 time. 
Band 3: HCSW 
Admin support. 
Data analyst support to commence shortly. 
 
Antimicrobial Awareness day: 

The Trust articulated that this was a key focus; AMx care bundles were being audited and wards 
being awarded prizes, Questionnaires with prizes were being undertaken, FY1 Quiz –“Who Wants 
to be a Millionaire” etc. 
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DIPC Annual Report: due to recent IPC staffing issues the Trust will produce the annual report in 

December 2014. The TDA and Commissioners accept and support this decision. 
 
Peer Review Audits: The Trust identified that audit assurance is obtained from the IPCNs 

undertaken ad-hoc reviews.  
 
IPC Committee:  Heads of Nursing are now responsible for reporting their own IPC issues rather 

than previously relying on the IPC team. 
 
Flu: The Trust confirmed that currently 58pc of staff have had the flu vaccination which is an 

improvement on last years out turn. They are still striving to improve on this.  
 
Ebola: The Trust confirmed that they are undertaking mask fit training for staff and will undertake 

mock-ups for staff to put on PPE etc. 
 
Norovirus: At present the Trust does not use anti-viral hand sanitizer as standard. This may be 

something to investigate in the future to reduce the risk of cross infection. 
 
Isolation: The ward has a limited number of side rooms. Therefore, “time to isolation” sometimes 

exceeds the 2hrly recommendation. It is advised that where this occurs it is fully documented and 
the risk mitigation plan is also documented in order to provide evidence.  
 
Mandatory IPC training: At present the Trust is behind plan YTD = 82pc. Additional sessions 

have been planned to address this. 
 
Development offer: As part of the TDA development offer to the Trust I have linked Nyarayi 

Mukombe (Assistant Director Infection Prevention and Control) with Emyr Phillips Associate Chief 
Nurse and Deputy Director of Infection Prevention (University Hospital North 
Staffordshire/Midlands). As Nyarayi is developing her team I felt meeting Emyr would be of benefit 
as he has a different approach which might stimulate though and discussion but also provide peer 
support outside of the region. 
I would like to thank you for the immediate response to the issues identified during the visit.  
 
From my visit I was assured that Infection Prevention and Control is embedded in the organisation 
and that staff have ownership of it in the clinical areas, as confirmed by; visiting the clinical areas, 
the responses of the staff to the issues highlightedThe IPC team is at present very junior and will 
take a significant amount of Nyarayi‟s time to develop. However, there is clear support from the 
Trust to do this. 
 
Next Steps. 
I do not need to visit the Trust again as I did not find any significant issues which raised any 
serious concerns for me. There are issues to address: 

 Replace all pull cords. The recommended ones would be washable /wipeable.  

 Update the “deep clean” checklist to include pull cords, macerator check etc. 

 Policies: ensure CDI policy reflects National Guidelines and roll out training for staff so that 
they are aware. 

 These will be followed up at the TDA IDMs. 
 
I will be happy to support, wherever you feel this is required. Please do not hesitate to contact me. 
 
Yours sincerely 
 
 
 
Dr. Debra Adams 
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Head of Infection Prevention and Control (Midlands and East)  
NHS Trust Development Authority. 
 
 
CC: 
Fiona Simpson: Herts Valley CCG.  
April Brown: NHS TDA 
Kate Vaughton: NHS TDA 
Maggie Boyd: NHS TDA 
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23. Appendix 3 
 

WEST HERTFORDSHIRE HOSPITALS NHS TRUST – REDUCTION OF CLOSTRIDIUM DIFFICILE ACTION PLAN 

 

This action plan is intended to: 

 Assist all clinical areas to focus on patients with diarrhoea and to assess their risk of Clostridium difficile. 

 Ensure all ward staff are familiar with Trust policy and action required for all patients with diarrhoea 
 

 
Action to address root cause(s) Key Tasks 

Detail the tasks that need to be 
carried out to implement actions  

Designation of 

Responsible 
Officer 

Target Date Monitoring and Evaluation 

How you will measure the 
success of the action once 
completed 

Date Action 

Completed 

Monitor compliance with 
decontamination of patient equipment  

Twice weekly audit for 
decontamination of medical 

equipment  

ADIPC Immediate  
 

Until compliance is >90% for 3 
consecutive weeks 

 

Green bed space checklist to be 
completed  for each patient  

Ward manager  Immediate/on 
going  
 

Non compliance is picked up in 
the test your care audits. 

 

 

Twice weekly commode audits plus 
spot checks  

IPCN Immediate  

 

Until compliance is 100% for 3 

consecutive weeks 
Now audits are done weekly as 
compliance has improved.  

 

Monitor hand hygiene compliance Twice weekly audit for hand 

hygiene 

ADIPC Immediate  

 

Until compliance is >90% for 3 

consecutive weeks 

 

Infection prevention and control 
education and training   for Flaunden 
Staff.  

 
 

Training on:  
 hand hygiene 
C.diff 

Isolation 
PPE 
Decontamination 

Sampling  

ADIPC/Ward 
manager 
 

 
 
 

Immediate  
Review 
November 

2014 
 
 

 
 

Attendance list (90% trained by 
November 
Knowledge reflected in practice / 

observation audits 
Complete  

 
 
 

Commode cleaning training and 
demonstration of commode 
cleaning 

IPCN/support  Immediate  
 

Nursing and Support workers 
have  
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Environmental cleanliness   Monitor as part of Senior Sisters 
daily quality checklist 
 

Ward manager and 
matron 

Immediate  
 

  

6 monthly environmental audits  Ward manager and 

matron 

October    

Deep clean of the whole  ward 
 

Ward 
manager/Facilities 

Immediate 
October 

Deep clean has been carried out 
using the hydrogen peroxide 

vapour and changed 

 

Antimicrobial prescribing compliance Audit the antimicrobial compliance Antimicrobial 
Pharmacists 

October Audit report  discussed Weekly 
HCAI meeting  27.10.14 

 

Delay in sending TV  sample and 
isolation 

Investigate the type of surgery 
carried out and review of notes  

James Arbuckle 
Amanda Budd 

31 October  All frequent type 5s to be 
discussed with surgeons and 

documented. Senior sister 
checking stool charts daily. 

 

Delay in starting CDI treatment for TV Investigate why CDI treatment was 
not commence on the 05.10.14 as 

advised by microbiologist and 
gastroenterologist  

Paula King 31 October All nurses and medical staff 
aware of importance of starting 

treatment immediately. 
Discussed at clinical governance 

 

Clostridium difficile outbreak  Inform the CCG,TDA, PHE and 
HCT 

Asst DIPC Immediate  
 

Email sent on the 14.10.14  

CDI related death for ID  Report this as SI Mel Withero Immediate  
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24. Appendix 4 

Infection Prevention & Control Annual Plan 2014-2015 
To comply with the Health and Social Care Act 2008 (updated 2010) 

 

The   purpose of the Infection Prevention & Control (IPC) annual plan is to set out the activities the organisation needs to do to ensure that 
safe quality care is provided. It wi ll also provide assurance to the board that the programme of work if delivered will minimise any risks. The 
proposed activities of the IPC team, which will ensure that the service meets the statutory requirements.  

This programme is based around compliance with: 

 The Health and Social Care Act 2008 (updated 2010) – Code of Practice on the prevention and control of infections and related 

guidance also known as the Hygiene Code. 
 

The Hygiene Code is underpinned by ten compliance criteria, the programme of work  is mapped to the compliance criteria, which will ensure 

that the Trust continues to maintain and strengthen its compliance. The annual plan is signed off by the Quality and Safety G roup. 
Monitoring delivery of the program 

Progress against the programme will be monitored by the Infection Prevention and Control Panel (IPCP).  
 

 

 

Key: 

 
  100% Full compliance    Urgent action required 

  71% - 99% Action required    Trust priority 

  50% - 70% Urgent action required 

  =< 49% Trust priority 
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Core Duty Actions Progress / Assurances EVIDENCE 

Duty 1 Overall Compliance 71% - 99%     

1. Systems to manage and 
monitor the prevention and 
control of infection. These 

systems use risk 
assessments and consider 
how susceptible service 

users are and any risks that 
their environment and other 
users may pose to them. 

 

The IPC Panel will receive monthly 
information on: 

 Mandatory surveillance  (MSSA, MRSA & E 

coli bacteraemia and CDI) 

 Audits  

 IPC Training 

 Progress on action plans  

 Outbreaks & Incidents 

 New publication relating to IPC/Microbiology  

CPE implementation of tool kit  in May 2014 

Ebola preparedness meetings 
 
Implementation of modified admission MRSA screening 

guidance for NHS (2014) 
 
Clostridium difficile infection objectives for NHS organisations in 

2014/15 and guidance on sanction implementation 
 
Mandatory surveillance figures submitted and discussed at all 

monthly IPCP meetings.  
 

AGENDA, 

PAPERS, 
ACTION LOG 
AND MINUTES 

OF THE 
MEETINGS  

 Provide reactive service to meet needs of 
incidents/enquiries/outbreaks  

 

Period of increased incidents (PII)  and outbreak of CDI in 
August and  September 2014 

Serratia cases in SCBU 
Norovirus outbreaks in Tudor/Castle, Aldenham, Cleves, Sarratt , 
Croxley and Churchill wards  

 

MINUTES OF 
THE MEETINGS 
AVAILABLE 

 
 

 Work proactively with multi-disciplinary staff 
and departments to reduce risk of HCAI  

 

Attended medicine sister meetings,  
Attended women & Children sister meetings, LHCAI meetings  
Weekly LHCAI meetings  

Multi disciplinary meetings to discuss Endoscope-Shigella 
issues, Sarratia, Pseudomonas in SCBU.  

MINUTES OF 

THE MEETINGS 
AVAILABLE 
 

 Identify and inform IPCP of any risks 
associated with IC resources and ability to 

provide service; 

 Recruit 3 more CNS to the team to ensure 
there is enough recourses to support the 
delivery of the IPC annual plan 

 
 

Data analyst, Vascular access nurse,  IPCN band 7 & 6 to be 
filled 

Appointed into Data analyst, bands 6 & 7 posts. Band 6 
commenced in Sept. Band 7 to commence 10 November 2014.  
Data analyst to commenced 1

st
 December 2014 

 
IPCN nursing team fully recruited into now but is a junior team 
which will need developing.  

Recruitment to the post of Vascular Access Nurse was 
unsuccessful on third time. Now considering secondment options 
from internal candidates. Interviews arranged for  15 May  

2015 

Interviews 
arranged for 15 
May 2015 for 

Vascular Access 
Nurse.  
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Core Duty Actions Progress / Assurances EVIDENCE 

 Work collaboratively with Clinical 
Commission Group, Trust Development 

Authority & the Hertfordshire HCAI reduction 

group 
 

Visit from TDA & CCG in May 2015 
ICD & ADIPC attended Hertfordshire HCAI reduction group 

CCG Lead IPCN attends the IPC Panel meetings and outbreak 
meetings. (See IPCP meetings minutes for attendance)  

Minutes are 
available 
 

 Submit a business case for an Infection 
Surveillance software, paper system is time 

consuming. 
 

Business case done for submission to OMG 
 Deferred submission as Trust looking at new IT systems which 

will incorporate surveillance 
Trust is implementing new systems and offered IC support  
New systems cannot provide all required IC support. IPC Team 

in negotiation with CGI about including new apps at extra cost.  

Not compliant 
Meeting with 

CGI (IT company 

) arranged for 
21.05.15 

 Collate and submit alert organisms as 

directed by the Public Health England onto 

the data capture system. 
Completed and submitted monthly 

PHE Data 
capture system 

Duty 2 Overall Compliance 71% - 99%     

2. Provide and maintain a 
clean and appropriate 
environment in managed 

premises that facilitates the 
prevention and control of   
infections.  

 

 Ensure audits are carried out 6 monthly and 
provide Trust wide compliance results to 
IPCP. Any clinical areas achieving less than 

95% compliance to produce a remedial 
action plan. The completion of action plans 
managed through Local HCAI meetings.  

All in patient areas have carried out their environmental audits  

Audits available 
and action plans 

All in patient areas have carried out their environmental audits  

Audits by the Infection Prevention and Control 
nurses: 

 Decontamination of patient 
equipment (HII8) 

 Personal Protective 

Equipment  
 Management of Linen 
 Isolation Precautions  

 Management of sharps 
 

HII8 carried out in areas with CDI cases  
Sharps  spot audits completed  
HII8 carried out areas were there CDI cases (audits available)  

Ad hoc audits carried out  
High Impact intervention number 8 audit out by IPC Nursing 
team every other month.  

Due to IPC staff 

shortage 
beginning of the 

year 2014, the  

audit program is 
behind 

 

 

 

 Re launch of the HII8 audits for 

decontamination of medical equipment, 

monthly for each clinical area 

 
    

IPCN‟s and Wards are auditing alternate months  

Audits available 
and action plans 

 Support all clinical areas at times of Flaunden outbreak Minutes of the 
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Core Duty Actions Progress / Assurances EVIDENCE 

outbreaks in managing Terminal/Deep clean 
at end of outbreak  

 

Sarratt interesting cluster of C.diff 
Norovirus outbreaks in Tudor/Castle, Aldenham, Cleves, Sarratt, 

Croxley and Churchill  

meetings 
available 

 
 

  Audit availability of hand hygiene facilities in 
the trust 

Hand Hygiene facilities audits by IPC Nursing team;  Report  
available. 

Duty 3 Overall Compliance 71% - 99%     

3. Provide suitable accurate  
information on infections to  

service users and their 
visitors 

 Maintain information leaflets for patients 
and visitors 

 Ensure all patient and public information 

leaflets are current and available on the 
Trust website 

CPE leaflet in place now 
Ebola algorithm in place, Information  on Ebola supplied by PHE 

displayed in admission areas and Trust intranet  
All updated patient information leaflets are available on the trust 
intranet and printed copies are available on all clinical 

areas/wards. 

Information 

leaflets are 
available on the 
trust website 

 Maintain information leaflets for 
contractors/volunteers/bank & locum 
staff 

Deferred to October due to staffing in IPCN team  
Information leaflets being reviewed  

Pending 
 

 Attend Trust AGM with supporting 

display for the public  
 

IPC Nursing attended with displays at the AGM on 1
st

 October 

2014 
Completed 

 Review all Hand hygiene posters and 
leaflets visible encouraging visitors and 
patients to use facilities and challenge 

staff 

IPC team is reviewing the posters and leaflets. Completed 
 

 Review hand gel and soap supplier, 
public signage 

 

Implemented new Deb hand hygiene products in all clinical 
areas. 

Completed 

 Participate in National Hand Hygiene 
Awareness Day. (5

th
 May 2014) 

 

IPCNs had a display stand and visited clinical areas raising 

awareness about hand hygiene.  
Took part in Global Hand Hygiene Day on 13

th
 May 2014 with 

various awareness programmes.  

Completed 

 Participate in international Infection 

Prevention and Control Week (October 
2014) 

20
th

 to 24
th

 October IPC Team conducted trust wide awareness 

week programme 

Completed 

Duty 4 Overall Compliance 100%      
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Core Duty Actions Progress / Assurances EVIDENCE 

4. Provide suitable accurate 
information on infections to 

any person concerned with 
providing further support or 
nursing/medical care in a 

timely fashion. 

 Maintain up to date polices and guidelines 
for Infection Prevention on the Trust intranet. 

MRSA policies reviewed 
Blood culture policy reviewed and ratified  by IPCP  

VHF policy reviewed and updated 
Prevention of Int ravascular devices related infections policy has 
been reviewed and updated 

Cannulation policy reviewed  
Produced a single MRSA Policy in place of 4 different 
polices/guidelines. 

Reviewed Peripheral Intravenous  Cannulation Policy 
Updated the Adult Urinary Catheterisation Policy with Continence 
Nurse Specialist 

Updated the Meningitis Policy with Consultant Microbiologist and 
Antimicrobial Pharmacist. 

Policies are 

available and 
these are ratified 
by the IPCP and 

sent to the QSG 

  Staff information leaflets to be available  
 

All infection control related information leaflets are given at the 
doctor‟s induction training and are available on the int ranet. IPC 

Nursing team provides printed copies of staff info as and when 
required.  

information 
leaflets are 
available 

  Inform G.P. if patients are discharged before 
MRSA results are known and new MRSA  The IPCN continue to inform GPs. Electronic copies of the GP 

letters are available.  
Copies of the 

GP letters are 
available. 
   Inform G.P of admitted patients indentified to 

have Clostridium difficile 

The IPCN continue to inform GPs. Electronic copies of the GP 
letters are available. 

 Flagging on Patient Administration 

System/ICE information system for 

appropriate management.  

 

 Continue inserting information stickers for 

alert organisms in the health records of 

patients. 

Being completed as new patient are identified. 
 
 

Being completed as new patient are identified. Profoma available 
for evidence 

Profoma 

available for 
evidence 

 Raise awareness on current IPC issues 

within the Trust; 

“Top Tips” IPCN news letter 

Monthly newsletters published and shared to all staff.  
Copies of news 
letters are 

available 

Duty 5 Overall Compliance 50% - 70%      
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Core Duty Actions Progress / Assurances EVIDENCE 

5. Ensure that people who 
have or develop an infection 

are identified promptly and 
receive the appropriate 
treatment and care to reduce 

the risk of passing on the 
infection to other people. 

 All patient `s microbiological results are 
managed as a priority within the IP&C team. 
Patients are visited on the wards and ward 

staff liaised with ensuring that staff 
understand and are aware of the correct 
infection prevention & control measures 

required  for that particular organism 

Paper copies of the profomas are available.  
 
 

 Ensure timescales for RCA/PIRs reporting 
are met and corrective actions/learning 
shared across Divisions through Clinical 

governance meetings  

Due to competing priorities in diaries of key people for the RCAs, 
not all RCAS are completed within 14 days. 
 

The  learning  from the RCAs is shared in the divisions in 
their clinical governance meetings.  
The IPCT are now attending all the divisional meetings were 

the CDI action plans are monitored.  
 

All RCAs  are 
completed but 

not achieving 
the timescales 
for completing 

the RCAs 

 Appropriate use of detection, management 
and isolation of diarrhoea (flow chart) for 

timely isolation of affected patients. 

Clinical and nursing staff follows the flow chart  
Affected patients are isolated in a timely manner as soon as they 

have adequate isolation facility arranged in the concerned 
ward/area.  
IPC Nursing team produces diarrhoea isolation reports to include 

in IPC dashboard and ward addresses any issues in exception 
reports.  
Isolation is prioritised, IPCNs reviews the side rooms and the 

information is shared with the bed managers  

Not fully 
compliant. 
Availability of side 

rooms is a 
challenge  

 Audit MRSA and Clostridium difficile care 
pathways and feedback results to clinical 
areas,  

Carried out through test your care monthly.  

 

 Mandatory update to includes outbreak 

management and isolation  
 

Training Slides 
available 

 Inform bed management /ED staff  of any 
outbreaks  (e.g of Norovirus or any other 
infection) in local  care home and NHS 
Trusts 

Regular updates are being given to bed management team 

about outbreaks in the care homes.  

(This 
information 
comes from 

SMH PHE and 
IPCN sends out 
to key people) 

Duty 6 Overall Compliance 50% - 70%      

6. Ensure that all staff and 

those employed to provide 
care in all settings are fully 

 Review and update IPC Training schedule 
for all Trust employees including contractors 

and volunteers : 

Completed 
Training Slides 

available 
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Core Duty Actions Progress / Assurances EVIDENCE 

involved in the process of 
preventing and controlling 

infection. 

Mandatory, Induction;  Ad hoc related to DH 
& local initiatives  

 A requirement to comply with infection 

prevention and control is included in all job 

descriptions: 

All Job Descriptions now have IPC in them for newly appointed 
staff 

 

 

 Link Practitioner Educational meetings – 
maintaining records of attendance and 
feedback at local HCAI meetings  

Completed 

VHF, CPE ,  
High impact intervention number 8, CPE, hand hygiene, VHF, 
C.diff, isolation, sampling, training compliance; PPE, 

decontamination products 
Link Practitioners meets every other month.  With the 
expectations that the Link practitioner feedbacks to wards.  

Low attendance in these meeting due to work 
pressures/shortage of staff in wards/areas.  
The role of Link practitioner has been reviewed, with a nurse 

being a link for  their unit/ward in  2 or more specialist area. 
There will have a dedicated  time allocated to undertake this role.  

minutes of the 
meetings, 

Duty 7  Overall Compliance 71% - 99%     

7. Provide or secure 
adequate isolation facilities 

Ensure adequate isolation precautions and 
facilities   as appropriate to prevent or minimise 

the spread of  infections 

 Ongoing review of capacity within isolation 
ward to meet clinical need.  

 
IPCN‟s provide advices to the capacity management team as 
and when required.  

 

 Isolation Policy is audited by the IPCT 
annually  

Pending Pending 

 Audit side room availability including  rooms 

with both negative  & positive  ventilation 
 

Side room audit carried out.  
Completed 

 

 The IPCT will provide advice and support on 

the management of infectious patients during 

an increased incidence of infection or 

outbreak to contribute in the management of 

appropriate usage of the side rooms. 

IPCN‟s continuously provide advise  
outbreak and PII 
minutes 

Duty 8 Overall Compliance 100%      
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Core Duty Actions Progress / Assurances EVIDENCE 

8. Secure adequate access 
to laboratory support as  

appropriate 

 Ensure the microbiology laboratory has  
appropriate  protocols and standard operating 
procedures as required for accreditation by 

Clinical Pathology Accreditation (UK) Ltd.  

Completed 
 

Completed 
 

Duty 9 Overall Compliance 71% - 99%     

9. Have and adhere to 
policies, designed for the 

individual’s care and 
provider organisations, 
which will help to prevent 

and control infections.  
Compliance with key policies 
is ensured through the 

implementation of high 
impact interventions and 
monitored through audit.  

Policies are updated with review dates and clearly 
marked up where they link to other policies both on 
the actual policy.     Policies/guidelines to be revised 

– 
Priority to 

o The implementation of carbapenemase-

producing Enterobacteriaceae (CPE) 
tool kit 

 

IPC policies are 
in date 

 
 
 

 

o Blood Culture collection  
Ratified in July  

Policy is available at the Trust policy database  
 
on trust database 

o Prevention of Int ravascular devices 

related infections  
Policy is on the Trust policy database on trust database 

o Bed/mattress management  To be submitted to the IPCP in January 2015 on trust database 

o Outbreak Policy Completed on trust database 

o Management of linen (replaces 
Guideline for the management of patient 
soiled personal clothing) 

Due for review  on 27/03/2016 on trust database 

 o MRSA ( combine all MRSA polices into 

one document) 
 

Completed and policy available on trust database on trust database 

o Urinary catheter & suprapubic catheter 
management  

Completed and policy available on trust database on trust database 

o Decontamination – Management of 
blood other body fluid spillage 

Due for review on 16/04/2016 on trust database 

o Building and Renovation in hospital 
(NEW) 

 
Pending  

New policy 
Pending  

o Purchase, trial and loan equipment 

(NEW) 
Pending 

New policy 

Pending 

 VHF (was in date, reversed due to the 
West Africa Outbreak) 

Completed and policy available on trust database 
on trust database 
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Core Duty Actions Progress / Assurances EVIDENCE 

Duty 10 Overall Compliance 71% - 99%     

10.Ensure, so far as is  
reasonably practicable, that  

care workers are free of and 
are protected from exposure  
to infections that can be  

caught at work and that all 
staff are suitably educated in 
the prevention and control of  

infection associated with the 
provision of health and 
social  care. 

 

 Annual Gap analysis of training needs;  

Completed 
Completed 

 Review Annual training programme for all 

staff including contractors, locums, 

volunteers, bank & agency. 
Revised Completed 

Occupational Health  

 Development of a Patient group directive  which 
would form a working schedule and guideline for 
immunisation 

Completed  

 Electronic data base for  immunisation status of 

healthcare workers instead of current paper 

system 

This is on the risk register and the team are still using the 
paper system as funding has not been indentified for an 
electronic data base.  

Not compliant 

 Flu campaign 79% Vaccinated  
79% Vaccinated 

 

 Mask fit testing for staff in the required clinical 
areas 
 

 

Staff from high risk fit tested 
Each clinical area now has a nominated person to fit test 
other colleagues.  

Health Safety Advisor keeps record of mask fit testing. 
Divisional Infection Control leads monitor and give 
feedbacks at the LHCAI meetings. 

 

 Compliance with EU Sharps Directive 

Sharps steering group formed 

Business case submitted to the QSG then to TLEC 
Blood Collection:- Pre-implementation training has been 
completed in March 2015 and  trained 679 staff at the trust. 

Implementation started in  April 2015.  
VACUETTE Safety Products have now been rolled out into 
wards/departments 

Hypodermic Needles- Includes Blunt Fill/ Blunt Filter;  
Pre implementation was done  in May 2015 Arterial Blood 
Gas Syringe  

Pre-Implementation training  in June 2015..  

Partial 

compliance 
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