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Executive Summary  
 
Infection prevention and control is a priority at Bedford Hospital NHS Trust and 
our aim is that no avoidable infections occur. This year was very successful for 
infection prevention and control at Bedford Hospital NHS Trust.  
 
We achieved a 38% reduction  in MRSA bacteraemia compared to 2007/08, 
finishing the year below our set ceiling of eleven cases and with no MRSA 
bacteraemias in the last five months of the year. Of the ten cases we recorded, 
four were acquired in the hospital and the remaining six were pre-48 hour cases 
(community cases). We will continue to work closely with our colleagues across 
the health economy in order to reduce these numbers even further.   
 
We also achieved a 56% reduction  in our Clostridium difficile cases, finishing 
the year below our set ceiling of ninety-eight cases, and attained our three-year 
reduction target within one year.  
 
We introduced universal MRSA screening  two years ahead of the Department 
of Health schedule. 
 
Our hand hygiene compliance rates continued to improve to an average of 94%, 
with 13% overall improvement during the year. We introduced a “zero tolerance 
to non-compliance” approach.  
 
We continued to invest in improving the environment, with the installation of 
additional hand hygiene basins, refurbishment of sluice rooms and patient 
hygiene facilities. We installed “Clean Zones” at the entrances of wards, 
dedicated areas for the preparation of intravenous therapy, and undertook an 
extensive infection prevention and control signage project.  
 
We also invested in environmental cleanliness, and introduced a team of clinical 
equipment cleaners to support the domestic and nursing staff.  
 
An innovative new development programme was introduced for senior nursing 
staff, to support them to embed high standards of practice in infection prevention 
and control.  
 
An appointment to a new post of Invasive Devices Nurse was instrumental in 
relaunching the care bundles for urinary catheters, peripheral cannulae and 
central venous catheters.  
 
We launched our three-year strategy, “Every Infection Matters”, as a framework 
for our goal of no avoidable infections , and to which every staff member at 
every level needs to continue to work hard to achieve.  
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Infection Prevention and Control Arrangements and B udget 
Allocation  
 
The Infection Prevention and Control Team is currently arranged as follows: 
 

 
 
 
 
 
Hospital Infection Prevention and Control Committee  
 
The DIPC chairs the Hospital Infection Prevention and Control Committee and 
reports through the Executive Management Group to the Trust Board. The DIPC 
also submits a monthly report directly to the Board. 
 
The HIPCC meets six times a year and has representation from across the Trust. 

Chief Executive Officer  
(overall responsibility) 

Director of Infection 
Prevention and Control  
(also Director of Nursing 

and Patient Services) 

Infection Control Doctor  
0.2 WTE 

Lead Nurse, Infection 
Control 
1.0 WTE 

Infection Control Nurses  
2.0 WTE  

Antimicrobial Pharmacist  
0.1 WTE 

 

Infection Control Service  
Administrator  

1.0 WTE  

 

Invasive Devices Nurse  
1.0 WTE from September 

2008 (one year 
secondment) 
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Cost and Savings of Healthcare Associated Infection  
 
The financial burden imposed on the NHS by HCAI is complex to calculate and 
multi-factorial. This is not a unique situation; non-UK countries also report 
difficulty in estimating the cost of HCAI.  
 
The Department of Health (DoH) published an “HCAI Productivity Tool” 
(Department of Health, 2006). This tool allows Trusts to estimate the current 
financial and operational costs directly attributable to MRSA bacteraemias and 
healthcare-associated infection more widely. It also estimates the number of 
additional bed days attributable to healthcare associated infection. This is a 
mathematical model that makes assumptions about the cost attributable to HCAI, 
based on various published sources. Actual MRSA bacteraemia numbers are 
shown for 2003/4 – 2008/9. It is important to note that this tool is for guidance 
only and is a general estimate. 
 

 
Some of the assumptions made are as follows: 
 

o As the total number of HCAI in each Trust is unknown, the tool uses an 
estimate of 300,000 as the total number of HCAI in England annually, as 
estimated by the National Audit Office. 

o It is assumed that the HCAI are distributed across Trusts in proportion to 
the Trust level distribution of MRSA bacteraemias. Therefore, if a Trust 
accounts for 1% of all MRSA bacteraemias in England, it is assumed that 
it will also account for 1% of total HCAI. 

o The tool presents two scenarios. The first scenario looks only at MRSA 
bacteraemias and assesses the cost and bed days associated with these 
bacteraemias. 

  2003/04 2004/05 2005/06 2006/07 2007/08 2008/9 

Number of MRSA 
Bacteraemias 26 9 32 27 16 10 

Excess Cost- 
MRSA  £111,349   £38,544   £137,045   £115,632   £68,523   £42,827  
Additional Bed 
Days- MRSA 
bacteraemia 294 102 362 305 181 113 
 

 
     

All HCAIs 1,081 374 1,331 1,123 665 416 

Excess Cost- All 
HCAI 

 
£4,630,543  

 
£1,602,880  

 
£5,699,130  

 
£4,808,641  

 
£2,849,565  

 
£1,780,978  

Additional Bed 
Days- All HCAI 12,218 4,229 15,037 12,688 7,519 4,699 
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o In the second scenario, all HCAIs are estimated on the basis that, if MRSA 
bacteraemias are reduced, all HCAI will be reduced in proportion. This is a 
fairly strong assumption, although it is logical to state that many policies 
that influence MRSA will also reduce other HCAI. 

o Each HCAI is assumed to impose an additional hospital cost of £4,300. 
o Each HCAI is assumed to increase length of stay by 11.3 days.  

 
There is no comparison in this tool against the cost of a prevention programme, 
and indeed, there is little literature to help to explore this. One French case-
control study in a medical ICU (Chaix et al, 1999) estimated that the mean 
attributable cost associated with MRSA infection was $9275 (£5032) and the total 
cost of an MRSA control programme ranged between $340 (£184) and $1480 
(£803) per patient. This, and similar studies, demonstrate that prevention is more 
cost-effective than treatment, although robust cost/benefit analyses are lacking. 
 
Infection Prevention and Control Strategy: Every Infection 
Matters 
 
In November 2008, we launched the three-year Infection Prevention and Control 
Strategy “Every Infection Matters”. This defines our vision of no avoidable 
infections and sets out our objectives to achieve this over the next three years.  
 
Infection Prevention and Control Programme  
 
The infection prevention and control programme for 2008/9 was delivered with 
ongoing items carried over to the programme for 2009/10. Issues for focus for 
next year’s programme include: 
 

o Clear definition of individuals’ roles in infection prevention and control and     
accountability for these 

o Antibiotic Stewardship 
o Training for junior doctors 
o Documentation between healthcare providers 
o Compliance with care bundles for invasive devices 
o MRSA skin decolonisation 

 
The programme for 2009/10 is shown in appendix one. The Trust Board 
approved this in February 2009. Delivery of this plan will ensure that the hospital 
is 99% compliant with the Hygiene Code and meets level three for the NHSLA 
risk management standards. Outstanding compliance issues for the hygiene 
code involve the age and condition of the estate and can be mainly addressed 
via the refurbishment programme and decontamination project. 
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Audit Activity  
 
The following audits were undertaken: 

o Ward/Department Environmental audits 
o Patient equipment audits 
o Ward kitchen audits 
o Sharps audit 
o Commode audit 
o Mattress audit 
o Saving Lives High Impact interventional audits 
o Hand hygiene observational audits 
o Infection Control Knowledge Survey of clinical staff 
o MRSA screening 
o MRSA decolonisation and Clostridium difficile policy audits 
o Uniform and Dress Code policy audit 
o MSSA bacteraemia audit 

 
Surveillance of Alert Organisms and Conditions 
 
MRSA bacteraemia 
 
MRSA bacteraemia has significant associated morbidity and mortality and is an 
important patient safety issue. A bacteraemia is defined as the presence of 
bacteria in the blood.  
 
Bacteraemias may arise in the hospital or are detected when the patient is 
admitted. Any MRSA positive bacteraemia processed in the hospital laboratory is 
reportable. The reduction target is a health economy target although reported as 
Bedford Hospital NHS Trust. 
 
Performance on MRSA bacteraemia reduction was 1 below target  (end of year = 
10 bacteraemias against a ceiling of 11) and no MRSA bacteraemias for the last 
five months of 2008/09. Of the ten cases, six specimens were taken on 
admission to hospital. We are working collaboratively with NHS Bedfordshire to 
lower the risk to patients in the community.  
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Themes from the bacteraemias as follows: 
 

o All patients had multiple comorbidities  
o Seven patients were known to have previous MRSA colonisation  
o Four bacteraemias were probably invasive device related  

 
Clostridium difficile  
 
Clostridium difficile is the most important cause of antibiotic-associated diarrhoea 
and can cause serious and sometimes life-threatening disease.    
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Our current performance on Clostridium difficile reduction is over-achievement of 
our reduction target for last year (end of year = 94 against a ceiling of 98) and 
achievement of our three-year reduction target in o ne year . Clostridium 
difficile associated-disease remains a high priority for the Trust.   
 
 

Clos trid ium  d iffic ile  apportioned  to the  hosp ita l: reports  by m onth  2008 /9
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We have achieved a 56% reduction  in cases of Clostridium difficile attributed to 
the Trust in 2008/9 compared to 2007/8, and although reporting criteria have 
changed from during the last financial year, the reduction using the previous 
criteria remains over 50%. The following chart shows the Clostridium difficile 
attributable to the Trust by quarter from April 2007 – March 2009: 
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Antibiotic Resistant Organisms  
 
There was one episode of GRE bacteraemia in the hospital during 2008/9.  
 
GRE bacteraemias are generally concentrated in tertiary referral centres and this 
low number is as expected for a small acute Trust. 
 
Outbreaks  
 
We reported three outbreaks of gastrointestinal illness in 2008/9 as follows: 
 

o Quarter One: Norovirus outbreak. 36 cases associated with three wards.  
o Quarter Three: Norovirus outbreak. 125 cases associated with three 

wards. 
o Quarter Four. Norovirus outbreak. 56 cases associated with three wards. 

 
Noroviruses are the most common cause of viral gastroenteritis (stomach bugs) 
in England and Wales. Prompt isolation, strict hygiene measures, including 
disinfection of the area, are the most effective method for containing these 
outbreaks. Outbreaks of this illness are unpleasant for those affected and have a 
huge impact on the day-to-day running of the hospital. Education of hospital staff 
in recognition and management of the illness is part of the infection control 
education programme.  A low threshold for reporting diarrhoea and vomiting 
symptoms is encouraged by the ICT, as early intervention to prevent 
transmission reduces the numbers affected and the length of time wards are 
closed to admissions.  
 
An outbreak control group was convened in all cases and the viral gastroenteritis 
policy followed.   
 
Surgical Site Infection 
 
All NHS Trusts where orthopaedic surgical procedures are performed are 
required to carry out a minimum of three months’ surveillance in at least one of 
the following four orthopaedic categories: 
 

o Hip (prosthesis) replacement 
o Knee (prosthesis) replacement 
o Hip hemiarthroplasty 
o Open reduction of long bone fracture 

 
Surgical site infections (SSIs) are defined as infections related to a surgical 
procedure that affect the surgical wound or deeper tissues handled during the 
procedure. SSI cannot be reliably identified from laboratory data alone as the 
diagnosis depends on the presence of signs and symptoms of infection in the 
wound. The surveillance to detect SSI therefore requires active monitoring of 
patients from the time of their operation until they are discharged from hospital. 
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We undertook our orthopaedic surveillance July – September 2008. The 
following tables show our hip and knee (prostheses) replacement SSI 
performance during this time: 
 
Hip Replacement  
 
 
Operations and surgical site 
infections 

Bedford Hospital NHS Trust All reporting 
hospitals  

 Current period Last four 
periods 

Last five years 

Total Number 53 167 117081 
Number of 
SSI detected 

1 1 1454 

 

% infected 1.9% 0.6% 1.2 
 
Knee Replacement 
 
 
Operations and surgical site 
infections 

Bedford Hospital NHS Trust All reporting 
hospitals  

 Current period Last four 
periods 

Last five years 

Total Number 57 156 116484 
Number of 
SSI detected 

1 1 1454 

 

% infected 1.8% 0.6% 1.2 
 
Monitoring over a longer period (last four periods) gives a larger sample size and 
is likely to be more statistically significant and comparable to the five-year 
national average. These figures show that Bedford Hospital NHS Trust has a 
lower then average SSI rate in these categories over time.  
 
In July 2008, the orthopaedic procedures were re-categorised by HPA. The 
category was changed to Repair of Neck of Femur which now combines Hip 
Hemiarthroplasty and Dynamic Hip Screw procedures. The figures below are 
indicative of that change and therefore there is no national comparator yet. The 
local infection rates for July - September 2008 are above the national rate, 
however, these should be treated with caution, as the numbers of procedures for 
this period are low. 
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Operations and surgical site 
infections 

Bedford Hospital NHS Trust All reporting 
hospitals  

 Current period Last four 
periods 

Last five years 

Total Number 23 23 Not available  
Number of 
SSI detected 

4 4 Not available 

 

% infected 17.4 17.4 Not available 
 
High Impact Interventions  
 
We relaunched the high impact interventions for invasive devices in quarters 
three and four of 2008/9. This followed appointment to a one-year secondment of 
an Invasive Devices Nurse.   
 
The documentation for peripheral cannulae, central venous catheters and urinary 
catheters was relaunched and monitored monthly: 
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Our invasive devices work will continue to be very high profile in 2009/10, and we 
will launch Aseptic Non-Touch Technique to support this. The Invasive Devices 
Group, which reports up to the HIPCC, monitors the work.  
 
Hand Hygiene  
 
Effective hand hygiene is the cornerstone of good infection prevention and 
control practice. We monitored our hand hygiene in 2008/9 using weekly 
observational audit of staff on all inpatient wards and the emergency department. 
We published the weekly results in the CEO bulletin for all staff, and published 
the monthly summaries on the entrance door of each participating ward or 
department. These monthly summaries are shown below: 
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We achieved an increase of 13% in hand hygiene compliance over the year 
and an upward trend is evident. We introduced the World Health Organisation’s 
“Your Five moments for Hand Hygiene” model. This is an evidence-based 
approach that provides fundamental reference points for healthcare workers in a 
time-space framework and designates the moments when hand hygiene is 
needed to effectively stop cross-infection when giving patient care.  In November 
2008, the Trust Board endorsed a “zero tolerance” approach to non-compliance 
with this model.  
 

 
 
The challenge for the organisation is to ensure that hand hygiene 
 

o Is innovative and intuitive to apply 
o Appealing and ergonomic 
o Associated with professionalism, security and efficiency 
o Respected by all staff at all levels 
o Valued and understood by patients and the public 

 
The strategy for addressing this challenge includes 
 

o Individual responsibility and accountability for practice through policy, 
feedback, training and performance review 

o Hands and wrists clear for effective hand hygiene by uniform and dress 
policies, feedback, training and performance review 

o Installation of “Clean Zones” at ward entrances that demarcate the clinical 
area from public areas 

o Provision of disinfectant hand gel at the point of care 
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o Increasing the number of hand wash basins in clinical areas 
o Installation of signage showing the five moments model and the correct 

hand hygiene technique 
o Engagement with staff, patients and visitors through our communications 

strategy 
o Annual Hand Hygiene Awareness Week 

 
Hand Hygiene Awareness Week was held in September 2008. This is both a 
conference with educational sessions and “road shows” and a high profile 
awareness event.  
 

 
 
Environmental Cleanliness 
 
Management arrangements 
 
Cleaning services are 'in-house' and are part of Operational Support Services. 
The standard and frequency of cleaning is broadly in accordance with the NPSA 
'49 steps' as detailed in their National Specification for Cleanliness in the NHS 
(2007). 
 
The department also provides several other services to improve environmental 
cleanliness as follows: 
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o Special Cleans team for terminal cleans of wards, bays, bed-spaces and 
side rooms after occupation by patients with known infections. This team 
also clean pressure mattresses and pumps thus facilitating a quicker 
turnaround of this equipment than if it had to be sent away for cleaning. 

o Bed cleaning through use of a bed washing machine, which is also used 
for other items of ward equipment such as trolleys, and drip stands. 

o A Deep Clean programme is worked in partnership with the Trust's 
Maintenance Department to provide a targeted, enhanced level of 
cleaning. 

 
Monitoring arrangements 
 
Cleaning standards are monitored by Domestic Services staff against the NPSA ' 
49 steps'. A new electronic monitoring system was implemented in September 
2008. The graph below shows our performance against these standards over the 
year: 
 

Cleaning Performance Assessment Framework 
(PAF) Report 2008/09
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Domestic Management participate in ward environmental audits with the Matrons 
and also PII reviews with the Infection Control Team.  
 
Action points from these audits are disseminated to relevant staff and followed 
through. 
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Environmental Cleanliness Group 
 
This group meets fortnightly, is chaired by the Director of Operational Support 
Services and has representation from the Matrons, Maintenance, Estates, 
Infection Control, Procurement and Domestic Services. The group addresses 
topics such as monitoring scores, service changes, PEAT results, waste 
management, equipment storage and new products. Upward reporting is to the 
HIPCC (Hospital Infection and Prevention Control Committee). The group has 
also introduced quarterly mini PEAT assessments to review compliance with the 
PEAT criteria. 
 
Budget allocation 2008-2009 
 
Cost  element 
  
Labour-all grades £2,154,995.00 
WTE 99.66 
Cleaning materials £162,701.00 
 
Training 
 
All domestic staff receive basic infection control training from the Infection 
Control Team. Staff are also issued with a pocket card illustrating essential 
infection control points such as the correct colour code for mops, buckets and 
gloves for particular areas, which waste disposal bags to use and key hand 
washing circumstances. 
 
PEAT 2009 (Patient Environment Action Team) 
 
PEAT is an annual assessment of inpatient healthcare sites in England with more 
than ten beds. 
 
PEAT is self assessed and inspects standards across a range of services 
including food, cleanliness, infection control and patient environment (including 
bathroom areas, décor, lighting, floors and patient areas). 
 
The assessment was established in 2000 (managed by the NPSA since 2006) 
and is a benchmarking tool to ensure improvements are made in the non-clinical 
aspects of a patient’s healthcare experience. PEAT highlights areas for 
improvement and shares best practice across the NHS. 
 
NHS organisations are each given scores from 1 (unacceptable) to 5 (excellent) 
for standards of privacy and dignity, environment and food within their buildings. 
The NPSA publish these results every year to all NHS organisations, as well as 
stakeholders, the media and the public. 
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In 2009, 1,265 sites from 321 trusts took part in the PEAT assessment. 
 
The PEAT assessment took place in February 2009. A multi-disciplinary team 
including Hotel Services, Matrons, Infection Control, Maintenance, Catering and 
a patient representative, undertook it. The Trust scored 'Good' under the 
'Environment' heading which included assessing the cleanliness of ward facilities 
plus general maintenance and repair. 
 
PEAT Assessment Scores Summary 
 

 
Year Environment 
2009 Good 
2008 Good 
2007 Excellent 
2006 Acceptable 
2005 Excellent 
2004 Good 

 
The range of results achieved across participating trusts in 2009 is as follows: 
 
Environment: Excellent 19.1%, Good 55.5%, Acceptable 23.9%, Poor 1.4% 
Unacceptable 0.1%  
 
Service improvements in 2008-2009 
   
Several developments have increased the amount of cleaning carried out in 
clinical areas as follows: 
 

o The Special Cleans Team extended their attendance times and the 
service is now available between 07.00-22.00hrs every day. This has 
enabled bed spaces to be cleaned quickly and made ready for incoming 
patients. 

o The Domestic Department introduced a ward-based cleaner with 
responsibilities for cleaning clinical equipment. 

o Introduction of a night cleaning service in the Emergency Department to 
ensure all areas are clean and ready to receive patients requiring 
immediate attention.  

o The allocation of a dedicated room for curtains has provided a clean 
storage area and reduced manual handling risks.  

  
Issues to resolve in 2009-2010 
 

o The Trust must address the on-going problem of an unsuitable cleaning 
service to the patient TV/telephone equipment. The terms and conditions 
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of the contract with HTS are no longer suitable to effect consistently clean 
equipment. 

o An increase in Domestic Department monitoring time will enable a more 
comprehensive, consistent and frequent audit of cleaning standards. The 
current WTE allocation is 0.33 per week (12.5 hours) whereas other 
hospitals of a similar size have WTE of 0.80 per week (30hours) for this 
task. 

o The prolonged winter opening of Russell and Arnold Whitchurch wards 
gave the Domestic Department considerable staffing pressures. There 
was no agreed time span for these temporary services so staffing came 
from the Domestic Department bank resources. Future 'temporary' 
openings need to have a regular team of cleaning staff to include clinical 
equipment cleaner plus an allocated housekeeper for meal service. 

o Improve ward housekeeper cover during periods of annual leave or 
sickness so domestic staff can maintain their cleaning and not have to 
carry out work usually assigned to the housekeeper. 

o Replace the bed washer. 
 
Estates 
 
Decontamination 
 
Decontamination is a process that removes or destroys contamination and 
thereby prevents microorganisms or other contaminants reaching a susceptible 
site in sufficient quantities to initiate an infection or any other harmful response 
(Medical Advisory Committee, 1999). Correct decontamination is essential to 
render reusable medical equipment safe for use. Three levels of decontamination 
are used; cleaning, disinfection and sterilisation. The level of decontamination 
used depends on the intended use of the instrument.  
 
Arrangements for Decontamination 
 
Decontamination is organised centrally, and the Decontamination Lead for the 
Trust is the Head of Estates. He chairs the Decontamination Committee and is a 
member of the HIPCC. The Infection Control Doctor and Lead Nurse represent 
the ICT on the Decontamination Committee for Infection Control.    
The Hospital Sterile Services Department (HSSD) is responsible for the 
sterilisation of reusable medical devices. The Director of Support Services, who 
is a member of the HIPCC, manages the department. The ICT act as a resource 
for the department and provide infection control training. The HSSD department 
cannot meet the standards laid out in HBN 13 due to its design and location. This 
has resulted in the hospital declaring non-compliance with core standard C04c 
(Standards for Better Health) and actions to resolve this are a priority for the 
trust.  
 
 



 20 

Endoscopy 
 
The Endoscopy Unit manager is a member of the Decontamination Committee. 
The ICT acts as a resource for Endoscopy and provide infection control training. 
Water quality results are also monitored by the ICT. 
 
Decontamination Incidents/Failures  
 
No significant decontamination failures were reported to the ICT for investigation 
during 2008/09. 
 
Changes to the Estate 
 
During 2008/9, we continued our improvement programme for hand hygiene 
facilities, installing new hand wash basins at the entrance of wards and in sluice 
rooms. We refurbished the sluice rooms in the tower block and continued to 
upgrade patient hygiene facilities. The installation of IV Stations was completed; 
ensuring wards have a clean, standardised and uninterrupted area to prepare 
intravenous therapy.  
 
We also undertook a signage project, which included the installation of “clean 
zones” at the entrances of wards, demarcating the clinical environment, new 
signage for single rooms and hand hygiene technique. We also installed 
“Infection Prevention and Control Information Stations” at the main entrances of 
the hospital, which provide the public and staff with current MRSA and C difficile 
performance information, hand hygiene compliance results, information about 
hand hygiene and various infections, and a notice board for communicating 
infection control messages, such as any outbreaks and visiting restrictions.  
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MRSA Screening  
 
The Department of Health required all trusts to introduce MRSA screening of 
elective admissions before March 31st 2009. Our historical practice has been to 
screen high-risk groups for MRSA, in line with national guidance, and we 
introduced screening for elective admissions in April 2008, one year ahead of the 
target, and for emergency admissions in October 2008, two years ahead of the 
national target.  
 
Risk Management and Clinical Governance 
 
Healthcare Commission Inspection 
 
The Code of Practice for the Prevention and Control of Healthcare Associated 
Infection became law on 1st October 2006 and compliance was mandatory from 
1st April 2007. This Code states that the systems within NHS organisations for 
the prevention and control of HCAI should address: 
 

o Management arrangements to include access to accredited microbiology 
services 

o Clinical leadership 
o Application of evidence-based protocols and practices for both patients 

and staff 
o The design and maintenance of the environment and medical devices 
o Education, information and communication 
 

The Health Care Commission (HCC) from April 2007 monitored trusts on 
compliance with the code. The HCC commenced unannounced visits to all acute 
Trusts to check compliance with duty 2, 4, 8 and 10j in 2008/09. They visited the 
Trust on 3rd and 4th March 2009. The report subsequently published on the HCC 
website and reported that the Trust needed to improve in some areas of 
environmental cleanliness. An action plan was formulated and monitored via the 
HCAI Action Group.  
 
Duty 2:  The trust must have in place 
appropriate management systems for 
infection prevention and control 

No breach of hygiene code identified  
(the trust is meeting this duty) 

Duty 4:  The trust must provide and 
maintain a clean and appropriate 
environment for healthcare 

Breach of hygiene code identified 
(the trust is not meeting this duty fully) 

Duty 8:  The trust must provide 
adequate isolation facilities 

No breach of hygiene code identified  
(the trust is meeting this duty) 

Sub-duty 10j:  The trust must have in 
place an appropriate policy in relation 
to antimicrobial prescribing 

No breach of hygiene code identified  
(the trust is meeting this duty) 
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Care Quality Commission Registration  
 
This is a new requirement for all Trusts commencing April 2009. The Trust 
gained unconditional registration for infection control with the Care Quality 
Commission. 
 
Educational Activities 
 
The infection control team continued to provide educational sessions for all staff 
at the hospital. In 2008/09 1758 staff members received formal training, 
supplemented by practical “road-shows” on the wards; for example hand hygiene 
technique using ultraviolet cream.   
 

Staff Group Attendance at Infection Control 
Training  

Consultant Staff 74 
SpRs, STs 69 
FY1, FY2  87 

Senior Managers 11 
Nursing and Midwifery (including 

students) 
802 

Clinical Support Worker 197 
Physiotherapists 38 

Occupational Therapists 13 
Radiographers 28 

Healthcare Scientists 8 
Domestics 122 

Porters 26 
Other 283 
Total  1758 (staff in post 2046) 

 
We also launched a new five-day training programme aimed at senior (band 7 
and above) nursing staff. Thirty-three staff attended this programme in 2008/09. 
This innovative programme supports staff in key leadership roles in having a 
deeper understanding of recent developments in infection prevention and control, 
and achieving consistently high standards of care from their staff.  
 
Each delegate had to present back to the group on a change they would 
implement as a result of attending the course, and these have been shared 
between delegates and adopted by several areas.  
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Some of the delegates from the senior staff training programme  
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Appendix One 
 

Annual Programme of Work 2009/10 (approved by the T rust Board April 2009) 
 

 
Duty 1 – General duty to protect patients, staff an d others from HCAI 
 
No AIM ACTION CONSTRAINTS/ 

ISSUES 
 
 

LEAD 
RESPONSIBILITY 

DEADLINE COST 

1.1 Maintain and review risk register/inform 
Board and take appropriate action via 
action plans 
 

Review risk register x 4 per 
annum and as necessary 
 
Take reviewed risk register 
to HIPCC for approval x 4 
per annum. 
Ensure actions taken to 
mitigate risk and keep 
Board informed of key IC 
risks  

 
 
 
Agreement of  
severity of risk 
scoring at HIPCC 

Lead Nurse 
Infection Control 
(LNIC) 
 
Director of Infection 
Prevention and 
Control (DIPC) 

Quarterly/ongoing Nil 
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Duty 1 – General duty to protect patients, staff an d others from HCAI 
 
No AIM ACTION CONSTRAINTS/ 

ISSUES 
 
 

LEAD 
RESPONSIBILITY 

DEADLINE COST 

1.2 Review infection prevention and control 
governance arrangements  
 

Review reporting structure 
 
 
Advertise reporting 
structure on hospital 
intranet 
 
 
 
 
Include in a minimum of 4 
CEO bulletins and 1 edition 
of Pulse. 

Part of wider 
reporting review in 
the Trust 
 
 
Not all staff 
use/read electronic 
information – 
devolve to 
managers to 
disseminate 
 
Not all staff 
use/read electronic 
email – devolve to 
managers to 
disseminate 

DIPC and Medical 
Director (MD) 
 
LNIC 
 
 
 
 
 
 
LNIC 

Mar 09 
 
 
Apr 09 
 
 
 
 
 
 
Mar 10 

Nil 

 

 

Nil 

 
 
 
 
 
Nil 

1.3 Role of EMG/Board/Divisional 
Management Groups/DCRAGS to be 
clarified and communicated. 

Draft key roles and 
responsibilities for 
EMG/DCRAGS for approval  

 DIPC May 2009 Nil 

1.4 Universal MRSA screening for all 
admissions defined by DoH (within 24hrs 
of admission) 

Support microbiology 
 
 
Monitor compliance using 
ExtraMed  
 

Microbiology 
capacity 
 
Delivery of 
ExtraMed project 

Infection Control 
Doctor (ICD) 
 
IT Director 

Ongoing (in place) 
 
 
Jun 09 

TBC 
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Duty 1 – General duty to protect patients, staff an d others from HCAI 
 
No AIM ACTION CONSTRAINTS/ 

ISSUES 
 
 

LEAD 
RESPONSIBILITY 

DEADLINE COST 

1.5 Assist PCT to implement MRSA 
screening of high risk community cases 

PCT to create business 
case for additional MRSA 
screening – capacity in 
place for diagnostic 
specimen processing but 
not for wide screening 
programme 

Microbiology 
capacity 

ICD To be agreed with 
PCT when national 
guidance available 

TBC 

1.6 Trust Board fully appraised of national 
and local agendas for infection 
prevention and control 

Board Development Day  DIPC Oct 09 TBC 

1.7 Senior managers fully appraised of 
national and local agendas for infection 
prevention and control and priorities 
actions to deliver targets 

Develop and deliver 3 x 3 
day training courses for 
senior managers  

Release of senior 
managers  

LNIC Develop – Apr 09 
Deliver – Mar 10 

TBC 
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Duty 2 – Duty to have in place appropriate manageme nt systems for infection prevention and control 
 
No AIM ACTION CONSTRAINTS/ 

ISSUES 
 
 

LEAD 
RESPONSIBILITY 

DEADLINE COST 

2.1 Review Terms of Reference for Infection 
Control Team and HIPCC annually 

Review and approve at 
HIPPC 

 DIPC/ICD/LNIC Jan 10 Nil 

2.2 Monthly Board Reports Prepare reports   
 

 LNIC Ongoing monthly 
(in place) 

Nil 

2.3 Publish Annual Report Prepare report 
 
Establish system for key 
stakeholders to prepare key 
inclusions in Annual Report 
 
Present at August HIPCC 
Present at September Trust 
Board  

 
 
Lack of clarity of 
responsibility for 
report 

LNIC  
 
DIPC/LNIC 
 
 
 
DIPC 

Jul 09 
 
Apr 09 
 
 
 
Aug 09  

Nil  

2.4 Develop and establish IC link professionals. Agree key objectives for 
2009/10 

Release of link 
professionals for 
training and 
meetings 

LNIC May 09 
 
 

 

2.5 Demonstrate compliance and implement in 
Trust any relevant National and Regional 
Guidance and relevant accreditation 
systems 

Ensure compliance with 
S4BH and the Hygiene 
Code 
Monitor progress at HIPCC 

High volume of 
external guidance 
i.e. DoH, SHA, 
PCT, HPU 

DIPC Ongoing (in 
place) 

TBC 

2.6 Present the repeat Hygiene Code self-
assessment to HIPCC and Trust Board then 
through Governance system  

Repeat Hygiene Code self-
assessment and present to 
HIPCC and Trust Board 
then through Governance 
system 

Ensuring that the 
self-assessment 
has adequate 
profile  

LNIC  Jul 09 TBC 
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Duty 2 – Duty to have in place appropriate manageme nt systems for infection prevention and control 
 
No AIM ACTION CONSTRAINTS/ 

ISSUES 
 
 

LEAD 
RESPONSIBILITY 

DEADLINE COST 

2.7 Implement a framework and agreed 
performance outcomes for Divisions to 
deliver action to reduce  HCAI 

Present recommendations 
to EMG 
 
 
 
Agree performance 
indicators 
 
Divisions review the results 
of compliance audits and 
incorporate into plans for 
continuing improvement 

Divisional 
infrastructure and 
accountability 
requires clarity 

DIPC 
 
 
 
 
DIPC 
 
 
Clinical Directors 

Jun 09 
 
 
 
 
Jun 09 
 
 
Jun 09 

Nil 

 
 
 
 
Nil 
 
 
Nil 

2.8 Monitor compliance with national and local 
infection control policies at Trust Board level 
using balanced scorecard.  

Review structure of Trust 
Board report 
 
Develop balanced 
scorecard for policy 
compliance 

 DIPC/LNIC Jul 09 Nil 

2.9 The Trust demonstrates how infection 
control risks will be mitigated through patient 
placement 

Develop bed management 
/patient movement strategy 
for the Trust including 
management of alert 
organisms and conditions 
and elective/emergency 
admission segregation 
 

 Chief operating 
officer (COO) 

 Nil 

 



 29 

 

 
Duty 3 – Duty to assess risks of acquiring HCAI and  to take action to reduce or control such risks 
 
No AIM ACTION CONSTRAINTS/ 

ISSUES 
 
 

LEAD 
RESPONSIBILITY 

DEADLINE COST 

3.1 Conduct RCAs on: 
·  All positive C diff results 
·  All inpatient deaths of patients 

with C diff mentioned on the 
death certificate or with a 
positive C diff result on that 
inpatient episode.  

·  Colectomies associated with 
CDAD 

·  Pseudomembraneous colitis 
and toxic megacolon associated 
with CDAD 

·  MRSA Bacteraemias to include 
face to face meetings on 
avoidable bacteraemias  

·  SUIs pertaining to infection 
prevention and control 

·  Outbreaks 

 
ICT to conduct RCAs on 
receipt of notification 
agreed categories. 
 
Face to face reviews for 
MRSA Bacteraemias 

  
LNIC 
 
 
 
 

Ongoing (in place) 
 
 
 
Ongoing 
 

Nil 

3.2 Ensure feedback on key Trust groups 
and to divisional operational 
leads/DCRAGs 

Regular reports as agreed 
to key Trust groups 
Monthly reports to divisions 
with ward/divisional HCAI 
surveillance and related 
information  

 LNIC   
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Duty 3 – Duty to assess risks of acquiring HCAI and  to take action to reduce or control such risks 
 
No AIM ACTION CONSTRAINTS/ 

ISSUES 
 
 

LEAD 
RESPONSIBILITY 

DEADLINE COST 

3.3 Mandatory Surveillance of: 
·  Staphylococcus aureus 

bacteraemias (MSSA and MRSA) 
·  Enhanced surveillance of MRSA 

bacteraemias 
·  Clostridium difficile infections 
·  Glycopeptide-resistant enterococci 

bacteraemias 
·  Surveillance of  an orthopaedic 

category of SSI for the minimum of 
one quarter  

·  Serious Untoward Incidents relating 
to infection control 

·  Hand Hygiene Compliance 
·  All IV device associated infection 
·  Exposures, clusters, incidents and 

outbreaks associated with infection 
control 

Report back to divisions 
with a summary of 
surveillance monthly 
 
Report back to HIPCC with 
a summary of results every 
other month 
 
Include surveillance reports 
and actions in annual report 

 ICT: 
AF/CT/LW 
 
AF/CT/LW/GD 
 
AF/CT/LW/GD 
AF/CT/LW/GD 
 
AF 
 
AF/CT/LW/GD 
 
CT 
AF/CT/LW/AC 
 
AF/CT/LW/GD 

Apr 09 
 
 
 
Apr 09 
 
 
 
Mar 10 

 

3.4 Voluntary Surveillance of:- 
·  Alert Organisms – laboratory based 
·  Enhanced surveillance of Alert 

Organisms – ward/department 
based 

·  Weekly inpatient MRSA prevalence 
·  All inpatient bacteraemias (CAI/HAI) 
·  Extended spectrum beta lactamase 

producers 

Report back to divisions 
with a summary of 
surveillance monthly 
 
Report back to HIPCC with 
a summary of results every 
other month 
 
Include surveillance reports 
and actions in annual report 

 ICT: 
SR/GD/PM 
AF/CT/LW 
 
AF/CT/LW 
AF/CT/LW 
AF/CT/LW 

Apr 09 
 
 
 
Apr 09 
 
 
 
Mar 10 

 



 31 

 
Duty 3 – Duty to assess risks of acquiring HCAI and  to take action to reduce or control such risks 
 
No AIM ACTION CONSTRAINTS/ 

ISSUES 
 
 

LEAD 
RESPONSIBILITY 

DEADLINE COST 

3.5 Deliver effective cleanyour hands 
campaign -100% overall hand hygiene 
compliance rate for staff – zero tolerance 
to non-compliance with “My 5 Moments 
for Hand Hygiene” 
 
 

Conduct CYH link 
professional meetings 
 
 
 
Monitor HH weekly 
 
Display monthly figures at 
ward entrances 
 
Develop patient hand 
hygiene programme 
 
Deliver HH awareness 
week  
 
Deliver World Hand 
Hygiene Awareness Day 5th 
May 2009 
 

In place – 
attendance difficult 
due to release of 
staff from the wards 
 
 
 
In place 

ICNs 
 
 
 
 
Matrons 
 
IC Office Manager 
 
 
ICNs 
 
 
LNIC 
 
 
LNIC 

Ongoing every two 
months 
 
 
 
Ongoing 
 
Ongoing within 1 
week of month end 
 
Sep 09 
 
 
Sep 09 
 
 
May 09 

Nil 

 
 
 
 
Nil 
 
 
 
 
 
 
 
£3K 
 
 
£1K 
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Duty 3 – Duty to assess risks of acquiring HCAI and  to take action to reduce or control such risks 
 
No AIM ACTION CONSTRAINTS/ 

ISSUES 
 
 

LEAD 
RESPONSIBILITY 

DEADLINE COST 

3.6 Review and monitor antibiotic policy via 
the  Antibiotic Stewardship Group 

Compare C. difficile 
surveillance data with  ward 
antibiotic usage 
 
Review antibiotic policy 
Roll out revised Antibiotic 
prophylaxis policy 
 
Note national/regional 
guidance on antibiotic 
prescribing 
 
Conduct antibiotic audits 
and feedback to Divisions 
and via the Governance 
system 

 ICD 
 
 
 
ICD  
 
 
 
ICD 
 
 
 
Antimicrobial 
pharmacist (AP) 

Ongoing 
 
 
 
Sept 09 
May 09 
 
 
Ongoing 
 
 
 
Ongoing 

Nil 

3.7 Provide the Trust with concise, high-
quality infection data analysis  

Currently a mixture of 
electronic and manual data 
analysis  
 
 
Review IT solutions to 
include software for 
infection surveillance  

Capacity of IT 
system in 
pathology and its 
interface with 
potential solutions 

Lead Consultant 
Microbiology/ 
Clinical Director 
Pathology 
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Duty 3 – Duty to assess risks of acquiring HCAI and  to take action to reduce or control such risks 
 
No AIM ACTION CONSTRAINTS/ 

ISSUES 
 
 

LEAD 
RESPONSIBILITY 

DEADLINE COST 

3.8 All clinical procedures are carried out 
with the minimum risk of infection  

Introduce ANTT (Aseptic 
Non-Touch Technique) 
trust wide. 
 
Develop full business plan 
to introduce ANTT 
 
Roll out throughout Trust 

 
 
 
 
 
 
 
Release of staff for 
training 

LNIC/ Invasive 
Devices Nurse 

 
 
 
 
Jun 09 
 
 
Mar 10 

TBC 

3.9 The risk of infection associated with the 
use of intravenous devices is minimised 
when administering medication 

Introduce “needle-free” 
system throughout Trust  

 Invasive Devices 
Nurse 

Jun 09 TBC 
approx 
£50K 
pa 
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Duty 4 – Duty to provide and maintain a clean and a ppropriate environment for healthcare 
 
No AIM ACTION CONSTRAINTS/ 

ISSUES 
 
 

LEAD 
RESPONSIBILITY 

DEADLINE COST 

4.1 Ensure all equipment for trial or 
purchase can be adequately 
decontaminated 

Review the manufacturers 
decontamination guidelines 
for all equipment intended 
for trial or purchase and 
advise accordingly with 
Buying/EBME/ICT 

 ICNs Ongoing (in place) Nil 

4.2
` 

To ensure that there are effective 
arrangements for the appropriate 
decontamination of instruments and 
other equipment 

Introduce a new 
decontamination process to 
adequately clean 
commodes. 
Replace any damaged 
commodes under 
guarantee 
Introduce a procedure for 
monitoring the status of 
mattresses and to ensure 
that a replacement of 
damaged mattresses is in 
place 

 ICN’s March 2009  
 
 
 
 
 
 
£36.4k 

4.3 Ensure all fixtures and fittings in the 
Trust can be adequately decontaminated  

Advise on the appropriate 
decontamination of fixtures 
and fittings in the clinical 
areas. 

 ICNs Ongoing Nil 

4.4 Ensure that all new builds, renovations 
and refurbishments in the Trust meet 
infection control standards 

Provide infection control 
advice on all new builds, 
renovations and 
refurbishments within the 
trust. 

 LNIC Ongoing Nil 
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Duty 4 – Duty to provide and maintain a clean and a ppropriate environment for healthcare 
 
No AIM ACTION CONSTRAINTS/ 

ISSUES 
 
 

LEAD 
RESPONSIBILITY 

DEADLINE COST 

4.5 The sterile services department provision 
for the hospital is compliant with national 
decontamination guidelines and HBN13 

Present business case to 
Trust Board with 
decontamination service 
options 

 Corporate Services 
Executive Director 

 TBC 

4.6 Ensure that steam quality conforms to 
HTM 2031 (clean steam for sterilisers) 

Test steam quality 
 
 
Present findings to HIPCC 
for action 

 Head of Estates 
 
 
Head of Estates 

Apr 09 
 
 
Jun 09 

£0.7K 
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Duty 4 – Duty to provide and maintain a clean and a ppropriate environment for healthcare 
 
No AIM ACTION CONSTRAINTS/ 

ISSUES 
 
 

LEAD 
RESPONSIBILITY 

DEADLINE COST 

4.7 Ensure that the clinical environment and 
clinical practice are adequately 
monitored to assure the Trust of the 
quality of both and identify areas for 
improvement 

Use ICNA audit tool to audit 
the clinical environment and 
clinical infection control 
practice 
 
Publish audit calendar for 
the year. 
 
Work collaboratively with 
the maintenance team and 
domestic services special 
cleans team to ensure that 
actions for improvement are 
taken promptly. 
 
Undertake mini-PEAT 
inspections quarterly  
 
Undertake PEAT self-
assessment annually   
 
 

 Matrons 
 
 
 
 
Matrons 
 
 
Director of Support 
Services (DSS) as 
Chair of 
Environmental 
Cleanliness group 
 
 
Hotel Services 
Manager (HSM) 
 
HSM 

Ongoing audit 
programme 
 
 
 
Apr 09 
 
 
Apr 09 
 
 
 
 
 
 
Ongoing (in place) 
 
 
Feb 10 

 

4.8 Cleaning service is of the same standard 
at all times including weekends and bank 
holidays and deep clean programme is 
maintained 

Adequate and comparable 
provision of cleaning hours 
“out-of-hours” 
 
 

 HSM/DIPC Apr 09 £168.
2k 
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Duty 5 – Duty to provide information on HCAI to pat ients and the public 
 
No AIM ACTION CONSTRAINTS/ 

ISSUES 
 
 

LEAD 
RESPONSIBILITY 

DEADLINE COST 

5.1 Ensure all patients with an alert 
organisms and their families have 
sufficient information on HCAI 

Ensure that nursing staff 
provide patients and 
families with literature 
provided by IC 
 
Ensure that clinical staff are 
aware of their responsibility 
to inform patients of alert 
organisms and conditions  
 
Provide leaflets on common 
alert organisms  

 Matrons 
 
 
 
 
MD 
 
 
 
 
LNIC 

Ongoing (in place) 
 
 
 
 
 
 
 
 
 
Ongoing (in place) 

 
 
 
 
 
 
 
 
 
 
£2K 
pa 

5.2 Establish links with MRSA Action UK 
(patient pressure group) for collaborate 
working and improving patient 
involvement in infection control 

Invite Chairman of group to 
the Trust for a meeting on 
strategy 

 LNIC July 09  

5.3 Review Communication Strategy Update existing 
communications plan for 
2009/10 

 Communications 
Manager (CM) with 
LNIC 

Apr 09 Nil 

5.4 Review and update infection control 
elements of public hospital website 

  LNIC and CM Ongoing (in place) Nil 

5.5 Provide contemporary information on 
infection control performance and HCAI 
for patients and the public at main 
entrances to the hospital and key waiting 
areas 

Review and update 
Infection Control 
Information Stations around 
the hospital weekly or as 
required 

 IC service 
administrator 

Information stations 
at main entrances in 
place – ongoing 
 
Waiting areas – May 
09  
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Duty 5 – Duty to provide information on HCAI to pat ients and the public 
 
No AIM ACTION CONSTRAINTS/ 

ISSUES 
 
 

LEAD 
RESPONSIBILITY 

DEADLINE COST 

5.6 Provide information on cannulation, long 
term IV devices, urinary catheterisation, 
MRSA screening and decolonisation for 
patients 

Develop new patient 
information leaflets on 
cannulation, urinary 
catheterisation, MRSA 
screening and 
decolonisation 
 
Publish and disseminate 
 
Publish on hospital website 

 LNIC/Invasive 
Devices Nurse 

Jul 09 £2K 
pa 
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Duty 6 – Duty to provide information when a patient  moves from the care of one healthcare body to 
another 
 
No AIM ACTION CONSTRAINTS/ 

ISSUES 
 
 

LEAD 
RESPONSIBILITY 

DEADLINE COST 

6.1 Ensure GPs minimise risk of relapse of C 
diff and recognise relapse promptly  

Send letter to the GP of all 
inpatients diagnosed with 
CDAD in the Trust advising 
on antibiotic use and risk of 
relapse 

 LNIC Ongoing (in place) £0.2K 
pa 

6.2 Maintain database on all alert 
organisms. 

Maintain database Computer system 
needs updating 

SR/GD 
 

Ongoing TBC 

 
6.3 

Ensure that all inpatients have adequate 
information regarding alert organisms 
and conditions in discharge and transfer 
information for other healthcare 
providers  
 
 
 
 
 

Implement HCAI 
information in all electronic 
discharge letters using 
ExtraMed 
 
 
 
 
Implement contingency 
plan of paper HCAI 
information to accompany 
the patient on discharge or 
transfer.  

No project board 
for ExtraMed in the 
Trust. 
No trainers or 
training time for 
ExtraMed in the 
Trust. 
 
 

IT Director 
 
 
 
 
 
 
 
Matrons 

May 09 
 
 
 
 
 
 
 
Apr 09 

TBC 
 
 
 
 
 
 
 
TBC  

6.4 Patients are correctly placed and 
transferred with reference to HCAI 

Develop operational bed 
management policies for 
the Trust 
 

 COO   
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Duty 7 – Duty to ensure cooperation 
 
No AIM ACTION CONSTRAINTS/ 

ISSUES 
 
 

LEAD 
RESPONSIBILITY 

DEADLINE COST 

7.1 Actively participate in joint monitoring 
group with PCT and HPU on MRSA and 
C Difficile reduction 
Work collaboratively with PCT to set and 
achieve performance targets 

Attend meetings 
 
 
Develop and implement 
joint action plans 
 

 CO/JM/GD Ongoing  

7.4 Review audit tools used by hospital and 
community trust to ensure all using same 
tools i.e. hand hygiene 

Review audit tools Contradictory 
guidance as to 
which audit tool to 
use (from 
NPSA/SHA etc). 
Difficulty in 
benchmarking 
against other 
Trusts 

LNIC June 08  

7.5 Board Level agreement – outlining 
collective responsibility for infection 
control  to ensure top priorities,  review 
needs and compliance  

Board agreement 
evidenced in Trust Board 
minutes  
 
All Board members highly 
committed to prevention 
and control of infection 
evidenced by investment 
and Board papers 
 
Governance structure to be 
communicated  to external 
bodies  

 DIPC/CEO Apr 09 
 
 
 
Ongoing 

Infecti
on 
control 
budge
t for 
2009/
10  
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Duty 7 – Duty to ensure cooperation 
 
No AIM ACTION CONSTRAINTS/ 

ISSUES 
 
 

LEAD 
RESPONSIBILITY 

DEADLINE COST 

7.7 Establish a forum for joint working 
operational group 

Weekly HAI to become joint 
PCT group every 6 weeks 

Timetabling of 
meetings 

CO/SG Ongoing  
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Duty 8 – Duty to provide adequate isolation facilit ies 
 
No AIM ACTION CONSTRAINTS/ 

ISSUES 
 
 

LEAD 
RESPONSIBILITY 

DEADLINE COST 

8.1  Develop cohort isolation bays on 
medical wards for MRSA patients 
 
 

Task and finish group  
 
 
 

Bed occupancy in 
medical division  
 
 

General Manager 
Medical Division 
 

May 09 TBC 

8.2 Isolate patients with alert organisms or 
conditions within two hours  

Measure time to isolation 
using ExtraMed system 
 
 
 
 
 
Report time to isolation 
weekly to divisions 
 
Review time to isolation at 
DCRAGs  
 
Report monthly average 
time to isolation on infection 
control KPIs  

 
 
 
 
 
 
 
Training for 
ExtraMed use 

Electronics – ICNs 
and A&E/AAU staff 
and bed 
managers/site 
practitioners will 
enter requests 
 
LNIC 
 
 
General Managers 
 
 
LNIC 

  

8.3 47% beds to be 3.6metres or more 
between bed centres  

Project group to deliver 
target 

Bed occupancy in 
medical division. 
 
Demand on bed 
establishment  

COO Sep 2009 TBC 
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Duty 8 – Duty to provide adequate isolation facilit ies 
 
No AIM ACTION CONSTRAINTS/ 

ISSUES 
 
 

LEAD 
RESPONSIBILITY 

DEADLINE COST 

8.4 Provide monitored negative pressure 
facilities in four single rooms in the 
Critical Care Unit 

Business plan to EMG Operational 
difficulty in 
delivering project 
due to CC bed 
demand 

Head of Estates Approval - Mar 09 
Delivery – May 09 

£82K 
+ VAT 

8.5 Provide adequate negative pressure 
facilities throughout the Trust 

Establish negative pressure 
requirements for the Trust 
and develop delivery plan – 
aim to deliver 2010/11 

 Head of Estates Oct 09 TBC  
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Duty 9 – Duty to ensure adequate laboratory support  
 
No AIM ACTION CONSTRAINTS/ 

ISSUES 
 
 

LEAD 
RESPONSIBILITY 

DEADLINE COST 

9.1 Facilitate CPA Accreditation 
 
 

Achieved accreditation 
 

 
 
 

ICD/Microbiology 
Manager 
 
 

 
 
 

 
 
 

9.2 Update pathology computer system 
 
 
 

Working group in action 
 

Large scale project, 
high cost, high risk 
change 

Clinical Director 
Pathology/ 
Microbiology Lead 
Consultant  

Sept 09 TBC 

0.3 Provide adequate IT support for the 
surveillance and reporting of MRSA 
screening, MRSA bacteraemia, GRE 
bacteraemia, C difficile, and 
Chlamydia 

Develop links with IT for 
surveillance needs of trust 
MRSA screens, SHA  
MRSA bacteraemia/ CDAD 
Targets  and HPA Vital 
signs Chlamydia (already 
underway) 
 
Use ExtraMed to identify 
and monitor MRSA 
screening 

Current computer 
system 
 
 
 
 
 
 
ExtraMed project 
behind schedule 

ICD 
 
 
 
 
 
 
 
LNIC 

Mar 09 
 
 
 
 
 
 
 
May 09 

 
 
 
 
 
 
 
 
TBC 

9.4 Define ICD Sessions and Job plan Agree with Human 
Resources and DIPC 

 Clinical Director 
Pathology/ 
Microbiology Lead 
Consultant/ICD 

Jun 09 TBC 
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Duty 9 – Duty to ensure adequate laboratory support  
 
No AIM ACTION CONSTRAINTS/ 

ISSUES 
 
 

LEAD 
RESPONSIBILITY 

DEADLINE COST 

9.5 CDT testing to be provided at 
weekends and bank holidays 

Employ suitably trained 
staff 

Inability to recruit 
suitable staff 

Microbiology 
Manager 

June 09 
 
 
Mar 09 

TBC 

 

 

 

9.6 Ensure SOP for examination of 
specimens for CDT, MRSA , ESBL, 
VRE, NOROVIRUS are up to date 

Reviewed by microbiology 
and in existing SOP 

 Microbiology 
Manager/ICD 

  

9.7 Review antibiotic sensitivities for 
reporting 

In progress none Microbiology Lead 
Consultant/ICD 

May 09 none 
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Duty 10 – Duty to adhere to policies and protocols applicable to infection prevention and control 
 
No AIM ACTION CONSTRAINTS/ 

ISSUES 
 
 

LEAD 
RESPONSIBILITY 

DEADLINE COST 

10.
1 

Achieve 100% compliance on 
monitoring of care bundles – High 
Impact Interventions 

Monitor Saving Lives High 
Impact Intervention care 
bundles trust wide monthly 
 
Deliver training on invasive 
device care and aseptic 
technique 
 
Divisions to ensure that 
their link nurses complete 
monitoring 
 
 

 
 
 
 
 
 
 
 
Difficulty in 
releasing nurses – 
needs to be part of 
everyday work 

Invasive Devices 
Nurse/ICNs 
 
 
Invasive Devices 
Nurse/ICNs 
 
 
Matrons 

  

10.
2 

All infection prevention and control 
practice supported by appropriate 
policies and procedures 

Review , develop and 
update all infection control 
policies and protocols in 
line with core clinical 
protocols defined in the 
hygiene code and local 
need 
 
Contribute to the infection 
prevention and control 
elements within other Trust 
policies and protocols    

 LNIC 
 
 
 
 
 
 
 
LNIC 

Ongoing (in place) 
 
 
 
 
 
 
 
Ongoing (in place)  

Nil 
 
 
 
 
 
 
 
Nil 
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Duty 10 – Duty to adhere to policies and protocols applicable to infection prevention and control 
 
No AIM ACTION CONSTRAINTS/ 

ISSUES 
 
 

LEAD 
RESPONSIBILITY 

DEADLINE COST 

10.
3 

All staff can easily access Trust 
infection prevention and control 
policies 

Review presentation of 
infection control policies 
and protocol on trust 
intranet 
 
Ensure ward/department-
based hard copies are kept 
up-to-date 

 IC Service 
administrator 
 
 
 
IC Service 
administrator 

Ongoing (in place) 
 
 
 
 
Ongoing (in place) 

Nil 

 

 

 

 

£0.5K 
pa 

10.
4 

Auditing of compliance of policies  Develop three-year rolling 
audit programme to 
incorporate all infection 
control polices 
 
Monitor audit compliance 
via DCRAGs, Patient 
Safety Committee and 
HIPCC 
 
 

 LNIC 
 
 
 
 
General 
Managers/LNIC 

Apr 09 
 
 
 
 
DCRAG – Apr 09 
PCS and HIPCC – in 
place 

Nil 

 

 

 

 

Nil 
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Duty 11 Duty to ensure as far as reasonably practic able that healthcare workers are free of and are 
protected from exposure to communicable infections during the course of their work, and that all staff  
are suitably educated in prevention and control of HCAI 
 

No AIM ACTION CONSTRAINTS/ 
ISSUES 

 
 

LEAD 
RESPONSIBILITY 

DEADLINE COST 

11.1 Ensure induction and update infection 
control training is in place for all staff 
as identified in the Trust training needs 
analysis 

Deliver a rolling programme 
of infection control training 
and annual updates 

 LNIC/ICD Ongoing (in place)  

11.2 Develop and deliver specific, targeted 
training for key staff groups  

Agree predetermined 
objectives for targeted 
training including delivery of 
a link practitioner in every 
area 
 
 
Publish training programme 
throughout Trust 
  
 
Deliver training programme 

Budget for delivery 
and backfill if not 
included in 
allocated 
departmental 
training budget 
 

LNIC/ICD 
 
 
 
 
 
 
IC Service 
administrator 

Apr 09 – agree 
objectives 
 
 
 
 
 
Apr 09 – publish 
training 
programme 
 
 
Mar 10 – deliver 
training 
programme 
 

TBC 
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Duty 11 Duty to ensure as far as reasonably practic able that healthcare workers are free of and are 
protected from exposure to communicable infections during the course of their work, and that all staff  
are suitably educated in prevention and control of HCAI 
 

No AIM ACTION CONSTRAINTS/ 
ISSUES 

 
 

LEAD 
RESPONSIBILITY 

DEADLINE COST 

11.3 All staff are educated in and practice 
safe waste segregation.  

Deliver a rolling programme 
of waste segregation 
training – delivered by 
representatives from health 
and safety, support 
services, domestic 
services, infection control, 
occupational health and 
waste contractor 

Release of staff 
from wards for 
training 

DSS Apr 09 – 
programme in 
place 
 
Mar 10 – 
programme 
delivered 
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Duty 11 Duty to ensure as far as reasonably practic able that healthcare workers are free of and are 
protected from exposure to communicable infections during the course of their work, and that all staff  
are suitably educated in prevention and control of HCAI 
 

No AIM ACTION CONSTRAINTS/ 
ISSUES 

 
 

LEAD 
RESPONSIBILITY 

DEADLINE COST 

11.4 All clinical staff are aware of the risks 
of HCAI to patients posed by use of 
invasive devices  

Include in all clinical update 
and induction training 
 
Deliver awareness day  
 
 
Fully establish link nurse 
system 
 
 
Review phlebotomy and 
cannulation training and 
competencies for medical 
staff  
 
Ensure “safety” cannulae 
are in use in all areas and 
provide training on use 

 
 
 
 
 
 
Release of staff 
from ward for 
training/meetings 

LNIC 
 
 
Invasive Devices 
Nurse 
 
Invasive Devices 
Nurse 
 
 
Post Grad Training 
Manager 
 
 
 
Sharps Lead (Occ 
Health Manager)  

Ongoing (in place) 
 
 
Apr 09 
 
 
Mar 10 
 
 
 
Sep 09 
 
 
 
 
Dec 09 
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Duty 11 Duty to ensure as far as reasonably practic able that healthcare workers are free of and are 
protected from exposure to communicable infections during the course of their work, and that all staff  
are suitably educated in prevention and control of HCAI 
 

No AIM ACTION CONSTRAINTS/ 
ISSUES 

 
 

LEAD 
RESPONSIBILITY 

DEADLINE COST 

11.5 Ensure that staff attendance at training 
is monitored and non-attendance 
followed up 

Training department to 
monitor attendance and 
analyse figures (in place).  
 
Line managers to follow-up 
non-attendance 
 
Training attendance 
reported monthly on 
Infection Control KPIs 

 Training 
Lead/Medical 
Institute Manager 
 
Line Managers 
 
 
IC Service 
administrator 

Ongoing (in place) 
 
 
 
Ongoing 
 
 
Ongoing (in place) 

 

11.6 All staff understand and demonstrate 
their responsibilities with regard to 
infection prevention and control 

Ensure infection prevention 
and control responsibilities 
are included in staff 
appraisal and personal 
development programme   

 Director of HR Mar 10  Nil 

11.7 All clinical staff use NP95 respirators 
safely 

“Fit” test all clinical staff for 
NP95 respirators  
 

 Health and Safety 
Manager  

Mar 10 Nil  
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Duty 11 Duty to ensure as far as reasonably practic able that healthcare workers are free of and are 
protected from exposure to communicable infections during the course of their work, and that all staff  
are suitably educated in prevention and control of HCAI 
 

No AIM ACTION CONSTRAINTS/ 
ISSUES 

 
 

LEAD 
RESPONSIBILITY 

DEADLINE COST 

11.8 NP95 respirators are available to all 
clinical areas 

Evaluate current supply and 
product 
 
Increase stock as 
necessary 
 
Keep emergency supply 
with clinical site managers 
for “out-of-hours” 
requirements 

 
 
 
 
 
 
Probable need to 
fund from all clinical 
divisions 

Clinical Products 
Adviser 
 
 
 
 
 
LNIC 

Apr 09 
 
 
 
 
 
Jun 09 

 

 
 
 
 
 
TBC 

11.9 Staff have access to expert advice if 
sustaining a body fluid exposure 

Designate specific doctors 
to deal with body fluid 
exposure 

 Occupational 
Health Manager 

Sep 09 Nil 
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