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• PLACE assessment results rated the Trust higher than the
national average for cleanliness
• Antimicrobial Stewardship has been strengthened by
provision of additional ward rounds
• Six of the ten Code of Practice criterion are fully compliant.
There are minor non-compliant issues within the other 4
criterion
• The Trust reported 1 MRSA bacteraemia which was
considered unavoidable. Cases of MSSA bacteraemia rose
compared to the previous FY
• Thirty six cases of E. coli were reported which is an increase
of five cases compared to the previous FY
• A significant period of reduced staffing resulted in the work
plan not being fully achieved. This impacted on the IPC
audit and policy review schedule
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This report builds on previous annual reports submitted to
the Board to give a whole year account of infection
prevention and control activity.

RECOMMENDATION:

PREVIOUSLY CONSIDERED BY:

Annual Work plan to be delivered including:Continue to improve compliance with the Health and Social
Care Act (2008) Code of practice on preventing infections and
related guidance (2015)
Continue work against the action plans for reduction of
healthcare associated infections:• Staphylococcus aureus bacteraemia reduction
(MRSA/MSSA)
• Clostridium difficile infection reduction
• Gram Negative bloodstream infection reduction
Complete actions following external review.
Establish GNBSI reduction working group
Increase infection control audits to demonstrate compliance
with policies and guidelines.
Complete all Policy reviews.
Complete actions listed in the IPC Strategy and redevelop this
for the next 3 years

Committee

Agenda Ref.

Quality
Assurance
Committee
QAC/18/07/81

Date of meeting

3 July 2018

Summary of Outcome

Noted

FREEDOM OF INFORMATION Release Document in Full
STATUS (FOIA):
FOIA EXEMPTIONS APPLIED:
None
(if relevant)
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1. BACKGROUND/CONTEXT
EXECUTIVE SUMMARY
Organisation
Warrington and Halton Hospitals NHS Foundation Trust is a secondary care organisation providing
healthcare services across the towns of Warrington, Runcorn, Widnes and surrounding areas. The Trust
operates across two sites, has approximately 600 inpatient beds, an annual budget in the region of £215
million, employs over 4,200 staff and provides access to healthcare for over 500,000 patients as an
outpatient and/or inpatient.
The Trust’s vision is to ensure be the most clinically and financially successful integrated health care
provider in our part of the region. The Trust works to a number of nationally and locally set targets to
ensure that service users receive the care they need when they need it and importantly to the highest
national quality and safety standards.
Good infection prevention and control practices are essential to ensure that people who use healthcare
services receive safe care. Effective prevention and control of infection is part of everyday practice and
is embedded at all levels of this organisation.
Activities
This report outlines the arrangements, activities and achievements of the Trust relating to infection
prevention and control for 2017/18 financial year (FY).
Infection prevention Action plan for the year
The Infection Prevention and Control Team worked towards delivery of the annual work plan. Pressures
and a significant period of reduced staffing had an impact on full achievement of the work plan. The
ward/department audit programme was not fully completed and some scheduled policy reviews did not
take place. Nil effects were noted in terms of policies not being updated. A separate programme of high
impact intervention audits continued and this provided assurance on compliance with clinical
procedures.
A robust work plan (appendix 1) has been devised for the 2018/19 FY. The work plan will ensure, in
respect of infection prevention and control (IPC), that the Trust has robust governance arrangements;
attendance at other relevant committees to support integration of IPC across the organisation;
compliance with all mandatory surveillance requirements; monitoring of environmental cleanliness
standards; audits of practice; policy/guideline reviews are completed and a programme of education
and awareness raising events takes place.
The work plan underpins the 3 year Infection Prevention and Control Strategy developed in 2016
(appendix 2). Progress against both these documents was monitored by the Infection Prevention and
Control Sub-Committee.
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An external review of the IPC service was commissioned with minor areas identified for action. An action
plan has been developed to address the findings.
Progress against Code of Practice compliance
Progress has been made to achieve the requirements of the Health and Social Care Act (2008) Code of
Practice on prevention of healthcare associated infections (2015). The Trust is working towards full
compliance with the 10 criterion:• 6 are fully compliant
• 4 have minor non-compliances
Progress against action plans
Progress has been made against objectives set out in the following action plans: Staphylococcus aureus (Meticillin resistant/Meticillin sensitive) bacteraemia reduction
o 1 hospital onset MRSA bacteraemia case
o 17 hospital onset MSSA bacteraemia cases
In spite of action taken to reduce these hospital onset bloodstream infections, cases of MSSA
bacteraemia increased from 14 in FY 2016/17 to 17. Some of these patients had deep seated infections
and were likely to have been incubating the infection prior to admission. MRSA bacteraemia cases rose
by 1, compared to the previous FY where no cases were observed.


Gram Negative Blood Stream Infection (GNBSI) reduction
o 36 hospital onset cases of Escherichia coli (E. coli)

Measured against the figure from January to December 2016 (as required in the CCG Quality Premium),
the number of cases has remained constant. Mandatory reporting commenced for: Klebsiella spp. 12 hospital onset cases
 Pseudomonas aeruginosa 6 hospital onset cases
Work is in place with partners across the health economy to reduce GNBSIs. An internal working group is
being set up to drive care improvements to support reductions in hospital onset cases.


Clostridium difficile infection reduction
o 24 hospital onset cases

Cases have remained constant compared to the previous FY. These cases were reviewed by the CCG
who concluded 19 of the cases were unavoidable; 2 were repeat/relapse cases and 3 cases were
avoidable.
This report builds on previous annual reports submitted to the Board to give a whole year account of
infection prevention and control activity.

Page 6 of 58

Kimberley Salmon-Jamieson
Chief Nurse
Director of Infection Prevention and Control (DIPC) from September 2017
June 2018

Acknowledgements

Marcia Anthony
Natalie Crosby
Carole Farrell
Julie McGreal
Lesley McKay
Dr Thamara Nawimana
Dr Zaman Qazzafi
Jacqui Ward

Facilities Manager
Matron Intensive care
Matron MSK Clinical Business Unit
Facilities Manager
Associate Director of Infection Prevention and Control
Consultant Medical Microbiologist/Infection Control Doctor
Consultant Medical Microbiologist
Antibiotic Pharmacist

Page 7 of 58

2. KEY ELEMENTS
DESCRIPTION OF INFECTION CONTROL ARRANGEMENTS
Infection Prevention and Control Team
The Infection Prevention and Control Team meet fortnightly. Membership and meeting attendance
includes:•

Consultant Medical Microbiologists:o Dr Zaman Qazzafi (Deputy DIPC)
o Dr Thamara Nawimana (Infection Control Doctor)

•

Associate Director of Infection Prevention and Control:o Lesley McKay

•

Infection Prevention and Control Nurses:o Helen McLaren (from May 2017)
o Karen Smith (until December 2017)
o Charlene Liptrot (from March 2018)

•

Antibiotics Pharmacist:o Jacqui Ward

•

Infection Control Administrator:o Amanda Millington (from January 2018)

•

Operational Estates Manager
o Darren Wardley

Infection Control Sub-Committee
The Infection Control Sub-Committee is scheduled to meet bimonthly. Two meetings were deferred due
to winter/organisational pressures.
Membership includes:•
•
•
•
•
•
•
•

Consultant Medical Microbiologist/Deputy DIPC – Chairman
Chief Nurse/Director of Infection Prevention and Control – Deputy Chair
Consultant Microbiologist/Infection Control Doctor
Associate Director of Infection Prevention and Control
Infection Prevention and Control Nurse Specialists
Antibiotics Pharmacist
Practice Educators (specialist interest in IV device management)
Associate Director of Nursing Acute Care Services
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•
•
•
•
•
•
•

Lead Nurses/Matrons from all CBUs
Lead Allied Health Professional Diagnostics CBU
Workplace Health and Wellbeing Nurse Manager
Consultant for Communicable Disease Control/PHE representative
Facilities Manager
Estates Operational Manager
Primary Care Infection Prevention and Control Nurse (3 Boroughs Public Health Infection Control
Commissioning Team)

Reporting line to the Trust Board
The links are via:• Chief Nurse/Director of Infection Prevention and Control
• Quality and Assurance Committee
• Patient Safety and Clinical Effectiveness Committee
Links to Drugs and Therapeutics Committee
The links are via:• Consultant Medical Microbiologist/Infection Control Doctor
• Antibiotics Pharmacist
• Antimicrobial Management Steering Group
Links to Quality and Assurance Committee/Patient Safety and Clinical Effectiveness
Committee and Health and Safety Sub-Committee
The links are via:• Chief Nurse/Director of Infection Prevention and Control
• Associate Director of Infection Prevention and Control
• Minutes of Infection Control Sub-Committee/high level briefing papers
• Infection prevention and control significant issues reports
• Incident reporting
• Risk register reviews
• Investigation of hospital onset Clostridium difficile toxin positive cases
• Post infection review of hospital onset MRSA/MSSA bacteraemia cases
• Audit of GNBSI cases
• Divisional/departmental Infection Prevention and Control Groups
• Infection Prevention and Control and Sepsis Link Practitioner Group
• Environment Group
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DIPC REPORTS TO THE TRUST BOARD (SUMMARY)
Board reports
Reports, which included key performance indicators, HCAI surveillance data, outbreak/incident details
and investigation findings for the FY, were submitted to the Quality and Assurance Committee with
upward reporting to Trust Board in:•
•
•
•
•

May 2017
July 2017 (Annual Report on previous years activity)
October 2017
February 2018
May 2018

Annual work plan
The Infection Prevention and Control Team work plan covered reporting structure to the Infection
Control Sub-Committee and was developed to give assurance that each element of the Code of Practice
for prevention of healthcare associated infections (HCAIs), which underpins the Health and Social Care
Act (2008) is adhered to and that appropriate evidence of compliance is available. This work plan is
underpinned by action plans for key performance indicators and a programme of audit that provides
evidence of policy/guideline implementation and compliance.
The Lead Nurses/Matrons/ Lead Allied health Professional for each CBU submit reports at each Infection
Control Sub-Committee meeting as a standing agenda item. This allows the Infection Control SubCommittee to give assurance to the Quality and Assurance Committee and Trust Board that compliance
with the Code of practice is maintained and that there is a programme of continued improvement.
The work plan has been redesigned for 2018/19 to provide more in depth detail of activities and
priorities for 2018/19 (appendix 1).
Health and Social Care Act (2008) compliance assessment

A compliance assessment against the 10 criteria, specified in the Health and Social Care Act 2008 Code
of Practice for preventions and control of infections and related guidance (Department of Health 2015),
is carried out quarterly.
The Care Quality Commission (CQC) uses this code of practice to judge registered provider compliance
with the cleanliness and infection control requirement set out in the regulations. Improvements were
noted in the numbers of staff attending mandatory training during the FY.
Compliance with the Code of Practice at the end of March 2018 and areas requiring further
improvement are detailed in table 1.
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Table 1 – Compliance with the Code of Practice on prevention of HCAIs
1.
2.

3.
4.

5.

6.

7.
8.

Criterion
Systems to manage and monitor the prevention
and control of infection
Provide and maintain a clean and appropriate
environment in managed premises that
facilitates the prevention and control of
infections.
Ensure appropriate antibiotic use to optimise
patient outcomes and to reduce the risk of
adverse events and antimicrobial resistance
Provide suitable accurate information on
infections to service users and their visitors and
any person concerned with providing further
support or nursing/medical care in a timely
fashion
Ensure prompt identification of people who
have or are at risk of developing an infection so
that they receive timely and appropriate
treatment to reduce the risk of transmitting
infection to other people
Systems to ensure that all care workers
(including contractors and volunteers) are
aware of and discharge their responsibilities in
the process of preventing and controlling
infection
Provide or secure adequate isolation facilities

Secure adequate access to laboratory support
as appropriate
9. Have and adhere to policies designed for the
individual’s care and provider organisations
that will help to prevent and control infections.
10. Providers have a system in place to manage the
occupational health needs of staff in relation to
infection

Assessment
Partially
compliant
Partially
compliant
Partially
compliant
Compliant

Action required
Review of IT surveillance systems to detect
infections.
Upgrades to some hand washing sinks required
(design and location).
Implementation of electronic prescribing.
Implementation of the Sepsis and AMR CQUIN to
improve documentation of prescribing decisions
Counselling for patients starting antibiotics

Compliant

Compliant

Overall greater than 85% attendance at Infection
Control training

Partially
compliant

Continuous liaison with the Patient Flow Team
occurs to optimise use of side rooms for appropriate
isolation of patients

Compliant
Compliant

Some policies have slipped beyond review date. A
recovery plan is in place.

Compliant

There are 3 HCAI reduction action plans which were reviewed on a quarterly basis. These included:MRSA/MSSA bacteraemia reduction action plan

This action plan sets out the work required to reduce the risks of MRSA/MSSA bacteraemia.
The Trust reported 6 MRSA bacteraemia cases (1 hospital onset and 5 community onset). Nil was
identified that could have been done differently to prevent the hospital onset case.
The Trust reported 50 MSSA bacteraemia cases (17 hospital onset and 33 community onset). This is an
increase of 3 hospital onset cases compared to the previous financial year. Details of investigation
findings are included on page 18.
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Clostridium difficile reduction action plan

The Clostridium difficile objective for the 2017/18 financial year was 27 cases. The Trust reported a total
of 55 cases, 24 of which were hospital onset. This figure remains unchanged from the previous financial
year. All 24 cases were reviewed by the CCG. This resulted in 19 cases being assessed as unavoidable, 2
repeat/relapse and 3 avoidable. Details of investigation findings are included on page 15.
The Infection Prevention and Control Team focussed activity on improving management of Clostridium
difficile which included:• Surveillance of cases/monitoring for increased incidences in defined locations
• Antimicrobial Management Steering Group – Stewardship
• Hand hygiene awareness raising events
• Ward based training for management of infectious diarrhoea, viral gastroenteritis outbreaks and
use of personal protective equipment
• Weekly multi-disciplinary team review of Clostridium difficile patients
• Promoting improvements to standards of environmental hygiene
• Use of hydrogen peroxide vapour for environmental decontamination
Next year’s Clostridium difficile objective has been revised and the threshold reduced to 26 cases.
GNBSI reduction action plan
This action plan was developed in response to the Government’s ambition to reduce GNBSIs by 50% by
2021. For the first year the focus has been on reducing E. coli bloodstream infections (BSIs) as they
account for approximately 55% of all GNBSIs. Data collection on E. coli BSIs has been in place since 2011.
A 10% reduction target (at CCG level) was set for E. coli BSIs against the baseline year (January to
December 2016). For the baseline year the Trust reported a total of 181 E. coli BSIs and 36 of these were
hospital onset cases. During the 2017/18 FY the Trust reported a total of 204 E. coli BSIs and 36 of these
were hospital onset cases. Overall there has been an increase in cases across the health economy;
however Trust onset cases have remained constant.
Reporting of Klebsiella spp. and Pseudomonas aeruginosa BSIs commenced in April 2017. There is no
previous data for comparison. Numbers for these BSIs are much lower and for the 2017/18 FY were:
•
•

Klebsiella spp. 12 cases
Pseudomonas aeruginosa 6 cases

The initial focus of the action plan has been to improve investigation and management of urinary tract
infections. The Infection Prevention and Control Team worked closely with the Associate Medical
Director for Patient Safety to produce a pathway for investigation and management of urinary tract
infection.
For 2018/19, an internal GNBSI reduction action group is being established to address risks from other
likely primary focus for infection.
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An external review of the IPC service was commissioned by the Chief Nurse on appointment to the DIPC
role. The scope of the review was to critically appraise the governance arrangements and structures and
make recommendations where required. The review was carried out over 2 days in December 2017. The
findings were consistent with already identified strengths and areas for improvement. An action plan
was developed in response to the findings and this is monitored by the Infection Prevention and Control
Sub-Committee.
Incidents/outbreak reports
A number of incidents occurred which were managed by the Infection Prevention and Control Team.
These included:Expressed breast milk

A baby was given expressed breast milk (recipient) from another baby’s mother (donor). The parents of
the recipient were fully informed of the incident and of possible risks. The SOP for safe storage of breast
milk was revised and staff education provided to prevent further similar incidents.
Influenza

The Trust saw an unprecedented increase in patients admitted with influenza over the winter months
(150 cases). A background rise of influenza both in the Northwest and nationally was noted. In-house
testing was introduced to support management of suspected cases.
The situation was communicated effectively within the Trust. Liaison took place with Workplace Health
and Wellbeing to purchase additional vaccines and over 200 additional staff members were vaccinated.
Three wards were managed with outbreaks of influenza with involvement of Public Health England.
During this time the Infection Prevention and Control Nurses worked over and above expected levels of
performance to support the Trust in maximizing bed capacity whilst simultaneously maintaining safe
infection prevention and control practice.
Vancomycin resistant enterococcus (VRE)

Ward A5
An increased incidence in VRE was observed for ward A5. Typing of isolates was carried out with results
being unique, confirming the cases were not linked. The ward staff were responsive to support from the
Infection Prevention and Control Team and additional training on VRE was carried out. Environmental
cleanliness was noted to be of a high standard.
Ward A3
An increased incidence of VRE cases was noted on ward A3. Isolates were referred for Typing with the
results showing 2 separate incidences of VRE transmission between April and May and August and
September. The ward was placed under enhanced surveillance by the Infection Prevention and Control
Team. A number of improvement actions were implemented to improve environmental hygiene and
equipment decontamination. The ward was decanted and deep cleaning was carried out.
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Ward A9
Ward A9 had a cluster of VRE cases in July. Training was provided to staff and the ward placed under
enhanced surveillance by the Infection Prevention and Control Team.
Clostridium difficile periods of increased incidence

The Infection Prevention and Control Team developed a robust system for monitoring Clostridium
difficile and detecting periods of increased incidence (PII). A PII is defined as two or more new cases
(occurring after 48 hours post admission, not relapses) in a 28-day period in a defined location. During
the reporting period no periods of increased incidence occurred.
Viral gastroenteritis (Norovirus)

Hospital outbreaks of viral gastroenteritis can have a significant impact on patient care as both patients
and staff can be affected. This can lead to ward and sometimes hospital closures. Early recognition of an
outbreak and instituting control measures can greatly reduce the adverse operational impact on the
Trust.
The Trust carries out in-house testing for viral gastroenteritis pathogens. This assists operational
management as suspected outbreaks have been ruled out on the basis of negative test results and areas
reopened for patient use. Previously suspected outbreaks would have been managed on clinical
symptoms with results only being made available after the outbreak had been declared over (when all
symptoms had been settled for 48 hours).
Closure of beds, bays and wards places significant pressure on operational teams. There has not been
any hesitation in accepting the Infection Prevention and Control Team’s recommendations on bed
closures, which has substantially enhanced the overall management of the outbreaks. Outbreaks of
diarrhoea and vomiting affecting patients and staff presented a problem on several occasions
throughout. Table 2 provides details of the number of reported incidents by month and findings.
Table 2 Viral gastroenteritis incidents
Month

Year

No of wards affected

Apr

2017

3

May
Jun
Jul
Aug
Sep

2017
2017
2017
2017
2017

0
3
1
2
4

Oct

2017

3

Nov

2017

4

Dec
Jan
Feb
Mar

2017
2018
2018
2018

1
2
0
1

Closure
1 full
2 partial

Causative organism(s)
Nil identified

Partial
Partial
Partial
Partial
3 full
1 partial
2 full
2 partial
Partial
full

Nil identified
Nil identified
Nil identified
Nil identified
Nil identified

Partial

Norovirus

Norovirus – 2 wards
Nil identified
Nil identified
Norovirus
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The Infection Prevention and Control Team take a pragmatic and escalatory approach to diarrhea and
vomiting outbreak management. This involves closing affected bays and escalating to full ward closures
only when appropriate. During the year norovirus was detected on 4 occasions.
Carbapenemase-producing enterobacteriaceae screening
Antimicrobial resistance is viewed as a major threat to public health globally. Of particular concern is the
risk posed by Carbapenemase-producing Enterobacteriaceae (CPE) and other Carbapenem-resistant
organisms.
The Infection Prevention and Control Team implemented national guidance to isolate and conduct CPE
screening for all patients admitted by inter hospital transfer. During the reporting period 500 patients
were screened for CPE carriage with nil positives identified.
VRE
Screening for VRE is performed for patients admitted by inter hospital transfer. Additional screening is
undertaken when patients are identified with VRE in clinical isolates. Surveillance data identified:o
o

VRE detected on rectal screening for 131 patients
VRE detected from clinical specimens for 79 patients (some patients may have more
than 1 clinical site specimen)
 66 urine specimens
 13 abscess/wound/pus/tissue swabs
 1 blood culture specimen

The number of VRE isolates has increased this financial year. All patients were reviewed by the Infection
Prevention and Control Team and advice on Infection Control precautions provided.

BUDGET ALLOCATION TO INFECTION CONTROL ACTIVITIES
The budget allocation to infection control includes:•

Staff - Nursing
o 1 WTE Nurse band 8b
o 1 WTE band 7
o 1.4 WTE Nurses band 6
o 0.6 WTE Admin and Clerical band 3

•

Non-pay expenditure
o General equipment
o Stationary
o Mileage

Revision to the team structure took place in January 2018 to increase administrative support to the
Team to a WTE band 4.
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HEALTHCARE ASSOCIATED INFECTION STATISTICS
Results of mandatory reporting
The Trust participates in the mandatory reporting of the following healthcare associated infections.
Clostridium difficile (toxin positive)

The Trust reported 55 Clostridium difficile toxin positive cases (31 community onset; 24 hospital onset).
The number of hospital apportioned cases remains unchanged from the previous financial year. The
number of hospital onset cases reported by month is displayed in figure 1.
Figure 1 – Hospital onset (HO) Clostridium difficile cases by month
HO Clostridium difficile Toxin positive cases
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The distribution of the hospital apportioned cases by location when the sample was taken is displayed in
figure 2.
Figure 2 – Clostridium difficile toxin positive cases by location when tested
HO Clostridium difficile toxin positive cases by location when tested
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The location the specimens were obtained from is not necessarily equivalent to where the infection was
acquired as patients may have been on the ward/department for less than 48 hours when tested.
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All cases underwent root cause analysis. The investigations were completed by Ward Managers or
Matrons with input from the patients’ consultants. Completed investigations were forwarded to the CCG
for review.
The final position was removal of 21 cases (87.5%) from those counted for contractual purposes. This is
an improvement from the previous FY where 13 of cases (54%) were removed. Figure 3 depicts the
Clostridium difficile toxin positive case review outcomes by month.
Figure 3 – Outcome of CCG review panel decisions by month
2017/18

Apr

May

Jun

Jul
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Sep
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Total
C. difficile - Year to date position

Total
HAI C
difficile
Not due
to lapse
in care
Due to
lapses in
care
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1
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3

24

1
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0
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2

4

0

2
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0
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1

1

0

1

0

0

23
19

YTD HAI total

24

Repeat/relapse

3

Avoidable

Figure 4 provides adjusted data on the 3 Trust Attributed cases following decisions taken by the CCG
review panel.
Figure 4 Avoidable Hospital onset Clostridium difficile toxin positive cases by location

Avoidable HO Clostridium difficie cases by location
when tested
3
2
1
0

WA2

WA8

WB14

The avoidable cases related to choice of antibiotic prescribing and there were some missed sampling
opportunities for one of the cases. Other areas for care improvement emerging from the incident
meetings include:•
•
•
•

Unavoidable

microbiological samples are not being received in the laboratory that would support
presumptive diagnoses/rationale for antibiotics
stools not always documented
isolation not always carried out timely
Duty of Candour documentation of discussions
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There are actions in place to address these findings. A masterclass has been provided to Lead Nurses
and Matrons to improve the quality of information in the root cause analysis investigations.
Feedback of investigation findings for shared learning has taken place and additional education provided
to areas where the Clostridium difficile policy was not followed.
Clostridium difficile (toxin negative/PCR positive)

Diagnostic testing methods for Clostridium difficile infection distinguished between patients who are
colonised with Clostridium difficile (PCR positive), and those with Clostridium difficile toxins present
which indicates infection is more likely.
The Infection Prevention and Control Team conduct local surveillance on the patients who are
Clostridium difficle PCR positive without the presence of toxins. These patients are at a higher risk of
developing Clostridum difficile infection than non-colonised patients. Inpatients falling into this
category are reviewed by the Infection Prevention and Control Team. Patients exhibiting symptoms are
nursed in isolation and treatment advice is provided.
Figure 5 demonstrates the results for all patients (no apportionment) who were Clostridium difficile
toxin negative/PCR positive and at the time of testing.
Figure 5 - Clostridium difficile PCR positive/toxin negative cases (all) by location when
tested
Clostridium difficile PCR (toxin negative) cases (all) by location when tested
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MRSA bacteraemia

The Trust reported one case of MRSA bacteraemia.
Figure 6 - MRSA bacteraemia case
4

HAI MRSA bacteraemia - rolling 12 months

3
2
1
0
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The Trust continues to have a zero tolerance approach to MRSA bacteraemia cases. Nil was identified
that could have been done differently to prevent the hospital onset case.
MSSA bacteraemia

The Department of Health has not set targets for the reduction of MSSA bacteraemia. During the
financial year 17 hospital apportioned cases were reported. Figure 7 shows the cases of MSSA
bacteraemia identified within the Trust by month.
Figure 7 - MSSA bacteraemia cases by month/source of acquisition
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This was an increase of 3 hospital onset cases compared to the previous financial year. Figure 8 shows
the patients location at the time the specimen was obtained.
Figure 8 MSSA bacteraemia cases by location detected
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The post infection reviews identified a number of different sources for infection including intravenous
device, respiratory tract infection, urinary tract infection and some deep seated infections that were
likely present prior to admission.
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Common themes emerged from the post infection review meetings including timely blood culture
sampling on admission and monitoring of invasive devices. Work is in progress with AED to promote
timely blood culture sampling on admission.
Glycopeptide resistant enterococci bacteraemia

The Trust reported 1 cases of Glycopeptide resistant enterococci (GRE) bacteraemia. The patient had
underlying immunosuppression and was at high risk of this infection. This was a hospital onset case
identified on ward A2.
Gram negative bloodstream infections

The Department of Health have introduced a target to reduce gram negative bloodstream infections by
50% by 2021. This is a health economy target linked to the CCG Quality Premium.
E. coli bacteraemia data
Apportionment of previously reported E. coli bacteraemia cases has been retrospectively applied. Data
since June 2011 is shown in figure 9.
Figure 9 E. coli bacteraemia June 2011 – March 2018
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Figure 10 displays the total number of cases (204) reported each month during the FY and the number
of hospital onset cases by month.
Figure 10 - E. coli bacteraemia cases 2017/18
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The hospital onset E. coli bacteraemia cases by ward when specimen was taken are shown in figure 11.
Figure 11 Hospital onset E.coli bacteraemia cases by ward location when tested
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Of the 36 hospital onset cases the source of the bacteraemia was assessed as most likely primary focus
being associated with:o
o
o
o
o
o

urinary tract 14 cases
respiratory tract 8 cases
Gastrointestinal (not hepatobiliary) 6 cases
hepatobiliary 4 cases
Unknown source 3
Central nervous system 1 case

Reporting of Klebsiella spp. and Pseudomonas aeruginosa bacteraemia was made mandatory from April
2017.
Figure 12 displays the total number of cases reported each month during the FY and the number of
hospital onset cases by month.
Figure 12 Klebsiella bacteraemia cases 2017/18
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Figure 13 show Hospital onset Klebsiella bacteraemia cases by ward location when tested.
Figure 13 Klebsiella bacteraemia cases by ward loaction when tested
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Pseudomonas aeruginosa bacteraemia

Figure 14 displays the total number of cases reported each month during the FY and the number of
hospital onset cases by month.
Figure 14 Pseudomonas aeruginosa bacteraemia cases 2017/18
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Figure 15 show Hospital onset Pseudomonas aeruginosa bacteraemia cases by ward location when
tested.
Figure 15 Pseudomonas aeruginosa bacteraemia cases by ward loaction when tested
Hospital onset Pseudomonas aeruginosa bacteraemia
3

2

1

0

WA1

WA4

WA5

WA8

WA9

Page 22 of 58

MRSA screening

The Trust continues to provide MRSA screening for patients in line with the Department of Health
guidance. Just over 26, 500 patients were screened for MRSA.
Work is in progress with the data warehouse team to provide a more robust screening compliance
report against the MRSA policy screening requirements. MRSA screening figures are roughly consistent
with previous years.
Orthopaedic surgical site infection surveillance

The Trust conducts continuous surveillance on both total hip and knee surgery. This goes further than
the mandatory surveillance period of 3 months.
There are 3 classifications for Surgical Site Infection: Superficial infections, those involving the skin or
subcutaneous tissue of the incision; deep infection involving the facial and muscle layer of the incision;
and organ or space infections, involving any other areas other than the incision opened or manipulated
during the procedure.
The surveillance data demonstrates there were 9 reported cases of surgical site infection associated
with hip surgery and nil associated with knee surgery. Due to the nature of implant surgery infections
can manifest themselves beyond this surveillance period.
Table 3 Hip Surgery surveillance
Type of Surgery

Number of
surveillance
forms
completed

No. of SSI’s
detected
during initial
surveillance

Cemented

110

9

Uncemented

12

Reverse hybrid

96

Hybrid

81

Revision

9

Resurfacing

6

Bilateral

4

Type of SSI
Organisms identified
1 Superficial incisional with Klebsiella and
Proteus mirabilis
1 deep incisional with Enterobacter cloacae
1 joint space with Staphylococcus epidermidis
1 superficial incisional with Staphylococcus
aureus
5 patients reported GP prescribed antibiotics
(nil microbiology results)

318
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Table 4 Knee surgery surveillance
Type of Surgery

Number of
surveillance
forms
completed

No. of SSI’s
detected
during initial
surveillance

Cemented

387

0

Unicompartmental

26

Revision

16

Bilateral

8

Total

437

Type of SSI
Organisms identified

The surveillance information collected during 2017/18 indicates Orthopaedic joint replacement
infections have remained minimal at 9 cases.

HAND HYGIENE AND ASEPTIC PROTOCOLS

Audits of compliance with the Hand Hygiene Policy are undertaken weekly at ward and department
level. An average of 84% of clinical areas was audited with an average compliance rate for the year of
99% (table 6). Peer auditing is in place and a review of the hand hygiene auditing process is planned to
provide more robust assurance on auditing and results.
Table 5 Trust wide hand hygiene audit results

% areas audited
Compliance

Apr-17

May-17

Jun-17

Jul-17

Aug-17

Sep-17

Oct-17

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18

94%

94%

89%

95%

95%

97%

96%

93%

85%

90%

94%

84%

99%

98%

99%

98%

98%

99%

98%

99%

99%

98%

98%

99%

National inpatient survey 2017
Trust scores from the National Inpatient Management Survey 2017 included questions on cleanliness.
The results compared to the 2016 survey and nationally are detailed in figure 16.
Figure 16 National inpatient survey results
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The Trust has been rated above the national average for patients’ perceptions of cleanliness and has
improved compared to last year’s survey.

DECONTAMINATION

The Decontamination Group was established to provide assurance that the Trust has the appropriate
policies and training in place to be compliant with the Health and Social Care Act (2008) and Care Quality
Commission standards. Due to executive team staffing changes this group only met twice.
All surgical instruments are decontaminated off site by a company that provides decontamination
services for several Trusts within the region. There is a programme of internal and external validation.
The Trust is compliant with Department of Health and NHS Estates guidance. The terms of reference
have been revised and meetings have been re-established quarterly.

CLEANING SERVICES
MANAGEMENT ARRANGEMENTS

Warrington and Halton Hospitals Domestic team are employed as an in-house service and are part of
the Trust Estates and Facilities team. The team is led by an Operational Facilities Manager and on a day
to day basis managed by a Domestic and Portering Services Manager on each site.
The Domestic team provide 24 hour, 7 days per week cover, this includes out of hours support by the
Portering Team at Halton. The team are also supported by “as and when” staff who cover for vacancies
and partially cover for annual leave and sickness.
The Domestic Task Team at Warrington provides a valuable service, dealing with emergency leaks/spills,
routine and emergency curtain changes, terminal cleans and any cleaning required following infection
outbreaks. They also form the core team progressing deep cleans in clinical areas.
The Trust also uses a Hydrogen Peroxide Fogging machine to assist with decontamination of the
environment. This is operated by the Task Team.
BUDGET ALLOCATION

The budget allocation for domestic services for 2017/18 was £3.42m with 143.79 whole time equivalent
(WTE) staff employed by the Department.
CLEANING ARRANGEMENTS

The areas that are cleaned in the Trust are broken down into functional areas. Maintaining the required
standard of cleanliness is more important in some functional areas than others. In line with the national
specifications for cleanliness in the NHS the functional groups are divided into four levels of cleaning
intensity, based on the risks associated with inadequate cleaning in that functional area:
Very high risk:

Consistently high levels of cleaning are maintained.
Areas include Theatres, ITU and Neonatal
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High risk:

Outcomes are maintained by regular and frequent cleaning with “spot” cleaning
in between. Areas include general wards, public thoroughfares and sterile
supplies.

Significant risk:

In these areas high levels of cleanliness are required for both hygiene and
aesthetic reasons. Outcomes are maintained with regular and frequent cleaning.
Significant risk areas include pathology, out-patient departments and
mortuaries.

Low Risk:

In these areas high levels of cleanliness are maintained for aesthetic and to a
lesser extent hygiene reasons. Outcomes are maintained with regular cleaning
and “spot” cleaning in between. Low risk areas include office areas, record
storage and archives.

MONITORING ARRANGEMENTS

There is a dedicated Monitoring Team within Facilities, who monitor standards of cleanliness within
clinical and non-clinical areas at both sites. This team is led by the Facilities Manager (Corporate
Services) to ensure there is no conflict of interest. The team are all trained to BICS standard (British
Institute of Cleaning Science).
The monitoring of ward kitchens is undertaken by the Catering Department, who monitor cleanliness
and food hygiene standards. A schedule is in place to routinely monitor ward kitchens. Any serious
breaches of food hygiene are dealt with immediately. An annual inspection of ward kitchens is also
carried out by the local Authority’s Environmental Health team.
The monitoring programme complies with the Department of Health Specifications, covering domestic
cleaning, patient equipment and estates issues. The monitoring frequency is dictated by the risk grading
of areas, which are as follows:Very High Risk Areas

Theatres, Neonatal Unit, ITU, Endoscopy

High Risk Areas

Wards, Accident & Emergency, Public areas, Pharmacy, Ward Kitchens

Significant Risk Areas

Outpatient Areas

Low Risk Areas

Chapel, Offices

Copies of the monitoring reports are circulated to the Lead Nurses, Matrons, Ward Managers, Domestic
and Portering Managers and Estates, to address any remedial action required. If there are any specific
areas of concern, this is reviewed and focus is given to address the issue. When necessary, the
frequency of monitoring is increased to address any problem areas.
To positively encourage high standards, the Domestic team working on any area which achieves 100%,
are presented with a certificate in recognition of the hard work and commitment.
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ENVIRONMENTAL HYGIENE GROUP

This group was set up in 2015 and is led by an Infection Control Nurse and is attended by an Estates
Manager, Facilities Manager, Associate Director of infection Control, Domestic Manager, Matrons and
Ward Housekeepers. The specific requirements of the group are:
-

To establish a rolling programme for deep cleaning of inpatient areas
To establish a rolling programme for use of hydrogen peroxide vapour for decontamination of side
rooms
To ensure roles and responsibilities for cleaning and disinfection of re-usable equipment are made
clear
To ensure mattresses are inspected as per SOP and appropriately disposed of when no longer fit for
purpose
To ensure cleanliness standards in Ward Kitchens are of an acceptable high standard
To promote water safety by ensuring flushing of underused outlets is carried out in line with the
legionella policy and reported centrally to Estates
To review cleanliness monitoring standards and agree methods
To ensure Matron involvement in setting expectations of cleanliness standards and monitoring of
those standards on a monthly basis
TERMINAL CLEANING

Terminal cleaning is carried out by the Task team on request by a Ward when there is an infection or
when a patient has been discharged outside normal working domestic hours and the bed is required
quickly. In 2017/18 staff responded to 4,137 terminal clean requests.
Table 6 Terminal cleans
Terminal cleans
Terminal Cleans 2015/16

Apr
278

May
281

Jun
235

Jul
254

Aug
224

Sep
212

Oct
236

Nov
199

Dec
235

Jan
208

Feb
233

Mar
306

Total
2901

Terminal cleans 2016/17

222

272

259

307

286

267

289

340

351

292

318

287

3490

Terminal cleans 2017/18

217

281

386

346

352

352

349

257

311

419

368

499

4137

Table 7 Curtain changes
Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Total

Curtain changes 2015/16

179

188

151

167

124

123

175

114

178

134

157

184

1874

Curtain changes 2016/17

144

190

168

202

195

167

177

203

239

195

200

171

2251

Curtain changes 2017/18

149

171

262

303

252

252

237

208

235

317

267

308

2961

Curtain changes

CLEANLINESS SCORES

The 2017/18 cleanliness monitoring scores for clinical areas were as follows:
- Warrington: 95%
- Halton:
97%
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Table 8 Cleaning scores Warrington
WARRINGTON

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Cleanliness stats 2017/18

92%

94%

98%

96%

96%

94%

94%

94%

96%

93%

95%

97%

Table 9 Cleaning scores Halton
HALTON

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Cleanliness Stats 2017/18

100%

98%

95%

97%

97%

97%

97%

96%

97%

97%

97%

97%

PLACE (Patient Led Assessments of the Care Environment)

In 2017 the PLACE assessments were carried out throughout the Trust by a team of patient assessors,
Governors and representatives from Warrington and Halton Health Watch. This is facilitated and
supported by representatives from the Trust. Results from the assessments are detailed below, along
with National averages.
Table 10 Halton Hospital PLACE results
Domain
Cleanliness
Food
Organisation Food
Ward Food
Privacy, Dignity and Wellbeing
Condition, Appearance and Maintenance
Dementia
Disability

2017 Place
(Halton) %
99.91%
88.20%
85.82%
89.77%
82.20%
93.68%
66.13%
75.15%

2017 Place (Organisation)
Average %
99.96%
89.15%
86.05%
90.34%
83.82%
94.47%
66.93%
75.05%

2017 Place (National)
Average %
98.38%
89.68%
88.80%
90.19%
83.68%
94.02%
76.71%
82.56%

The following graph, produced by the Health and Social Care Information Centre, indicates comparison
WHH Place scores from 2013 – 2017 for Halton site:
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Figure 17 PLACE results Halton site

Table 11 Warrington Hospital PLACE results
Domain
Cleanliness
Food
Organisation Food
Ward Food
Privacy, Dignity and Wellbeing
Condition, Appearance and Maintenance
Dementia
Disability

2017 Place %
(Warrington)
99.97%
89.29%
86.09%
90.43%
84.08%
94.60%
67.05%
75.03%

2017 Place (Organisation)
Average %
99.96%
89.15%
86.05%
90.34%
83.82%
94.47%
66.93%
75.05%

2017 Place (National)
Average %
98.38%
89.68%
88.80%
90.19%
83.68%
94.02%
76.71%
82.56%
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The following graph, produced by the Health and Social Care Information Centre, indicates comparison
WHH Place from 2013 – 2017 for Warrington site:
Figure 18 PLACE results Warrington site

Following publication of the PLACE results from the Health and Social Care Information Centre, specific
focus was given to the domains that have scored below the national average, with the aim to improve
these scores by putting the following measures into place:
- Production of a PLACE Action Plan, circulated to Matrons to address and feedback
- Facilities to monitor progress and submit a monthly report to the Infection Control SubCommittee
- PLACE issues that require funding, will be included on Risk Registers, including Capital Funding
requests
- Monthly reporting and updates to the Patient Experience Group
- Estates and Facilities to work in liaison with the Dementia and Disability Trust Leads re Dementia
and Disability standards
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CORPORATE REPORTING

A report is submitted by Facilities to the Infection Control Sub-Committee on a bimonthly basis re
cleanliness standards scores, number of terminal cleans/curtain changes, process audits re-cleaning
hand wash sinks and PPE, ward kitchen monitoring, linen and pest control and waste on a biannual
basis.
TRAINING

The Domestic Staff receive specific theoretical and practical cleaning training as part of their induction,
which includes infection control elements and this is supported by subsequent refresher training.
Random process audits are also carried out to ensure that staff follow the correct procedure and wear
the correct personal protective equipment (PPE) when cleaning hand-wash sinks. Staff competency
audits are also carried out to ensure that domestics are working in accordance with their training and
the Trust Cleaning Standards Policy and Cleaning manual.
CLINICAL ACCESS/RESPONSIBILITY

The domestic staff are centrally managed by Facilities, however, the Ward Manager and the
Housekeeper are able to direct the domestic staff based on each ward regarding day to day priorities.
There is also close liaison with the Matrons, who have a specific responsibility for cleanliness standards
for their Clinical Business Unit.
Facilities also have a close working relationship with the Ward Housekeepers. The Domestic Task team
at Warrington also liaise closely with the Infection Control team and Estates when responding to
terminal/deep cleans on the Wards.
There are cleanliness standards notices displayed in Wards, Departments, Public corridors and sanitary
areas highlighting the frequency of cleaning in that area and also giving details of who to contact with
any issues relating to cleanliness.

INFECTION CONTROL AUDIT

The aim of the audit programme is to measure compliance with Trust polices/guidelines and the care
environment. This audit programme contributes to providing assurance that infection risks are
effectively managed within the Trust. Due to the 4 month period of reduced staffing within the Infection
prevention and Control Team only a limited number of audits were completed during the financial year.
The audits are carried out by the Infection Prevention and Control Nurses using an approved Infection
Prevention and Control audit tool. The audit tool has a total of 15 components however these are not all
relevant in all areas of the Trust. A rolling programme of audit is in place to cover all in-patient areas.
Audits are completed outside of the rolling programme when infection incidents occur.
Reports on findings are fed back to the nurse in charge of the clinical area at the time of the audit. This is
followed up by a written report within one week of the audit. The manager of the clinical area is
responsible for producing an action plan to address areas of non-compliance. The action plan should be
added to the Matron’s report to the Infection Control Sub-Committee where it will remain for
monitoring until all actions are completed.
Page 31 of 58

The compliance results from all audits are compiled to provide an overall compliance score for the Trust
of 94%.
Results

A total of 26 inpatient areas were audited. The majority of areas attained above 90% compliance. The
exception to this was Ophthalmology OPD (81%). Improvement actions were requested however
services have been temporarily relocated following a fire. Results are shown in figure 19.
Figure 19 Infection Control audit results by ward/department
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The total percentage compliance for each of the components is detailed in table 12.
Table 12 Audit Summary for each component
Environment
Ward Kitchens
Handling/Disposal of Linen
Departmental Waste
Safe Handling Disposal of Sharps
Patient Equipment (General)
Patient Equipment (Specialist)
Personal Protective Equipment
Short Term Catheter Management
Enteral Feeding
Care of Peripheral Intravenous Lines
Non-Tunnelled Central Venous Catheters
Isolation Precautions
Hand Hygiene
Overall Compliance

Total
87%
89%
96%
94%
94%
94%
99%
91%
96%
100%
94%
87%
100%
96%
94%

The lowest scoring components were general environment, ward kitchens and care of non-tunnelled
central venous catheters. Central venous catheters are only cared for on one ward outside of ICU/CCU.
A quality improvement initiative has been requested from the Lead Nurse for this area. Work is in
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progress to declutter wards by introduction of the well organised ward (productive ward) scheme. Ward
Kitchen audit scores are monitored at the Infection Control Sub-Committee. There is a programme of
deep cleaning in place to improve standards.
Other areas of concern identified from the audits include:•
•
•

Waste handling - 6 areas less than 90% compliant
Safe handling and disposal of sharps – 8 areas less than 90% compliant
Personal protective equipment – 11 areas less than 90% compliant
Discussion

It is not possible to compare the findings from this year’s audit programme with previous years due to
the low number of audits completed. The low number of audits completed does give cause for concern,
as this has an impact on the ability to provide assurance of policy/guideline compliance and suitability of
the care environment.
Concerns have been discussed at the Infection Control Sub-Committee in relation to general ward
environments and ward kitchens.
Partnership working with the Health and Safety Team and Workplace Health and Wellbeing is in place to
address concerns about sharps safety. This work was instigated in response to an increase in the
reported numbers of exposure incidents identified at Infection Control Sub-Committee meetings.
A number of actions have been initiated include combined Matrons and IPCN walkabouts to identify any
problems.
Limitations

The Infection Prevention and Control Team staffing was reduced due to a whole time equivalent vacancy
for 4 months within the last financial year. This led to a reduction in the number of audits being
completed.
Conclusion

Areas that were audited have received their audit results to: confirm good practice and identify where
improvement is needed to minimise infection risks and enhance the quality of the patient care
environment. The success of the audit programme relies on having robust action plans that are followed
through to completion to ensure improvement actions have been taken.
Recommendations

The programme of audit will continue so that assurance on compliance with Trust polices/guidelines and
the care environment can be provided. The approaches to targeting audits in areas with hospital
apportioned infection will continue.
The Infection Prevention and Control Team will evaluate infection prevention and control auditing tools
with other local Trust. This may lead to a change in the auditing tool used.
Discussion has taken place with the Facilities Manager and a strategy to improve standards in ward
kitchens requested.
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Sharps audit
An external audit of compliance with good practice in relation to sharps management is conducted
annually. The sharps bin supplier was invited (October 2017) into the Trust to conduct a Trust wide
sharps safety audit. The object of the audit was to establish whether or not sharps are disposed of in a
safe manner. The method used was to visit wards and departments and observe existing practices.
Results

One hundred and eleven (112) wards/departments were visited during the audit and four hundred and
ninety three (493) sharps containers were reviewed. The sharps containers were mainly supplied by the
company conducting the audit. The audit results showed:•
•
•
•
•
•
•
•

0 sharps containers with protruding sharps
4 that were not properly assembled
1 that was more than three quarters full
0 sharps container had the wrong lid on the wrong base
0 sharps containers were sited on the floor or at an unsuitable height
39 sharps containers were unlabelled whilst in use
23 sharps containers had significant inappropriate non sharp contents
19 sharps containers did not have the temporary closure in place

The audit recommendations included:•
Train staff in the assembly of sharps containers
•
Train staff to fill in labels at assembly
•
Train staff not to put non sharps in sharps containers
•
Train staff to put the temporary closure in place when unattended or when moved
•
Use a one-brand system
•
Re-audit within one year
The audit results demonstrated reasonably good compliance with sharps safety standards. Each area has
received a copy of the audit and been asked to improve compliance where standards were not met. The
audit has been rescheduled for October 2018.
Side room facilities survey
The Trust is legally required (Department of Health 2015) to provide or secure adequate isolation
facilities to minimise the risk of healthcare associated infection transmission. Due to changes in service
delivery e.g. change of ward function, availability of resources (side rooms) to isolate patients can
change within the Trust.
A trust wide survey was conducted showing that 13 side rooms were being used for non-clinical
functions (10 beds on the Warrington site and 3 beds on the Halton site). In addition Daresbury Unit has
closed which has resulted in the loss of access to 30 single side rooms all with ensuite facilities.
A number of the side rooms are in areas that are ring fenced for specific patient groups (e.g. stroke and
paediatrics). This further reduces the number of side rooms that can be accessed to isolate adult
patients with known or suspected infections.
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Most of the side rooms being used for alternative functions have retained facilities e.g. hand washing
sink, oxygen and suction points. These rooms could easily be converted back to clinical use. The Trust
has a recognised risk on the Trust wide/Infection Control Risk Register.
This reduction in side room facilities has resulted in an increased impact on infection control resources
to undertake risk assessments and provide advice on prioritisation for side room use when resources are
under increased demand. There will be continuous liaison with the Patient Flow and clinical teams to
support prioritisation of access to side rooms and the audit will be repeated within 1 year.
Saving Lives/High Impact Interventions
The Divisions have continued a rolling programme of audit to assess compliance with the Department of
Health’s High Impact Interventions Toolkit. Audit scores are mostly in the region of 90-100%. The results
are fed back to the ward teams and the Infection Control Sub-Committee. Action plans are produced, by
wards and departments, to correct areas where care improvements are required.
An increased in audits are requested when scores are below accepted standards. Matrons are directed
to show the audits drive improvements rather than being seen as a monitoring process.
Antibiotic Prescribing
During the 2017/18 FY, there has been 66 joint Consultant Microbiologist and Antibiotic Pharmacist
ward rounds carried out at Warrington hospital. The aim is to carry out 2 antibiotic ward rounds per
week; other commitments permitting. One ward round looks at patients on the “target antibiotics”:piperacillin/tazobactam (Tazocin®), meropenem, ciprofloxacin, teicoplanin, cefuroxime, co-amoxiclav
and levofloxacin. The use of these antibiotics is closely monitored throughout the Trust as they are
either:- broad-spectrum antibiotics that should be reserved for more difficult infections that are not
responding to first line antibiotics, or
- antibiotics that are more commonly associated with the development of Clostridium difficile
infection
Consequently we want assurance that these “target antibiotics” are being prescribed as per the
Antibiotic Formulary or following the advice of a Consultant Microbiologist and we want to ensure that
they are being reviewed in a timely manner and switched to narrower spectrum agents when culture
and sensitivity results become available or it is clinically appropriate to do so.
Prior to the introduction of the Anti-microbial Resistance (AMR) CQUIN in 2016 the second ward round
primarily focused on wards where there were concerns about compliance with the Trust Antibiotic
Formulary (picked up from the quarterly point prevalence audit) or those wards with higher rates of
Clostridium difficile infection or other healthcare associated infections (HCAIs). However the
introduction of the AMR CQUIN in 2016 to try and halt progression of AMR has meant that the focus of
this ward round has had to change. Antimicrobial resistance (AMR) has risen alarmingly over the last 40
years and it is thought that inappropriate and overuse of antimicrobials is a key driver. The fact that very
few new antimicrobials have come to the market in recent years coupled with an increase in total
antibiotic prescribing across England has led NHS England to set Trusts the target of reducing
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consumption of two key antibiotics namely piperacillin/tazobactam (Tazocin®) and meropenem. These
new targets have meant that extra emphasis and resources have had to be placed on reviewing patients
prescribed these 2 antibiotics and we use this ward round to review these patients.
Ward Pharmacists also refer patients for a review on the antibiotic ward round. Common reasons for
referral are:- Patient is deteriorating despite antibiotics and clinical team have requested a review and
have been unable to contact Consultant Microbiologist (CMM) for advice
- Patient is prescribed antibiotics that are non-compliant with the Antibiotic Formulary and
clinical team refusing to change antibiotics despite being challenged
- Culture and sensitivity results available to allow rationalisation of antibiotics but not actioned by
clinical team
- Patient appears clinically well and is suitable for oral step down or stopping antibiotics but the
team with clinical responsibility for the patient are not undertaking this or are requesting CMM
advice
Table 13 Total Number of Antibiotics Reviewed
Time period
April 2013 – March 2014
April 2014 – March 2015
April 2015 – March 2016
April 2016 - March 2017
April 2017 - March 2018

Number of patients reviewed
592
420
395
713
654

Number of antimicrobials
reviewed
770
579
545
829
905

A total of 654 patients and 905 antimicrobials were reviewed between April 2017 and March 2018.
These figures show that the appointment of a full-time Antimicrobial Pharmacist into post in August
2016 has had a significant impact on the number of patients who can be reviewed on the joint ward
rounds. 492 antibiotics were reviewed on the Tuesday “target” ward round and 413 were reviewed on
the Friday ward round which targets specific wards or piperacillin/tazobactam (Tazocin®) and
meropenem. In previous years there has been a significant difference in the number of antibiotics
reviewed on each ward round due to the different amount of time allocated to each round but each
ward round is now allocated a similar amount of Pharmacist and CMM time. Interestingly, fewer
patients were reviewed this year than in the previous year however, more antibiotics were reviewed.
This can probably be explained by the ongoing National Tazocin® shortage and CQUIN requirement to
reduce Tazocin® consumption. This has meant we have had to introduce an “alternative to
piperacillin/tazobactam formulary” which includes a number of 2/3 drug combination regimens for the
management of different infections that previously would have been treated with a single agent
(Tazocin®).
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Summary of Antibiotics Reviewed

Figure 20 indicates which antibiotics were reviewed on the ward rounds. 67.5% of the antimicrobials
which were reviewed were “target antibiotics,” which is similar to the previous year’s results (64%). The
small percentage increase may reflect the extra effort that is going in to reviewing those patients
prescribed piperacillin/tazobactam (Tazocin®) and meropenem in order to help the Trust try and achieve
the percentage reduction in use of these antibiotics required by the AMR CQUIN and manage the
ongoing National Tazocin® shortage. These 2 antibiotics alone made up 48.5% of all the antibiotics
reviewed on the ward rounds.
9 patients were reviewed who were not initially prescribed antibiotics but required intervention due to
laboratory reports or microbiology advice was sought by ward doctors when the Consultant
Microbiologist was on the ward.
Figure 20 Summary of antibiotics reviewed

Number of prescriptions (n=905)
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Summary of Ward Round Interventions

Of the 905 antibiotics reviewed, 90 antibiotics (10%) were stopped on the ward round and a stop/review
date was added to a further 133 prescriptions (15%). 219 antibiotics (25%) were changed to a more
appropriate antibiotic – this could be a change in IV antibiotic regimen or an IV to oral step down.
Changes were only made if the team looking after the patient could be contacted and the proposed
changes were discussed and agreed. The pie chart (Figure 20) below summarises the outcome of the
antibiotic reviews in more detail.
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Figure 21 Outcome of antibiotic reviews
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Summary of Antibiotics Stopped

90 antibiotics (10%) which were reviewed on the ward round were stopped because further antibiotic
treatment was considered unnecessary at that point as the patient had already received an appropriate
course length, there was no positive microbiology to indicate that that antibiotic was required or there
was duplication in antibiotic cover. Antibiotics were stopped only if the team with clinical responsibility
for the patient could be contacted and they agreed with the Consultant Microbiologists
recommendations. When the team with clinical responsibility for the patient could not be contacted on
the ward round no changes were made to the prescriptions at the time of the ward round however a
note was left on the patients EPR documenting that a discussion with a Consultant Microbiologist was
required. These discussions often occur after the ward round and therefore it is not possible to include
the outcome of all these discussions in the data collection.
Summary of Piperacillin/tazobactam (Tazocin®) and Meropenem Reviews
Extra effort has gone into reviewing these 2 key antibiotics to help the Trust try and achieve the National
AMR CQUIN and manage the National stock shortage of Tazocin®. Graph 2 below shows the outcome of
the reviews.
A total of 337 prescriptions for piperacillin/tazobactam (Tazocin®) and 102 Meropenem prescriptions
were reviewed over the 12 month period. Following the ward round review we were able to stop/
change treatment for 40% (138) of the prescriptions for piperacillin/tazobactam (Tazocin®) and 25% (25)
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of the Meropenem prescriptions. Stop or review dates were added to a further 59
piperacillin/tazobactam (Tazocin®) prescriptions and 31 Meropenem prescriptions.
Figure 22 Summary of Piperacillin/tazobactam (Tazocin®) and Meropenem Reviews
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Benefits of the ward round

The joint Consultant Microbiologist and Antibiotic Pharmacist ward rounds are beneficial because they
provide a good educational opportunity for the Consultant Microbiologists and pharmacist to educate
the junior doctors on antimicrobial resistance and promote prescribing as per the Trusts Antibiotic
Formulary.
Before the patient is seen on the ward, the Consultant Microbiologist and Pharmacist review any recent
microbiology and blood result’s which allows antibiotic treatment to be tailored as appropriate. When
reviewing the microbiology we also look for any history of multi-drug resistant organisms which will
influence prescribing decisions. The ward rounds ensure that patients are exposed to fewer days of
broad spectrum antimicrobial cover and ensure patients are changed to more appropriate antibiotic
treatment in a timelier manner. The ward rounds improve patient safety as it can reduce the risks
associated with antibiotic treatment particularly those with a narrow therapeutic window.
Cost savings have been made by stopping unnecessary antibiotics, changing antibiotics to more
appropriate treatment and adding stop dates to courses of antibiotics.
Nursing time can also be saved by the appropriate stopping of antibiotics, particularly intravenous
antibiotics.
The ward rounds also help the Trust to manage antibiotic shortages.
Future developments

The antimicrobial ward rounds could be expanded so that more patients on antibiotics are reviewed,
this is currently limited by the Consultant Microbiologist and Antibiotic Pharmacists other commitments.
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At present, we are not able to follow up all patients who are reviewed on the ward round to review their
progress unless the ward team contact the microbiologists directly or the ward pharmacists are asked to
follow up. With additional staffing resources more patients could be seen and a follow up process
introduced. More regular feedback to prescribing teams may also drive further improvements in
antimicrobial stewardship within the Trust, but again this would require additional resources.
Matching Michigan
The Trust’s ICU is participating in this initiative to reduce the incidence of central venous catheter
infections. The data for the 2017/18 financial year is displayed in figure 22.
Figure 23 Matching Michigan data
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The Trust’s overall rate has been consistently below that of Michigan since January 2011.
The ICU also collates data on ventilator associated pneumonias (VAP). This facilitates identification of
trends of bacterial pneumonia in ICU patients who are mechanically ventilated. Data for the 2017/18
year is displayed in figure 23.
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Figure 24 VAP data
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TARGETS AND OUTCOMES
Activities
The Infection Prevention and Control Team has been involved in a number of initiatives within the Trust
to promote the importance of infection prevention and control. These include:•
•
•
•
•
•
•
•
•
•

Antimicrobial Management Steering Group
Water Safety Group
Hand hygiene awareness raising events
On-call service (Medical Microbiology and Infection Control)
Unannounced spot checks
Infection prevention and control link staff group
Environmental hygiene group
Response to complaints
Response to litigation
Response to FOI requests
Updated policies and guidelines

The following documents were revised during the financial year and where appropriate ratified by the
Infection Control Sub-Committee:•

SOP for Filmarray testing stool samples
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•
•
•
•
•
•
•

Blood culture policy
SOP for use of HPV equipment
SOP for mattress inspection and cleaning
Hand hygiene training booklet
Hand hygiene training strategy
Assessing infection risk guidelines
Multidrug resistant organism guidelines
Information leaflets

•

Viral gastroenteritis patient information leaflet
Other documents

•
•
•
•
•
•

Clostridium difficile – toolkit for case investigation
MSSA bacteraemia post infection review toolkit
Assurance framework – Infection prevention and Control Team structure
Terms of reference - Infection Control Sub-Committee
Infection Control Sub-Committee Work Plan 2017/8
Infection Control Strategy 2016 - 2019

Revised and updated infection control policies, procedures and information leaflets are available from
the Trust’s intranet.
Contribution to other initiatives
Capital Projects

The Infection Prevention and Control Team participated in Estates Safety and Risk Meetings. All areas
that have undergone upgrade work have been reviewed and signed off by the Infection Prevention and
Control Team prior to re-occupation by patients.
Estates projects

•
•
•
•
•
•

Frailty assessment unit
Relocation of C21/CCU
Upgrade to Butterfly Suite
Upgrade of Dental Unit
Relocation of Ophthalmology
Relocation of diabetic foot clinic
Group documents

•
•

Terms of reference Decontamination Group
Terms of Reference Infection Control Sub-Committee

External groups
The Infection Prevention and Control Team participated in the following external groups:•

5 boroughs Partnership Mental Health Trust Infection Control Committee
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3 Boroughs Public Health Infection Control Committee
Public Health Forum (Public health England)
Health Protection Forum – Warrington Borough Council
Northwest Antimicrobial resistance Steering Group
IPC strategic collaborative – NHS England
Multi-agency C difficile Review meeting

•
•
•
•
•
•

External reviews
• Dynamic mattress decontamination facility

TRAINING ACTIVITIES

The Infection Prevention and Control Team continue to provide a structured annual programme of
education. This includes an Infection Control E-Learning package for clinical staff. The following sessions
are included in the infection control training plan. Overall attendance at training sessions was 83%
across the Trust at the end of the financial year.
Trust corporate induction: All new starters via E-Learning
Mandatory training: All staff
Infection Prevention and Control (and Sepsis) Link Staff
1 day placements/shadowing scheme
•
•
•
•

F1 Doctors
Student Nurses
Trainee Nursing Associates
Trainee Assistant Practitioners

Medical Students
•
•

Infection Prevention and Control
Various infection/microbiology topics

F1/F2 Doctors
•
•
•

Induction and updates
Blood culture specimens (indications and technique)
Antimicrobial prescribing

Consultant Mandatory Infection Prevention and Control Training
Ad hoc clinical based teaching
Single point lessons in response to incidents on:Page 43 of 58

•
•
•
•
•
•
•

MRSA screening and suppression therapy
Clostridium difficile management
Use of personal protective equipment
Viral gastroenteritis outbreak management
CPE screening
Personal protective equipment
Isolation priorities

Infection prevention and control activities
The Infection Prevention and Control Team have worked hard throughout the year to deliver the annual
work plan. This includes provision of clinical advice, education and training, audit, policy
development/review, surveillance, and input into complaints, FOI requests and Estates and Facilities
issues.
Training attended/ provided by Infection Prevention and Control Team Members

Dr Zaman Qazzafi - Consultant Microbiologist
Apr 17-Mar 18

Grand Round presentations

6/4/17

Year 4 Medical Student Microbiology teaching

6/9/17

Skin and Skin Structure infections - New management paradigms

14/9/17

FY1 doctors teaching – antibiotic stewardship and aseptic technique for
collecting blood cultures

25/9/17 & 5/12/17

Regional Microbiology Audit meetings

4/10/17

NHSI Gram Negative Bacteraemia Reduction Initiative meeting – PIN
event

21/12/17

NW Mycology Meeting – A regional, national and international fungal
update

19/02/18

Presentation to Elderly Care Medical Staff on ‘Bacterial Meningitis’

13 and 14/3/18

Consultant Clinical Leadership Programme

Dr Thamara Nawimana – Consultant Microbiologist/Infection Control Doctor
22nd – 25th Apr 17

Attended 27th European Congress of Clinical Microbiology and Infectious
Diseases conference in Vienna

5/7/17/17

Participated in clinical audit on effectiveness of antibiotic ward rounds

25/09/17

Attended to Regional Audit meeting on Diabetic foot infection

11/10/17

Presented an audit of the diagnosis & treatment of infective
endocarditis

25/09/17

Attended to Regional Audit meeting on Diabetic foot infection
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01/12/17

Attended Grand round lecture on Sepsis

21/02/18

Attended Infection prevention & control conference in London

Lesley McKay – Associate Director for Infection Prevention and Control
24/05/17

DIPC Network and DIPC Development programme: speaker
presentations, discussion sessions and networking

13/06/17

SYPOL COSHH management system

12th – 13th Sep 17

Effective investigating workshop

28/09/17

NHSE HCAI network meeting

13/12/17

IPS Meeting; presentations and discussions

26/01/18

HMS Coroner role

E. coli bacteraemia collaborative (Health economy group) meetings
4th and 6th Dec 17

Participation in external review of IPC service

Helen McLaren – Infection Prevention and Control Nurse
4/10/17
NHSI Gram Negative Bacteraemia Reduction Initiative meeting – PIN
event
Karen Smith – Infection Prevention and Control Nurse
11th Oct 17
Hydrogen peroxide vapour decontamination training

Jacqui Ward – Antibiotics Pharmacist
Quarterly

North West Antimicrobial Pharmacist Group educational session

CONCLUSION

This has been a very challenging year for the Infection Prevention and Control Team due to the noted
increase in influenza cases and reduction in team staffing. It is to their great credit that these issues have
been managed alongside a proactive agenda to address Clostridium difficile and bloodstream infections
from MRSA/MSSA and E.coli. Concurrently they have maintained attention to a demanding audit,
education and training and surveillance work plan.
Assurance on the prevention and control of infections is provided by a matrix approach of updating
policies in light of best practice/legislation; robust and regular auditing of policies and practice; spot
checks and self-assessment. Although there was a reduction in auditing there was an increased focus to
areas where risks were identified, which was appropriate for immediate patient safety concerns.
The assurance framework, which is forwarded to Commissioners each month, demonstrated compliance
with the Health and Social Care Act (2008) Code of practice and summarises the Trusts position against
key performance indicators. Alongside the high level briefing papers submitted to the Quality
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Committee and Board reports, these documents give the Trust Board assurance about infection control
activities and outcomes.
Gratitude is extended to the Infection Prevention and Control Team for maintaining their proactive
leadership of a challenging and extremely busy agenda.

3. ACTIONS REQUIRED/RESPONSIBLE OFFICER
The Board is asked to receive the Infection Prevention and Control Annual Report and note the progress
made.
To note the revised mandatory reporting requirement and additional actions required.

4. IMPACT ON QPS?
Q = Improvements to quality by reducing cases of healthcare associated infection
P = Training of staff to care for patients with suspected/diagnosed infections
S = Risk of contractual penalties if healthcare associated infection thresholds are exceeded

5. MEASUREMENTS/EVALUATIONS
Progress against the Infection Control Sub-Committee work plan:•
•
•
•

healthcare associated infection surveillance data
action plans
strategy
education and training

6. TRAJECTORIES/OBJECTIVES AGREED
Nationally set Clostridium difficile threshold of 26 cases
Zero tolerance to avoidable MRSA bacteraemia cases
Reduction target (health economy) for Gram negative bloodstream infections
National Sepsis and AMR CQUIN

7. MONITORING/REPORTING ROUTES
Infection Control Sub-Committee
Quality and Assurance Committee
Patient Safety and Clinical Effectiveness Committee
Trust Board
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8. TIMELINES
Financial year 2017/18

9. ASSURANCE COMMITTEE
Infection Control Sub-Committee

10. RECOMMENDATIONS
Annual Work plan to be delivered including:Continue to improve compliance with the Health and Social Care Act (2008) Code of practice on
preventing infections and related guidance (2015)
Continue work against the action plans for reduction of healthcare associated infections:• Staphylococcus aureus bacteraemia reduction (MRSA/MSSA)
• Clostridium difficile infection reduction
• Gram Negative bloodstream infection reduction
Complete actions following external review.
Establish GNBSI reduction working group
Increase infection control audits to demonstrate compliance with policies and guidelines.
Complete all Policy reviews.
Complete actions listed in the IPC Strategy and redevelop this for the next 3 years
Kimberley Salmon-Jamieson
Chief Nurse
Director of Infection Prevention and Control (DIPC) from September 2017
June 2018
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Appendix 1 ANNUAL WORK PROGRAMME 2018/19

Progress against this action plan will be monitored at the ICSC bimonthly. Updates will be made where additional activities are identified.
GOVERNANCE
Develop action plan following external review (monitor progress at ICSC)
Review of ICSC Terms of Reference and IPCT infrastructure
DIPC annual report
Quarterly reports to Quality and Assurance Committee
Bi-annual DIPC reports to Trust Board
Risk register monthly review
Assurance Framework monthly submission to CCG
HLBP submission to PSCE; QA; and H and S committees
RCAs/PIR of HCAI incidents: Monitoring of associated action plans linked to CBU Governance Frameworks and demonstration of learning
Review of action plans for HCAI reduction including GNBSI; C. difficile and Staphylococcus aureus bacteraemia cases
Submission of C. difficile RCA findings to the CCG panel for review to assess for lapses in care
Review of revised C. difficile Objective for 2018/19
Review of revised MRSA bacteraemia PIR process
IPCT team building away day
Review of progress against this work plan and the IC strategy
Provision of commentary for Trust Quality Account
Code of Practice for prevention of HCAIs – compliance assessment
Revision to ICSC reporting template – to create HLBP
Review of HCAI reduction action plans (Staphylococcus aureus; C. difficile and GNBSI)
Other Committee attendance/Group provision
Antimicrobial Stewardship Group
Bed meetings
CCG CDT review panel meetings
CDT MDT
CCG RCA review meetings
Decontamination Group
Event planning group
GNBSI operational group – external
GNBSI operational group – internal
HCAI Network PHE
Health and Safety Sub-committee
Health Protection Forum WBC

Target date
Apr 2018
Apr 2018
May 2018
Quarterly
Monthly
Monthly
Monthly
Bimonthly
Per case
Per case
Quarterly
Apr 2018
Apr 2018
Sep 2018
Bimonthly
Apr 2018
Quarterly
May 2018
Quarterly

Leads
ADIPC
Deputy DIPC
ADIPC
ADIPC
ADIPC
ADIPC
ADIPC
ADIPC
LNs
LNs
LNs / ADIPC
ADIPC
ADIPC
ADIPC
ADIPC
ADIPC
ADIPC
ADIPC
ADIPC

Quarterly
Daily
Quarterly
Weekly
Each case
Quarterly
Monthly
Quarterly
Quarterly
Quarterly
Bimonthly
Quarterly

Deputy DIPC
IPCNs
ADIPC
CL
ADIPC
ICD / ADIPC
ADIPC
CCG
Deputy DIPC
IPCNs
ADIPC
HMcL

May

Jul

Sep

Nov
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Jan

Mar

ICSC
Submit HCAI data to Communications team
Annual review of ToRs for ICSC; operational IC group
Action plan for next financial year
ICU/IPCT meetings
Incident meetings
IPCT meetings
IPS meetings
Medical Devices group
Nursing & Midwifery Forum
Nutritional steering group
NWB ICC
Operational IC & Environment Group
Patient Safety and Clinical Effectiveness
PIR Staphylococcus aureus bacteraemia meetings
Quality and Assurance Committee
Safer sharps group meeting
Theatre IC group
Water safety group
Workplace Health & Wellbeing Meetings
Surveillance
Compliance with mandatory reporting of MRSA; MSSA; C. difficile; GNBSIs (E. coli, Klebsiella and Pseudomonas)
Mandatory reporting data validation and timely sign off
MSK compliance with Mandatory orthopaedic surveillance
Zero tolerance to MRSA bacteraemia cases
CPE admission screening
SSSI
HCAI surveillance reports – weekly to Chief Nurse, Associate Chief Nurses, Lead Nurses and Matrons
Surveillance of HAI alert organisms (MRSA, VRE, CDT etc.)
HCAI reporting for Trust dashboards with commentary
HCAI reporting to ICSC dashboards
Pseudomonas surveillance in Augmented care area (ICU and NNU)
VRE surveillance
Complete Quarterly Mandatory Laboratory returns and submit to PHE
Antibiotic ward rounds daily on ICU and ward B18

Target date
Bimonthly
Monthly
Annual
Annual
Biannual
As required
Fortnightly
Quarterly
TBC
Monthly
Monthly
TBC
Bimonthly
Bimonthly
Each case
Bimonthly
Monthly
Monthly
Quarterly
Biannual

Lead
IPCT
IPCNs

Monthly
Monthly
Quarterly
Monthly
Monthly
Quarterly
Weekly
Daily
Monthly
Bimonthly
Fortnightly
Fortnightly
Quarterly
Daily

IPCNs/ ADIPC
ADIPC
LN MSK
ALL
IPCNs
LN DD
IPCNs
IPCNs
ADIPC
ADIPC
IPCNs
IPCNs
Deputy DIPC
CMMs

May

Jul

Sep

Nov

Deputy DIPC/ADIPC

ADIPC
Deputy DIPC
IPCT
IPCT
IPCNs
HMcL
ADIPC
CL
Deputy DIPC
ADIPC
ADIPC
ADIPC
ADIPC/DIPC
CL
HMcL
ICD / ADIPC
TBC
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Jan

Mar

Environmental cleanliness / monitoring
Environmental cleanliness monitoring
Participate in PLACE assessments
Matron and IPC Walkabouts
Estates PAM assessment
Legionella Assessments and compass flushing reports
Monitor progress with carpet removal and dishwasher installation
Isolation facilities audit – side room use
Audit
Audit Programme (IPC led) against standard precautions with reporting to ICSC
Revise current audit programme for IPC policies in line with the Quality Metrics programme and review revised publication of HII audits
Hand hygiene audits
MRSA pre-operative screening audit
MRSA screening compliance audits
Support areas requiring improvements identified on the Quality Metrics programme
Policy and Guideline review
Antibiotic Formulary
ANTT policy
Cleaning manual
Group A Streptococcus Policy
Hand Hygiene Policy
Infection Control Policy
Waste Management Policy
Operational Policy for the Cohort Ward
Mandatory reporting of HCAIs to the DCS
Pest Control Policy
PPE Guidelines
Reporting infections (staff and service users)
Terminal cleaning guidelines
VHF
Standard Precautions guidelines
Clostridium difficile guidelines
Chickenpox guidelines
Safe handling and disposal of waste
Viral gastroenteritis guidelines
Spillage of blood and body fluids
Notification of Communicable diseases
Influenza Policy

Target date
Monthly
May 2018
Monthly
Annual
TBC
Bimonthly
Annual

Lead

Annual
Sep 2018
Weekly
Quarterly
Monthly
Monthly

IPCNs
IPCNs
LNs
LN DD
IPCNS
IPCNs

May 2018
July 2018
May 2018
May 2018
Jul 2018
Jul 2018
Jul 2018
May 2018
Jul 2018
Jul 2018
Jul 2018
Jul 2018
Sep 2018
Sep 2018
Sep 2018
Sep 2018
Sep 2018
Sep 2018
Nov 2018
Nov 2018
Nov 2018
Nov 2018

Deputy DIPC/ABP
ADIPC

Facilities Manager

May

Jul

Sep

Nov

IPCNs/ LNs
Matrons /IPCNs
ADE
ADE
Deputy DIPC
IPCNs

Facilities Manager

ICD/ ADIPC
ADIPC
ADIPC

Facilities Manager

LN Sp. Medicine
ADIPC

Facilities Manager

ADIPC
ADIPC
ADIPC
ADIPC
ADIPC
ADIPC
ADIPC
ADIPC
ADIPC
ADIPC
ADIPC
ADIPC
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Jan

Mar

Isolation of immunosuppressed patients
Outbreak Policy
Closure of rooms wards, departments and premises to new admissions
Care of deceased patients
Isolation Policy
Awareness raising events
Replacement of hand hygiene sanitiser dispensers at ward entrances
Uniform and workwear promotion for Global Hand washing Day
October IC week
November Antibiotic Awareness
Seasonal flu campaign with WHWB
Education
Provide Mandatory training for IPC supporting areas with low compliance figures
Revise E-Learning package for IPC
Develop ANTT E-Learning package and develop competency assessment framework and annual updates
Participate in Grand Round Presentation on UTI pathway and GNBSI reduction
Provide single point lesson training in response to incidents

Target date
Jan 2019
Jan 2019
Mar 2019
Mar 2019
Mar 2019

Lead
ADIPC
ADIPC
ADIPC
ADIPC
ADIPC

Apr 2018
May 2018
Oct 2018
Nov 2018
Dec 2018

IPCNS
IPCNS
IPCNs
IPCNs
WHWB

Monthly
May 2018
May 2018
Jun 2018
As required

IPCNS
ADIPC
ADIPC
IPCT
IPCNS

May

Jul

Sep

Nov

Page 51 of 58

Jan

Mar

Appendix 2 - Infection Prevention and Control Strategy

Infection Prevention and Control Strategy
2016 -2019

Trust Strategy
The Trust has introduced a framework that takes into account quality, people and sustainability to
develop strategies for success. This Infection Prevention and Control strategy is linked to these
building blocks and the Trust strategic objectives as detailed below.


Quality
o Reduce avoidable harm from preventable healthcare associated infections (HCAIs)
o Provide a clean and safe environment to improve patients’ experiences of the healthcare
journey
o Provide evidence based care
o Board assurance framework - Care Quality Commission (CQC) compliance for quality
o To ensure that all care is rated amongst the top quartile in the North West of England for
patient safety, clinical outcomes and patient experience



People
o Education of all employees to ensure a competent workforce
o To have a committed, skilled and highly engaged workforce who feel valued, supported
and developed and who work together to care for our patients



Sustainability
o Compliance with legislation and regulation
o Board assurance (national and local mandatory operational targets)
o Liaison with procurement to promote financial viability without compromising quality
o To deliver well managed, value for money, sustainable services
o To work with our partners to consolidate and develop sustainable, high quality care as part
of a thriving health economy for the future

Trust Values
Warrington and Halton Hospitals NHS Foundation Trust has introduced a set of values and
behaviours to shape the delivery of high quality, safe and effective health care for patients. This
strategy also takes into account these values.
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Infection
Prevention and Control Team (IPCT) Values
The Trust recognises that good infection prevention and control is essential to ensure safe care by
reducing the risks of acquiring healthcare associated infections to a minimum for patients, staff and
visitors.
The IPCT places the patient central to all actions and promotes:• high quality care and treatment
• collaborate with all members of our Trust and external partners
• operation within an ethical framework through openness and transparency (Duty of
Candour)
Mission Statement

The IPCT mission is to: ‘Ensure no patient is harmed by a preventable infection’.

Infection Prevention and Control Strategy
This strategy has been developed by drawing together existing work streams into an overarching
document. This strategy will be reviewed bi-annually to assess progress against 15 key areas.
1. Compliance with legislation/regulation

The CQC judges the Trust on how it complies with the registration requirements for cleanliness and
infection control by compliance with the 10 criterion in the ‘Code of Practice’ for prevention and
control of infections. Table 1 provides information on the current compliance level.
Table 1 – Compliance with the Code of Practice for Prevention of HCAIs
Criterion
1. Systems to manage and monitor the prevention and control of infection

Assessment

Partially
compliant

2.

Provide and maintain a clean and appropriate environment in managed premises that
facilitates the prevention and control of infections

Partially
compliant

3.

Ensure appropriate antibiotic use to optimise patient outcomes and to reduce the risk of
adverse events and antimicrobial resistance

4.

Provide suitable accurate information on infections to service users and their visitors and any
person concerned with providing further support or nursing/medical care in a timely fashion
Ensure prompt identification of people who have or are at risk of developing an infection so
that they receive timely and appropriate treatment to reduce the risk of transmitting
infection to other people
Systems to ensure that all care workers (including contractors and volunteers) are aware of
and discharge their responsibilities in the process of preventing and controlling infection
Provide or secure adequate isolation facilities

Partially
compliant
Compliant

5.
6.
7.
8.
9.

Secure adequate access to laboratory support as appropriate
Have and adhere to policies designed for the individual’s care and provider organisations
that will help to prevent and control infections
10. Providers have a system in place to manage the occupational health needs of staff in relation
to infection
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Compliant
Compliant
Partially
compliant
Compliant
Compliant
Compliant

 An Action plan is in place to address areas of partial compliance which is reviewed quarterly
2. Reduction in avoidable HCAIs

The IPCT members provide a link between the laboratory and clinical teams and provide advice
on the appropriate management of patients with known or suspected infections.
The Trust participates in the mandatory:
• enhanced MRSA, MSSA and Escherichia coli bacteraemia and Clostridium difficile infection
surveillance scheme
• surgical site infection surveillance - orthopaedic category
 Action plans are in place for the reduction of MSSA/MRSA bacteraemia and Clostridium
difficile infection which are reviewed quarterly
 A robust process is in place with clinical teams to investigate HCAI incidents and ensure action
plans are completed to promote learning
3. Hand hygiene

Timely and effective hand hygiene is fundamental to preventing transmission of infections.
 Audits will be carried out to assess compliance with Trust Policy
 Awareness raising events will be carried out to keep this at the forefront of the IPC agenda
 A review of hand hygiene signage will be carried out
4. Surveillance

Surveillance on the mandatory reportable HCAIs is conducted monthly and learning from HCAI
incidents is shared by:• including findings from incident investigations at infection control training sessions
• reports to Divisional Integrated Governance Groups
• review of reports from high profile nationally reported HCAI incidents and conducting gap
analysis against Trust processes
There is a focus of activity on mandatory HCAIs. Attention is required to ensure risks are minimised
for other HCAIs.
 A review of IT surveillance systems is in progress to enhance surveillance to improve
detection of potential outbreaks (NICE QS 61)
 A programme of surveillance of surgical site infection is required (NICE QS 49)
5. Education and training

The IPCT provides education and training by a number of different media. This includes a selfdirected e-learning package, taught sessions and single point lessons. Feedback on taught training
sessions has been provided and revision to slide layout completed.
A plan is in place to review training methods. This will ensure all learning preference styles are
considered
o A workbook will be developed to aid learning
 Peer feedback will be requested from training sessions to drive further improvements and
Infection Prevention and Control Nurses (IPCNs) will undertake reflection for revalidation
purposes
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6. Policies and guidelines

A number of policies and guidelines are in place, as specified by the Code of Practice to guide staff on
management of patients with known or suspected infections. Some of the policy documents are
beyond their review date.
 A policy recovery plan is in place to ensure all documents are updated in line with current
formatting requirements
7. Audit

A proactive programme of audit for all ward and departments is in place to assess compliance with
infection prevention and control policies, guidelines and Standard Operating Procedures. Managers
are asked to complete action plans to address any areas of non-compliance. Additional audits will be
undertaken in response to any HCAI incidents/identified clusters of infection.
 Progress against the audit programme and action plans will be monitored monthly
8. Antimicrobial stewardship

The Trust has an Antimicrobial Stewardship Group and has appointed a full time Antibiotics
Pharmacist. Work is in place to meet the national Commissioning for Quality and Innovation (CQUIN)
for empirical review of antimicrobial treatments and reduction in antibiotic consumption.
 Membership of the Antimicrobial Stewardship group is under review following departure of
Consultant members
 Discussion is required with the CCG on the reduction in consumption of the main antibiotic
used to treat sepsis
 Work is required to meet the requirements of Criterion 3 of the ‘Code of Practice’
 Participation in national antibiotic awareness raising events including education of the public
9. Clean and safe environment

The cleaning service is provided in-house. Concerns exist in relation to standards of environmental
cleanliness and decontamination following known high risk infections. The Trust has a robust
programme of inspections and a process in place to feedback findings for action.
 Compliance with the current PAS specification for hospital cleanliness will be achieved
 Annual PLACE assessment will be conducted and an action plan generated to address findings
 A bid will be placed for purchase of hydrogen peroxide environmental decontamination
equipment
 The Environment Group will be strengthened by Matron level engagement and will review
roles and responsibilities for cleaning (Matrons Charter)
 The Decontamination and Water Safety Groups will meet Quarterly and activity will be
monitored by the ICSC
10. Access to isolation facilities

The IPCNs work closely with the Patient Flow Team to optimise side room use. There are competing
priorities for these scarce resources.
 Audit available isolation facilities
 Work with clinical teams to recover facilities in use as offices
 Continue to work with the Patient Flow Team to prioritise access
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11. Recognition and management of risks

Risks are added to the risk register as they are identified. Actions are in place to address identified
risks.
The IPCNs will contribute to responses to complaints, litigation and freedom of information requests
as requested.
 Review Risk Register monthly
12. Stakeholder engagement and feedback

We actively welcome suggestions to improve our processes to ensure the safety of patients, staff
and visitors.





3600 feedback on the IPC service provision
Benchmarking/peer review with other Trusts
Patients will be invited to participate in IPC audits in addition to PLACE assessments
Review of the current IPCT structure will be carried out

13. Embedding infection prevention and control at all levels of the organisation

Good management and organisational processes are crucial to ensure that excellent standards of
infection prevention and control are maintained as part of everyday practice. This requires
commitment and active involvement of all employees. It is everyone’s responsibility to report and
respond to any concern or issue with regards to infection, prevent and control.
 Addition of an IPC objective to all staff PDRs (NICE QS113)
14. Trust Board appraisal of infection prevention and control

The Trust Board will be well informed of IPC issues.





Monthly high level briefing reports to the Quality Committee
Biannual reports to Trust Board
DIPC Annual report/account of IPC activity
Non-executive and Executive Directors will be invited to participate in walkabouts to
review environmental standards of cleanliness

15. Monitoring and communication of the strategy

The strategy will be monitored by the ICSC bi-annually. Progress updates will be provided to the
Quality Committee and the Trust Board (bi-annually). An account of the whole year’s activity will be
provided by an annual report submitted to the Trust Board.
It is vital that the infection prevention and control process is communicated and embedded
throughout the organisation. The IPCT will link with the communication department to ensure key
messages are shared with relevant stakeholders. This will include external reporting via the quality
contract meeting and internally by existing Trust communication channels.
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