Report to the Board on Health Care Associated Infections
November 2007

1.0 Purpose of the Report

1.1 The purpose of this report is twofold.  Firstly, to provide the Board with up to date surveillance data on Health Care Associated Infections (HCAI) in the local health economy and specifically, to provide the board with a detailed progress report in relation to our local MRSA and C. difficile targets.  Surveillance data are presented in Section 4, in a report from the trust’s senior infection control nurse and infection control doctor.

1.2 The second purpose of this report is to provide the Board with an assessment of our own organisational systems and arrangements in relation to each of the recommendations contained within the Health Care Commission’s report into Maidstone and Tunbridge Wells NHS Trust.  This self-assessment is presented in Section 5. A copy of the equivalent self-assessment completed by our main acute provider, North West London Hospitals Trust, is provided at Appendix 2.
2.0 Introduction

2.1 MRSA, Clostridium difficile and other health care associated infections (HCAI) are a significant cause of harm in the NHS and can result in patient suffering, unnecessary pain, anxiety or possible death. Many HCAIs are avoidable and everyone can contribute to reducing their burden.  HCAIs also impact on the efficiency of health care services by increasing costs and reducing productivity. In total it is estimated health care acquired infections cost the NHS around £1billion per year. 
2.2 Reducing infections like MRSA and Clostridium difficile is a key Government and health service priority.  National targets have been set for the reduction in MRSA bacteraemias (blood stream infections) and PCTs are also expected to have agreed local targets for a reduction in C. difficile infections.  Implementing the Code of Practice for Prevention and Control of Healthcare Associated Infections (Health Act 2006) is now a legal requirement for acute hospitals and other care providers.  In 2005, the Department of Health launched “Saving Lives: reducing infection, delivering clean and safe care”.  This programme provides a range of resources, including self-assessment frameworks, toolkits, evidence-based high impact interventions and other learning materials designed to support organisations and individuals in reducing healthcare associated infections like MRSA.

3.0 Overview of arrangements for HCAI Prevention and Control across the local health economy
3.1 The infection control infrastructure and infection control work programme are set out in detail in the Director of Infection Prevention and Control’s (DIPC) annual report. The last annual Infection Control/DIPC report was approved by the Board in November 2006, and the latest report is being presented to the Board in November 2007.  Brent PCT’s Director of Public Health is the Director of Infection Prevention and Control and is the board-level lead director for infection control, including HCAIs.
3.2 Since 2005, Brent PCT has also been an active member and contributor to a health economy-wide group focused on tackling HCAIs.  Initially established with a remit solely focused on MRSA, the remit, terms of reference and membership of this group were revised and re-invigorated in May 2007.  This joint HCAI group between Brent PCT, Harrow PCT, NWLHT and NWL Health Protection Unit was the subject of a separate paper to the Board in May 2007.  The group is chaired by Brent PCT’s Director of Public Health. The terms of reference of this group are attached at Appendix 1.

3.4 The joint HCAI group is a key forum for monitoring the performance of NWLHT in relation to HCAI prevention and control, as well as monitoring each PCT’s contribution to HCAI reduction. Surveillance data, performance against target trajectories and root causes analysis findings are shared and discussed by the group. Following a visit to NWLHT of the Department of Health’s MRSA/HCAI Improvement Review team, NWLHT has developed an HCAI Improvement Action Plan.  Progress with implementation of this Action Plan, together with Brent PCT’s and Harrow’s PCTs respective infection control work plans, are also monitored by the HCAI Group and by each Trust’s Infection Control Committee. 

3.5 Since April 2007 Brent as lead commissioner for NWLHT has included performance targets for HCAIs in its Service Level Agreement.  Contract monitoring mechanisms provide another route by which performance against these HCAI targets is monitored.  HCAI targets are discussed as part of the monthly SLA monitoring meetings.  Further details regarding performance against local HCAI targets are given in Section 4 below.
4.0 Health Care Associated Infections Surveillance Report

4.1 The following section was prepared by Lynn Leaver, Senior Infection Control Nurse, and Dr Shuja Shafi, Infection Control Doctor/Consultant Microbiologist.  It covers the period September 2006-2007, although, where available, historical data are presented for comparative purposes. It outlines the situation in regards to HCAIs across the local health economy, records the incidence and trends for MRSA and Clostridium difficile and summarises the results of root cause analyses (RCA) carried out for local HCAIs.  Some of the local measures being undertaken to control HCAIs are also summarised.

4.2 MRSA Bacteraemia Mandatory Reports
The total number of MRSA bacteraemias reported by NWLHT to date in 2007/8 is 17 and the annual target for the full year is 22. Although the number of cases is at its lowest level since 2003, this number of bacteraemias is 4 above trajectory (17 compared to trajectory of 13 at this point – see Table 1).  Based on this month 7 figure of 17 bacteramias, it is therefore forecast that there will be 29 MRSA bacteraemias in 2007/8, 7 above target. (See figures 1 and 2, and table 1).
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Table 1: Target versus actual cumulative MRSA bacteraemias 2007/08, NWLHT
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Figure 2: MRSA bacteraemias at NWLHT April 2003 – October 2007
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4.3 Root Cause Analysis of MRSA Bacteraemias
All MRSA bacteraemias are subject to root cause analysis (RCA) within a week of laboratory confirmation.  Of all bacteraemias occurring between April and Sept 2007, it has been established that 23% are thought to be contaminated samples, 65% are associated with intravenous lines and 12% are associated with wound infections. As a result of this analysis, NWLHT has reported that it is implementing the High Impact Intervention for the care of intravenous lines and the MRSA care bundle (Saving Lives, DH 2006). Training has also been carried out for NWLHT A&E staff in taking blood cultures in order to address the high rate of contaminants from this department. 

4.4 Since August 2007, a root cause analysis all MRSA bacteraemias identified within 48 hours of admission to NWLHT has been carried out by the PCT Infection Control Team.  NWLHT report that 40% of the MRSA blood isolates were identified within 48 hours of admission and therefore possibly acquired in the community.  However, the “48 hour criterion” is recognised as not truly distinguishing between hospital and community acquired infection.  RCA of these MRSA bacteraemias identified within 48 hours of admission has shown that two thirds are thought to be contaminants during sampling.  Moreover 80% of these patients have recently been in hospital. Since April 2007, only one MRSA bacteraemia is thought to have been acquired within the community in Brent and this was associated with the insertion of an IV line for a blood transfusion in a hospice. This case is awaiting further investigation via the NWL Health Protection Unit that provides the Infection Control service to the hospice.

4.5 Other MRSA isolates 

Data on the number of positive MRSA isolates from GP samples from patients in the community are shown in Figure 3. There are several limitations to these data provided by NWLH microbiology laboratory, namely:-

· at present it is not possible to distinguish whether the requesting GP was from Brent, Harrow or indeed a neighbouring PCT, particularly Ealing, and 
· clinical and screening samples are included.  Therefore these isolates include patients who are both colonised with MRSA as well as patients who have an (non-blood stream) infection. 
4.6 Despite the limitations of these data, figure 3 shows no particular trend for MRSA positive isolates from General Practices locally. However, this may change once the new policy for the decolonisation and re-screening of community colonised patients in primary care is implemented. This will be monitored in future surveillance reports.
Figure 3: MRSA Positive Isolates Brent and Harrow GPs April 2003 – Sept 2007
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4.7 MRSA in PCT Bedded Areas 
Since the implementation of screening all admissions to tPCT beds in August 2005, there has been an expected significant increase in the number of MRSA positive patients identified amongst this group (see figure 4).  All of these isolates relate to patients who are either colonised with MRSA or have a non-blood stream infection e.g. wound infection.  None of them relate to MRSA bacteraemias (blood stream infections).  Since August 2005 when screening was introduced, there appears to be no specific trend in the rate of MRSA positive isolates in patients admitted to PCT beds.  In order to verify this, an audit of compliance with MRSA screening of all admissions to tPCT beds will be undertaken over the next 6 months.  It is also important to note that the vast majority of patients admitted to tPCT bedded areas are transferred directly from acute trusts.  As acute hospitals begin to implement policies of screening admissions to their own wards and initiate decolonisation procedures for any positive patients, this should be reflected in lower numbers of positive isolates identified in admissions to the wards at Willesden Centre for Health and Care.  

Figure 4: MRSA Positive Isolates from patients admitted to Brent tPCT Bedded Areas, April 2003 – Sept 2007
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4.8 Environmental Screening
for MRSA Contamination
Since 2005, it has been routine practice to undertake quarterly environmental screening within Brent tPCT bedded areas. Whilst no environmental contamination has been evident at Peel Road since that time, contamination rates for the wards at Willesden Centre for Health and Care have been increasing.  Given the number of MRSA colonised patients being admitted to the wards at Willesden, it is inevitable that environmental contamination will occur to some degree. However, during 2007, contamination with MRSA was found to be widespread, with positive samples obtained from notes trolleys, cleaners’ cupboards, computer keyboards, patients’ tables / lockers, curtain tracks, desk tops, telephones and sluices. This indicated that organisms were being spread not just on staff hands, but also via equipment and potentially via the environment itself. Despite targeted cleaning and even a deep cleaning exercise in February 2007, contamination levels at Willesden have continued to remain static throughout 2007 (see report to Clinical Governance Committee, May 2007). For this reason regular meetings are now held between the Infection Control Team and facilities providers on site to agree clear and more consistent cleaning schedules and cleaning processes for the wards. Now these have been agreed and staff training repeated, levels of contamination will be monitored via the regular, more frequent use of an ‘ATP’ swabbing system (delivery of monitors awaited).  Adopting such a system will enable the Infection Control Team to obtain instant results regarding levels of protein contamination of equipment and the environment and will therefore assist in adapting and appropriately prioritising cleaning methods to achieve greater effectiveness in reducing contamination. 

4.9 Clostridium difficile

Brent tPCT has set NWLHT a local target of a 10% year-on-year reduction in Clostridium difficile, taking 2006/07 as the baseline year. The annual target for 2007/8 is therefore 248 C. difficile cases in patients aged 65 years and over. However, at the end of September 2007, the number of cases was 192.  This is 68 cases above trajectory at this mid year point. It is therefore forecast that the total number of NWLH Clostridium difficile cases will be approximately 384 (55% above trajectory for 2007/8).

Figure 5: NWLHT Mandatory Clostridium difficile Reports 
(cases over 65yrs old – no repeat samples within 4 weeks)
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Figure 6: Clostridium difficile cases April 2003 – Sept 2007

Forecast versus target annual total

(Cases over 65yrs old – no repeat samples within 4 weeks)
[image: image10.emf]Year 2007/08

April May June July August Sept October Nov Dec Jan February March Total for year

Cumulative 

target number 

of infections

2 3 5 7 9 11 13 15 17 19 21 22 22

Actual 

cumulative 

number of 

infections in 

period

4 5 7 10 12 14 17

17

2007/08


4.10 NWLHT report that they are implementing the C. difficile care bundle (Saving Lives DH, 2006). It is not a mandatory requirement for root cause analysis to be carried out for all cases of c. difficile (as it is for all MRSA bacteraemias). However, NWLH Infection Control Committee has recently agreed to undertake a root cause analysis of all deaths at the trust where Clostridium difficile is included on the death certificate.  The NWLHT Infection Control Committee is also establishing a C. difficile working group to review surveillance and root cause analysis data, and monitor the implementation of key interventions to tackle C. difficile infections. Membership of this group will include the Infection Control Doctor for Brent tPCT.

4.11 Until this year the national criteria for reporting Clostriduium difficile cases has excluded patients below the age of 65 years and any repeat samples obtained within 4 weeks of initial laboratory confirmation. It was based on these criteria that Brent tPCT set its local target of a 10% year on year reduction. However, since this time, national reporting criteria have been extended to include cases in all age groups over 2 years old. Future data provided by NWLH will therefore separate the two groups to ensure that comparative data are available, clarity is maintained and targeted actions carried out.  Although over 80% of C. difficile cases usually occur in the over 65’s, with these changes in reporting we can expect to see a significant increase in the number of cases reported overall in the future by NWLHT. 

4.12 Clostridium difficile isolates from General Practice

Since April 2007 Brent tPCT Infection Control Team has carried out root cause analysis on all Clostridium difficile positive samples received from General Practice or via A&E for Brent residents reported from NWLH. There were 5 cases between April - June 2007 and a further 2 cases between July – September 2007. There are no historical data available with which to compare these figures. With the exception of one patient, each of the other cases had been discharged from hospital within the 4 weeks prior to diagnosis. There was therefore minimal evidence of Clostridium difficile infection being acquired in the community within Brent.

4.13 C. difficile in PCT Bedded Areas

During 2006/7 eight Clostridium difficile cases were identified in patients admitted to tPCT bedded areas, and to date five cases in 2007/8 (April – Sept). These infections have all been in inpatients at Willesden Centre for Health and Care. There have been no Clostridium difficile related deaths within tPCT bedded areas. Root cause analysis has provided evidence that 4 of the 5 cases occurring during 2007/8 had either been transferred to Willesden already symptomatic at the time of transfer, had suffered a recurrence of previous infection shortly after transfer to the unit, or had become symptomatic within 2 days of arrival. It is therefore believed that each of these cases were imported into the hospital. The source of the remaining case is unknown, but thought to be due to the administration of antibiotics whilst at Willesden, although cross infection could not be discounted.  

4.14 Other HCAI’s

During late September 2007, a multi-drug resistant Acinetobacter baumanii (MDRAB) was isolated from the sputum of a patient in the Coronary Care Unit at Central Middlesex Hospital.  All patients who were in the ward at the time of this ‘index’ patient’s stay in the hospital were screened and environmental samples were taken.  Screening was extended to the Intensive Care Unit and to other hospital wards after detecting further colonised patients.  A programme of deep cleaning (three times daily) of the affected areas was commenced and is still on-going.  The incident has been reported as ‘Serious Untoward Incident” (SUI) to NHS London.  Daily outbreak control meetings are being held.  MDRAB samples were isolated from a total of 25 patients, of whom only 5 patients are currently still in the hospital.  None of the affected patients required systemic antimicrobial therapy for this organism.  A report will be prepared after completion of the investigations currently in progress.

4.15 Summary of Surveillance Report

Since the establishment of the local joint Brent, Harrow and NWLHT HCAI Group two years ago, a more collaborative approach to the prevention and management of HCAIs across the local health economy has been adopted.  During the last 6 months, consistency in MRSA policy across the four organisations has been achieved and agreed, root cause analysis is now being routinely performed for all MRSA bacteraemias within the community and the acute sector, and information exchange in respect of HCAIs between the organisations has improved. The establishment of a single local database for HCAIs and root cause analysis information across the acute and community sectors (including care homes) is currently being investigated by the HCAI group. In addition root cause analysis is being extended to cases of Clostridium difficile in the acute hospital. 

4.16 In conclusion, it is clear from the data presented above that, although slightly above trajectory, significant improvements have been made locally in reducing MRSA bacteraemia rates. However, in contrast, the number of reports of Clostridium difficile at NWLHT has increased during 2007/8 (irrespective of changes to mandatory reporting criteria) and it is therefore forecast that figures for this year will be more than 50% above trajectory. There is still much work to be carried out in order to achieve further reductions against challenging national and local targets.  This highlights the continued need for systematic and sustained surveillance and root cause analysis, robust Infection Control measures, and regular progress reports and performance monitoring against HCAI/Infection Control action plans.
5.0 Maidstone and Tunbridge Wells – Health Care Commission Report

5.1 The Healthcare Commission published a damning report on 11 October 2007 detailing significant failings in infection control and patient care at Maidstone and Tunbridge Wells NHS Trust (‘Investigation into outbreaks of Clostridium difficile at Maidstone and Tunbridge Wells NHS Trust’ October 2007).  The full report is available on-line at:

http://www.healthcarecommission.org.uk/_db/_documents/Maidstone_and_Tunbridge_Wells_investigation_report_Oct_2007.pdf.

This is the second major report which the Healthcare Commission has published on Clostridium difficile, the first being the report at Stoke Mandeville in July 2006.


5.2 The main overall conclusions of the Maidstone and Tunbridge Wells investigation are summarised below:-
· The trust had no effective system for surveillance of C. difficile. As a consequence, it failed to identify an outbreak in 2005 that involved 150 patients. This was a serious failing. When a second outbreak was declared in April 2006, patients were cared for on a number of wards until an isolation ward was established in the August. 

· The clinical management of C. difficile infection in the majority of the patients fell short of an acceptable standard in at least one aspect of basic care. Some patients, who might have been expected to make a full recovery from the condition for which they were admitted, were prescribed broad spectrum antibiotics during their stay in hospital, contracted C. difficile and some died. 

· The infection control team was not managed properly and standards of cleanliness and infection control were not good. Since the outbreaks, the number of cases has fallen to below the levels previously experienced by the trust. However, as late as April 2007, unacceptable examples of the use of contaminated equipment were found.
· The trust delayed announcing the outbreak and then produced figures that almost certainly underestimated the number of deaths. 
· The trust struggled with a number of objectives which they regarded as imperative. These occupied senior managers’ time and compromised the control of infection, and hence the safety of patients.

· Although the primary care trusts commissioned services from the trust, they were preoccupied with the numbers of patients treated and the cost, and had given little attention to the quality of care or the control of infection. They saw the latter as the responsibility of the health protection unit (HPU), which is part of the Health Protection Agency.

· The HPU did not have close routine involvement with the trust, and generally worked in a reactive way, responding to concerns. The HPU staff saw their role as being to support organisations in their management of infections, rather than to supervise or monitor infection control. Once the outbreak was reported, the HPU endeavoured to support the trust. The HPU was concerned about aspects of the handling of the outbreak and raised these matters with the trust and the strategic health authority (SHA).

· It was clear that, until recently, the focus of the SHA with regard to healthcare associated infection had been more on MRSA, since it was one of the top national priorities to which a target for performance was attached.

5.3 On 12th October 2007 Ruth Carnall, Chief Executive of NHS London, wrote to the Chief Executive of all London NHS Trusts, asking for positive assurance that each NHS Trust’s Board has considered the HCC’s report in depth and has assessed their own organisational systems against the recommendations contained within the report. 

5.4 On 15th October 2007 David Nicholson, NHS Chief Executive, wrote to all NHS Trust Chief Executives to ask them to actively consider the report’s findings and to reiterate the roles and responsibilities of senior managers and trust boards. David Nicholson’s letter noted:-

· Where senior management and trust boards fail to act to deliver good quality infection control they must and will be held accountable.  
· Whilst infection control is everyone's concern, ultimate accountability lies with the trust board.  
· Trust boards must drive local improvements.  Comprehensive guidance on infection control is available, and Boards and senior management teams are expected to ensure that good practice in infection prevention and control is day to day core business.
5.5 An assessment of Brent tPCT’s local organisational systems and arrangements against each of the recommendations contained within the Health Care Commission’s (HCC) report into Maidstone and Tunbridge Wells is provided at 5.8.  This assessment applies to both Willesden Centre for Health and Care bedded areas and to the New Kinsgswood Unit (Peel Road), unless otherwise stated.  Where Brent PCT’s systems and arrangements are not fully compliant with the HCC’s reccomendatins, the actions required to achieve compliance and a timetable for their implementation are specified.
5.6 Summary of the self-assessment

As the self-assessment demonstrates, a number of actions need to be taken to ensure a more robust system for prevention and control of Clostridium difficile within Brent tPCT bedded areas.  However, overall the Infection Control Team and DIPC are confident that current systems would ensure that any outbreak of Clostridium difficile within PCT bedded areas be recognised at an early stage and that sufficient side room facilities would be available to appropriately care for any cases.   As the preceding section on HCAI Surveillance noted (4.12 and 4.13), since the beginning of 2006, the Infection Control Team has carried out root cause analysis (RCA) on all community cases of Clostridium difficile i.e. those where positive samples have been received from Brent tPCT bedded areas or contracted General Practices. During 2006/7 eight Clostridium difficile cases were identified in tPCT bedded areas, and to date five cases in 2007/8 (April to October). These have all been at Willesden Hospital. There have been no Clostridium difficile related deaths. Root cause analysis has provided evidence that 4 of the 5 cases during 2007/8 have been transferred to Willesden either already symptomatic at time of transfer, have suffered a recurrence of previous infection shortly after transfer to the unit, or have become symptomatic within 2 days of arrival. It is therefore assumed that each of these cases were imported into the hospital. The source of the remaining case is unknown, but thought to be due to the administration of antibiotics whilst at Willesden. 

5.7 NWLHT has also completed its own self-assessment against the recommendations contained within the HCC’s report.  This assessment is attached at Appendix 2 in order to provide the Board with assurance in relation to the PCT’s role as commissioner of services from NWLHT.  Key actions, leads and timescales are given for areas where NWLHT is not fully compliant with HCC recommendations.  This action plan, together with the NWLHT’s HCAI Improvement Action Plan, will be monitored via the health economy wide HCAI group and each organisations’ respective Infection Control Committee.
5.8 Benchmarking of Brent tPCT against recommendations contained in the Healthcare Commission report into Outbreaks of Clostridium difficile at Maidstone and Tunbridge Wells NHS Trust (October 2007)
Governance Arrangements - Trust Board and Senior Managers

	HCC Recommendation
	Current status
	Suggested actions 
	Lead 
	Timescale

	Trust Boards must have an annual programme of regular Infection control reports & updates
	Six monthly HCAI surveillance reports.

Annual Infection Control and DIPC report.

Updates also taken to Board as required; last paper to Board on HCAI in May 2007.
	HCAI surveillance summary to be provided for each Board meeting
	Lynn Leaver
	January 2008

	Trusts should review leadership- arrangements & ensure the Board discharges its responsibilities with respect to infection control to an acceptable standard
	Board paper May 2007 which asked members to formally recognise the organisational wide and Board level commitment to the reduction of HCAI and agree the arrangements for Infection Control within Brent tPCT.
	None
	
	

	Board agendas, whilst acknowledging the importance of finance, performance targets and service configuration must ensure the importance of patient care & safety is paramount.
	Board agendas include items on Clinical Governance, quality and outcomes performance indicators, patient surveys/complaints and SUIs discussed in private part of agenda.
	None
	
	

	There must be Corporate and directorate level responsibility for Infection Control
	DIPC role undertaken by Director of Public Health.
Director of Provider Development & Estates has managerial responsibility for Infection Control Team.
Director of Nursing responsible for Clinical Governance aspects of Infection Control (ICC reports received by C&CGC)

Directors of Primary Care and Strategic Commissioning are responsible for performance monitoring in terms of Infection Control. 
	None
	
	

	Factors that enable staff to control infection must be considered & have priority including the environment, cleaning, movement of patients and levels of bed occupancy.
	In place
	None
	
	

	Trusts should ensure they have effective isolation policies & procedures for those patients who pose a potential or actual high risk of infection to others
	tPCT Policy for the Management of Communicable Diseases (Feb 2007) includes isolation procedures. An Infection Control assessment check list is completed for patients prior to transfer to Willesden wards.

Training regarding this new policy has been carried out for Willesden ward staff
	None 
	
	

	The Board must understand the role and responsibilities of the Director of Infection Prevention and Control
	Role included within annual Infection Control and DIPC reports to the Board
	None
	
	

	Bed spaces must be broadly in line with recommendations as outlined in NHS Estates 2002.
	Predominantly single side room provision. However bed spaces in non-single room areas are adequate (Willesden bays)
	None


	
	

	The trust must publish criteria for the opening of escalation (overflow) areas.
	Recent PCT input into NWLHT escalation policy, however currently no published PCT criteria for opening of an escalation area.
	PCT criteria to be established 


	Shirley Parker / 

Intermediate Care & Rehabilitation Manager / 

Lynn Leaver


	January 2008


Clinical Governance & Risk Management
	HCC Recommendation
	Current status
	Suggested actions 
	Lead 
	Timescale

	The control of infection needs to be an integral part of clinical governance framework; trusts should have appropriate reporting systems and proper investigation of serious untoward incidents, analysis of the risks raised by incidents and complaints, and a system that clearly demonstrates that the trust captures and disseminates the learning from incidents and complaints
	Root cause analysis is performed for all c. diff cases in tPCT bedded areas – feedback to Infection Control Committee.

The Infection Control Committee reports to the C&CGC.


	Ward staff to regularly receive HCAI root cause analysis data feedback

(Also see Standards for Better Health Assessment Action Point C1a, Element 3)
	Lynn Leaver
	November 2008

	Trusts should ensure they have robust arrangements to manage risk.
	Risk Management Policy in place & included in induction and refresher training for all staff. Insufficient evidence of frontline staff carrying out risk assessment around IC risks. However, Infection Control Team includes identified risks on corporate risk register.

Addendum drafted for all staff Job Descriptions regarding their responsibilities in Infection Control and reporting any serious breaches – awaiting JNCC approval
	All staff to be encouraged to complete risk assessments and identified risks to be included on corporate register.

Infection Control addendum to staff job descriptions to be disseminated following approval by JNCC

(Also see Standards for Better Health Action Point C7c, Element 2)
	Director of Provider Development & Estates to cascade

Assistant Director of HR
	April 2008

January 2008


Infection Control Team  
	HCC Recommendation
	Current status
	Suggested actions 
	Lead 
	Timescale

	Accountability arrangements for the IC team must be clear. 
	In place
	None
	
	

	IC teams should be of required  levels with appropriate input from microbiologists
	ICN (x 2 WTE) & ICD (x1 session per week)

SLA with HPA for one session per week of microbiologist time  (Dr Shuja Shafi)
	None
	
	

	There should be regular, minuted IC team meetings and regular, minuted Infection Control Committee meetings, with appropriate membership.
	ICC held quarterly with appropriate membership – although still no GP representation.

Weekly – fortnightly IC Team meetings held but not minuted
	All Infection Control Team meetings to be minuted.
	Lynn Leaver
	November 2007


Surveillance systems 

	HCC Recommendation
	Current status
	Suggested actions 
	Lead 
	Timescale

	The local NWL Health Protection Unit plays an important role in agreeing clear and consistent arrangements for the monitoring of rates of c. difficile infection using all relevant local and national information. (the Regional Microbiology Network advise that HPA Microbiologists work collaboratively with HPU’s on this requirement).
	C. diff rates currently monitored by HPU at Brent and Harrow HCAI Group and Brent tPCT Infection Control Committee, at which the HPU are represented. 

	Consultant Microbiologist / Brent ICD to discuss further with NWL HPU the need for a NWL wide HCAI forum to be established by the HPU (to include both acute trusts and PCTs) for surveillance.
	Dr Shuja Shafi
	January 2008

	Trusts must ensure they have adequate information and systems to monitor infections acquired in hospital
	Systems for regular reporting of positive results to Infection Control Team are in place via the NWLHT Microbiology Dept.

Formal monthly data also received via NWLH DIPC report.

PCT ICNs carry out RCA on all c. diff cases in bedded areas. Results reported in 6 monthly surveillance report to Board
	None
	
	


Standards of Care 

	HCC Recommendation
	Current status
	Suggested actions 
	Lead 
	Timescale

	A diagnosis of C difficile needs to be regarded as a diagnosis in its own right (rather than a secondary complication), with appropriate care and treatment provided based on evidence based clinical guidelines.
	All bedded areas provided with HPA “Good Practice Guide to Control C. difficile” during early 2007. 

Management of C.difficile also included within tPCT Policy for the Management of Communicable Diseases (Feb 2007)
	Standard care plans to be developed for the care of patients with Clostridium difficile.

Need to engage NWLH consultants / medical staff to take ownership of the issues
	Lynn Leaver/ Ward Managers

Dr Shuja Shafi
	January 2008

April 2008

	Doctors need to review patients regularly, and monitor and manage the infection and any complications
	Willesden – daily medical review of C. difficile patients.
	None
	
	

	
	Peel Rd – routine medical review of patients takes place x 3 / wk.
	Standard care plan (see above) to be produced will require daily medical review of C. difficile cases
	Lynn Leaver / Unit Manager
	January 2008

	Trust should monitor standards of nursing care ensuring call bells are answered, patients fed & hydrated, beds are clean with privacy and dignity respected and attention is paid to providing single sex accommodation.
	Willesden

· Quarterly nutrition audit

· Daily review by dietician

· Privacy and dignity standard assessed annually as part of Standards for Better Health Assessment
	 Standards required for responding to call bells etc.
	Intermediate Care and Rehabilitation Manager
	January 2008

	
	Peel Rd – no regular monitoring taking place at present
	Programme of review to be commenced
	Pat Dabengwa 
	April 2008

	Policies and care pathways should be in place that; ensure rapid isolation or cohorting of patients; minimise movement of patients. Daily monitoring of infected patients must take place. The Trust must ensure that effective isolation is in place for all patients who pose a potential or actual high risk of infection to others via a process of audit.
	Policy in place. Isolation procedures audited weekly for all isolated patients by ICNs. Ward nursing staff and Facilities Supervisor also monitor daily
	None
	
	

	The practice of cohort nursing of infected patients on open wards must be reviewed and should be stopped for patients with undiagnosed diarrhoea.
	Cohort nursing not required in PCT due to number of side rooms.
	None
	
	

	Consideration needs to be given to the education and supervision of trainee doctors, with a view to improving the recording of C.difficile on death certificates.
	Willesden – Medical input provided by NWLHT and K&C GP Co-op
	NWLHT and K&C PCT to be asked to confirm information  & training provided to medical staff
	Lynn Leaver
	December 2007

	
	Peel Rd – Locum medical input provided via tPCT
	Locum to be provided with CMO letter Oct 2007 regarding HCAI and death certification, as well as ONS guidance for reference. Copies to be kept on unit.
	Lynn Leaver
	November 2007


Antibiotics

	HCC Recommendation
	Current status
	Suggested actions 
	Lead 
	Timescale

	Trusts must review antibiotic prescribing policies and guidance.
	Willesden - Medical staff follow NWLHT antibiotic prescribing guidelines which were reviewed and updated in August 2007
	None
	
	

	
	Peel Rd – Locum follows Brent tPCT Management of Infection Guidance for Primary Care (Sept 2005)
	Primary Care guidance currently being reviewed and updated in collaboration with NWLHT and Harrow PCT
	Louise Cowan / Dr Shuja Shafi
	April 2008

	Trusts must ensure that prescribing of antibiotics follows accepted good practice and that antibiotic of the narrowest possible spectrum and prescribed for the shortest possible period
	Pharmacy services to both Peel Road and Willesden CHC are provided by NWLHT. Antibiotic prescriptions are reviewed daily by pharmacist at Willesden (weekly at Peel Rd)

However, it is currently unclear whether there is any scope for this auditing in the existing pharmacy SLA.
	Anti microbial group being set up within the tPCT. 

To establish whether any scope for antibiotic prescribing audits within pharmacy SLA.

If so, antibiotic prescribing audits for PCT bedded areas to be organised with NWLHT pharmacy service and Dr Shuja Shafi – results to be disseminated as part of medical teaching programme.
	Dr Shuja Shafi

Lynn Leaver / Yashoda Patel

NWLH Pharmacist / Dr Shuja Shafi
	January 2008

December 2007

April 2008


Hand Hygiene and cleaning

	HCC Recommendation
	Current status
	Suggested actions 
	Lead 
	Timescale

	Trusts should ensure compliance against the NPSA Hand hygiene audit tool.
	Audits carried out
	NPSA Clean your Hands campaign commencing Nov 2008
	Lynn Leaver
	December 2008

	There should be easy accessibility of sinks, soap dispensers and protective equipment in each bay, side and treatment room.
	PCT wide audit performed 2 years ago 
	Audits will be repeated as part of forthcoming campaign
	Lynn Leaver / Lazar Der Gregorian
	April 2008

	Hygiene standards should be reviewed, including a review of cleaning and decontamination equipment to ensure it is functioning properly.
	Willesden – Quarterly swabbing of environment performed. 

Daily & weekly programmes for monitoring of cleanliness. 

Awaiting delivery of ATP monitors to be used for regular objective assessment of contamination levels. 

Stream cleaners serviced 6 monthly by Accuro.

Medical equipment decontamination audits performed by ICNs (e.g commodes / hoist slings)
	To investigate whether laundry machines and dishwashers are being serviced and temperatures monitored.

Programme for regular ATP monitoring to be implemented
	Lynn Leaver

Lynn Leaver
	December 2008

December 2008

	
	Peel Rd – No formal process for monitoring cleanliness. No Cleaning schedules

Quarterly swabbing of environment performed.

Awaiting delivery of ATP monitors to be used for regular objective assessment of contamination levels. 

Stream cleaners services 6 monthly by Accuro.
	Formal process of cleanliness monitoring to be introduced. Cleaning schedules to be produced.

To investigate whether laundry machines and dishwashers are being serviced or temperatures monitored.

Programme for regular ATP monitoring to be implemented
	Sue Lazarus

Lynn Leaver

Lynn Leaver
	December 2008

December 2008

December 2008


Staffing and Education 

	HCC Recommendation
	Current status
	Suggested actions 
	Lead 
	Timescale

	Trusts should ensure and monitor adequate nursing levels to provide acceptable and safe care, benchmarking with comparable Trusts.
	Staffing levels calculated using an evidence base (RCN Assessment Tool for Nursing Older People (2000), NSF for long term conditions (2005) and Rehab following Brain Injury National Clinical Guidelines (RCP, 2003))
	None
	
	

	All staff must attend appropriate training in the control of infection and understand their role in its prevention.
	Willesden – 73% of ward nursing staff trained in IC in last 18 months.

All ward therapists have received training.
	Mop up sessions to be provided to those staff who have yet to attend IC training
	Lazar Der Gregorian
	February 2008

	
	Peel Rd – 30% of unit staff trained in IC in the last 18 months. The remainder are booked onto future sessions
	Training to be completed for remainder of unit staff. 
	Lazar Der Gregorian
	February 2008

	Cleaning staff in particular must receive regular, appropriate training 
	Willesden – All domestic staff trained in IC in the last 6 months


	None
	
	

	
	Peel Rd – Two domestic staff have not received training
	Two staff members to be booked onto future IC course
	Lazar Der Gregorian
	December 2007

	The PCT promotes a climate of openness and dialogue in which staff feel free to raise concerns in a reasonable and responsible way, without fear of victimisation. There is an up to date Whistleblowing Policy.
	Whistleblowing Policy currently being updated by Human Resources. Policy discussed at EMT 7/11/07 and due to come to Board for ratification. Whistleblowing is included within the corporate induction for all staff.
	Training & Development Dept will contact all internal and external training facilitators to remind them to discuss whistle blowing with all staff during mandatory refresher training.
	Update policy -Arthur Jones

Training -Ron Lutaaya
	November 2007

December 2007


Patients and Public

	HCC Recommendation
	Current status
	Suggested actions 
	Lead 
	Timescale

	In the event of an outbreak Trusts must consider a communication strategy for timely information to press and the public
	tPCT Outbreak Policy states that Head of Communications would be a member of an Outbreak Control Group where media information would be agreed. The policy states that the DIPC would take overall responsibility for information provided for press releases.
	None
	
	

	Information leaflets should available to patients, relatives and the public.
	Patient leaflet for c. diff in PCT bedded areas in final draft form

Patient leaflet for c.diff in the community in final draft form

Leaflets produced with Harrow PCT for consistency
	Final drafts to be consulted upon and then taken to Dec 2007 ICC for approval.
	Lazar Der Gregorian
	December 2007


6.0 Recommendations
6.1 The board is asked to note the issues arising from the Health Care Commission’s report into the outbreaks of C. difficile at Maidstone and Tunbridge Wells.

6.2 The board is asked to note the PCT’s self-assessment against the HCC report and the action plan in place to achieve full implementation of the report’s recommendations.
6.3 It is proposed that a report on progress with implementation of these actions is presented to the Board in March 2007.  It is also proposed that brief HCAI surveillance summary reports are presented at every Board meeting.  The Board is asked to consider and agree the timing and frequency of these proposed reports.
Lynn Leaver, Senior Infection Control Nurse

Dr Shuja Shafi, Infection Control Doctor/Consultant Microbiologist

Julie Billett, Director of Public Health & DIPC

Appendix 1: Brent, Harrow and NWLHT Healthcare Associated Infection (HCAI) Group:  Terms of Reference

Purpose :


To establish a cohesive and co-ordinated approach to the prevention and management of HCAIs across the local health economy in Brent and Harrow (Brent tPCT, Harrow PCT, NWL HPU and NWLHT).
Aims :

· To progress all HCAI action plans across the local health economy

· To share knowledge and information regarding HCAI in order to ensure their effective prevention and management
· To establish a seamless strategy to manage HCAIs across the locality in order to prevent duplication and promote clarity across the organisations

· To agree local surveillance programmes for HCAI

· To review local HCAI trends and set appropriate action plans

· To improve communication between the 4 organisations regarding HCAI and to ensure cohesive patient transfer policies between the Trusts

· To agree and maintain a cohesive approach to screening 

· To establish clear risk assessment and isolation procedures

· To ensure consistency in prevention and control measures, response and eradication procedures and laboratory processing across the locality

· To agree training requirements for local health care staff in regards to HCAI and ensure sufficient resources are available to carry out relevant training

· To develop consistent HCAI information available to patients

· To commission audits with relevance to HCAI

· To ensure HCAI data exchange between the 4 organisations

· To promote HCAI management strategies that are cost neutral and can be achieved where possible within existing resources

· To review and act upon rates of MRSA, Clostridium difficile, surgical site infection, any emerging HCAIs and all mandatory reporting requirements as standing agenda items of each meeting

· To examine health economy wide root cause analysis results and trends and to ensure that these are appropriately acted upon  

· To identify where additional resources are required to tackle HCAIs and to address these shortfalls within the relevant organisation

Where a departure from the latest national guidance is being recommended within the group, or where the members of the group are unable to agree specific points, this will be escalated to the Corporate & Clinical Governance Committee of each organisation.

Frequency of Meetings: Meetings will be held bi-monthly. However, the need for more frequent meetings will be determined by the groups work programme

Membership: (Attendees must have delegated authority for their organisation) : 

Chair  - DPH / DIPC Brent tPCT
Lead Commissioner from Primary Care (Brent tPCT)
From each NWLH, Brent tPCT and Harrow PCT :

Directors of Infection Prevention and Control (DIPC) 

Directors of Nursing 

Infection Control Doctors

Infection Control Nurses

General Practitioner (PCTs only)

From the NWL Health Protection Unit :
Consultant in Communicable Disease Control (Brent)

Health Protection Nurse

Accountability : The group will be accountable to each organisations Board via the respective Infection Control Committee.
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Appendix 2: Preliminary Assessment of current status of North West London Hospitals against recommendations as described in Healthcare Commission report into Outbreaks of Clostridium difficile at  Maidstone and Tunbridge Wells NHS Trust 
In response to the HCC report Maidstone and Tunbridge Wells NHS Trust, NHS London and the NHS Chief Executive this document outlines key recommendations from the HCC report and assesses the current status of NWLHT. This document is also cross referenced with the DoH HCAI action plan, Hygiene Code compliance checklist and the previous assessment carried out by the Trust against the Stoke Mandeville report and presented to the Board in November 2006. These documents are monitored by the Infection Control Committee and Trust Board.
Governance: Trust Board and Senior managers

	HCC Recommendation
	Current NWLHT status
	Suggested actions/ Cross reference with current monitoring 
	Lead 
	Timescale

	Trust Boards must have an annual programme of regular Infection control reports & updates
	Board planner describes regular infection control reports.

Forms part of BAF

Quarterly DIPC reports


	(Cross Ref: DOH HCAI action plan pt 4.2.1 to 4.2.5)
In Place 
	P Sutcliffe 

F Wise  
	N/A 

	Trusts should review leadership arrangements & ensure the Board discharges its responsibilities with respect to infection control to an acceptable standard
	CEO chairs Infection Control committee

Dir of Nursing supports infection control nursing team and leads on DoH HCAI action plan

No DIPC in post
	(Cross Ref: DOH HCAI action plan pt 4.2.1 to 4.2.5)
(Cross Ref: DOH HCAI action plan pt 3.2.1 to 3.2.7)
Currently no DIPC in post.

The arrangements will be regularised in next week.
	F Wise 

M Burke 

E Robb
	By end Oct 

	Board agendas, whilst acknowledging the importance of finance, performance targets and service configuration must ensure the importance of patient care & safety is paramount.
	Regular infection control reports to Board

Board working with DIPC

Arrangements in place and role and membership of Governance, Risk and Compliance Sub Committee has recently been reviewed and strengthened
	(Cross ref: Stoke M Board report pt 11)

(Cross Ref: DOH HCAI action plan pt 4.2.1 to 4.2.5)
Board should consider importance of all clinical reports it receives

	F Wise 

M Burke 

E Robb
	N/a

	There must be Corporate and directorate level responsibility for Infection Control
	Corporate in place - 

CE supported by Director of Nursing

Working towards KPI on balanced scorecard. 
	(Cross Ref: DOH HCAI action plan pt 3.3.3 to 3..3.7)
(Cross Ref: DOH HCAI action plan pt 4.2.1 to 4.2.5)
Further work required in breaking down information by directorate and ward.
Board should consider input from DIPC into Exec committee, senior nurses meeting and clinical director’s forum.
	D Elkeles

M Burke 

E Robb 
	

	Factors that enable staff to control infection must be considered & have priority including the environment, cleaning, movement of patients and levels of bed occupancy.
	Board planner describes regular infection control reports.

Infection control issues must be considered in bed meetings etc

Bed reconfiguration Review underway including reinstating number of side back to clinical use
	(Cross Ref: DOH HCAI action plan pt 4.2.1 to 4.2.5)
Ensure IC issues are always considered, in context of bed pressures.
	D Elkeles

P Sutcliffe


	

	Trusts should ensure they have effective isolation policies & procedures for those patients who pose a potential or actual high risk of infection to others
	Trust policies for Isolation and for Diarrhoea and Vomiting reviewed Feb 06 and an additional protocol for all clinical D&V in place since Aug 06.

Root cause analysis now in place for all MRSA infections
	(Cross ref: Stoke M Board report pt 13)
(Cross Ref: DOH HCAI action plan pt 1.5.1 to 1.5.5)

Infection Control committee under Chairmanship of CE
Monitoring of the effectiveness of policy and protocol required 
Escalation policies should be in place 
	F Wise 

E Robb 
	

	The Board must understand the role and responsibilities of the Director of Infection Prevention and Control
	DIPC role should be assessed against Winning ways job description and roles and responsibilities communicated to the Board 
	(Cross ref: Stoke M Board report pt 10)
No DIPC in post – to be appointed by end of Oct
	F Wise

M Burke 
	This will be a November 2007 TB Agenda Item

	Bed spaces must be broadly in line with recommendations as outlined in NHS Estates 2002.
	
	
	P Sutcliffe
	


Clinical Governance & Risk Management
	HCC Recommendation
	Current NWLHT status
	Suggested actions/ Cross reference with current monitoring 
	Lead 
	Timescale

	The control of infection needs to be an integral part of clinical governance framework; trusts should have appropriate reporting systems and proper investigation of serious untoward incidents, analysis of the risks raised by incidents and complaints, and a system that clearly demonstrates that the trust captures and disseminates the learning from incidents and complaints

	Currently all MRSA bacteraemias under go root cause analysis.

All deaths with MRSA or C Difficile on death certificate reported as SUI and investigated

Outbreaks to be reported as SUI with appropriate investigation

New web based incident reporting – better ease of access for staff and real time awareness for Governance team.

Outcomes from complaints and risk investigations &  lessons learned to be uploaded on to CG section of intranet once anonomised

Currently link with NPSA and NRLS
	(Cross ref: Stoke M Board report pt 9)
(Cross ref: Stoke M Board report pt 14)
(Cross Ref: DOH HCAI action plan pt 4.1.1 to 4.1.10)
RCA should be extended to other situations requiring investigation (eg C difficile associated death)

Explore other communication mechanisms – lessons learned publication etc 

In Place
	M Burke 

E Robb

C Thorne 
	 N/a

	Trusts should ensure they have robust arrangements to manage risk.
	Risk arrangements under review.
	(Cross ref: Stoke M Board report pt 12)
(Cross Ref: DOH HCAI action plan pt 4.1.1 to 4.1.10)
Risk management training and awareness proposal to go to Exec team end of Oct
	M Burke 

P Sutcliffe 

C Thorne 
	N/a


Infection Control Team  
	HCC Recommendation
	Current NWLHT status
	Suggested actions/ Cross reference with current monitoring 
	Lead 
	Timescale

	Accountability arrangements for the IC team must be clear. 
	Recently Reviewed, agreed by ICC 
	(Cross Ref: DOH HCAI action plan pt 3.4.1 to 3.4.17)

	F Wise 

E Robb 
	N/A

	IC teams should be of required  levels with appropriate input from microbiologists
	Staff Vacancies currently being advertised, temporary arrangements for ICN in place
	(Cross Ref: DOH HCAI action plan pt 3.4.1 to 3.4.17)

	F Wise 

E Robb
	N/A

	There should be regular, minuted  IC team meetings and regular, minuted Infection Control Committee meetings, with appropriate membership.
	ICC meetings currently being held monthly
	(Cross Ref: DOH HCAI action plan pt 3.4.1 to 3.4.17)

	F Wise 
	N/A


Surveillance systems 

	HCC Recommendation
	Current NWLHT status
	Suggested actions/ Cross reference with current monitoring 
	Lead 
	Timescale

	Trusts must ensure they have adequate info & systems to monitor infections acquired in hospital; accurate real time data should be available  to manage outbreaks
	In place
	(Cross Ref: DOH HCAI action plan pt 2.3.1 to 2.3.8)
Systems should be both ward and lab based
ICNet being considered at present
	
	N/A


Standards of Care 

	HCC Recommendation
	Current NWLHT status
	Suggested actions/ Cross reference with current monitoring 
	Lead 
	Timescale

	A diagnosis of C diff needs to be regarded as a diagnosis in its own right (rather than a secondary complication), with appropriate care and treatment provided based on evidence based clinical guidelines.
	MB to discuss requirements to note HCAI if indicated on death certificates

Protocols in place
	(Cross ref: Stoke M Board report pt 7)
Importance of Death Cert documentation to be communicated to medical staff.
	M Burke 

E Robb
	

	Trust should review standards of nursing care ensuring call bells are answered, patients fed & hydrated, beds are clean with privacy and dignity respected.
	On going

Nursing KPIs capture relevant data
	(Cross ref: Stoke M Board report pt 4)
(Cross ref: Stoke M Board report pt 6)
Essence of Care nutrition group leading on risk assessment tool

Food and fluid charts under review

Audit tool underdevelopment by Privacy and dignity group.
	M Burke 

E Robb
	

	Policies and care pathways should be in place that; ensure rapid isolation and cohorting of patients; minimise movement of patients; daily monitoring of infected patients
	In place

Use of care bundles
	(Cross ref: Stoke M Board report pt 5)
(Cross Ref: DOH HCAI action plan pt 1.3.1 to 3.1.11)

	M Burke 

E Robb
	N/a


Antibiotics

	HCC Recommendation
	Current NWLHT status
	Suggested actions/ Cross reference with current monitoring 
	Lead 
	Timescale

	Trusts must review antibiotic prescribing policies and guidance.
	Reviewed and new arrangements in place – Aug 2007 
	(Cross ref: Stoke M Board report pt 7)
(Cross Ref: DOH HCAI action plan pt 1.4.1 to 1.4.7)

	
	N/A

	Trusts must ensure that prescribing of antibiotics follows accepted good practice and that antibiotic of the narrowest possible spectrum and prescribed for the shortest possible period
	In place 
	(Cross ref: Stoke M Board report pt 7)
Audit required 
	
	N/A


Hand Hygiene and cleaning

	HCC Recommendation
	Current NWLHT status
	Suggested actions/ Cross reference with current monitoring 
	Lead 
	Timescale

	Trusts should ensure compliance against the NPSA Hand hygiene audit tool.
	Audit performed 

Implementation of Dress code and “naked form elbow down”
	(Cross Ref: DOH HCAI action plan pt 1.1.1 to 1.1.11)
Results of audit to be communicated with staff and re- audit
Dress code to implemented and monitored.
	E Robb 
	

	There should be easy accessibility of sinks, soap dispensers and protective equipment in each bay, side and treatment room.
	Currently under review, particularly positioning and visibility for gel dispensers
	(Cross Ref: DOH HCAI action plan pt 1.1 to to 1.1.11)

	P Sutcliffe 
	

	Hygiene standards should be reviewed, including a review of cleaning and decontamination equipment to ensure it is functioning properly.
	Under review – some issues with decontamination equipment at CMH not functioning 
	(Cross Ref: DOH HCAI action plan pt 2.2.1 to 2.2.18)
Rectify non functioning equipment
Review of decontamination  
	E Robb 

P Sutcliffe 
	


Audits 

	HCC Recommendation
	Current NWLHT status
	Suggested actions/ Cross reference with current monitoring 
	Lead 
	Timescale

	Trusts should ensure the role of the Modern Matron in performing environmental cleanliness audits is communicated and understood
	In place 
	(Cross Ref: DOH HCAI action plan pt 1.2.1 to 1.2.11)

	E Robb 
	N/A


Staffing and Education 

	HCC Recommendation
	Current NWLHT status
	Suggested actions/ Cross reference with current monitoring 
	Lead 
	Timescale

	Trusts should ensure and monitor adequate nursing levels to provide acceptable and safe care, benchmarking with comparable Trusts.
	On going 

Audit of nursing skill mix performed 2006
	(Cross ref: Stoke M Board report pt 8)
Repeat hours per patient day audit 
	E Robb 
	Nov 07

	All staff must attend appropriate training in the control of infection and understand their role in its prevention.
	Under review and additional training to take place
	(Cross ref: Stoke M Board report pt 3)
(Cross Ref: DOH HCAI action plan pt 3.1.1 to 3.1.11)

	IC Nurse 

HR subcommittee
	

	Cleaning staff in particular must receive regular, appropriate training 
	Under review and additional training to take place
	(Cross Ref: DOH HCAI action plan pt 3.1.1 to 3.1.11)

	P Sutcliffe 

IC Nurse
	


Patients and Public

	HCC Recommendation
	Current NWLHT status
	Suggested actions/ Cross reference with current monitoring 
	Lead 
	Timescale

	In the event of an outbreak Trusts must consider a communication strategy for timely information to press and the public
	A communications strategy has been drafted for the chief executive. 
	Communication strategy to be completed 
	P Sutcliffe 

S McKellar
	

	Information leaflets should available to patients, relatives and the public.
	These are currently available but as part of the communications strategy there are plans to review and revamp them.

The hand hygiene leaflet has also now been placed on the front page of the website.  
	Leaflets need review
	P Sutcliffe 

S McKellar
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Implementation of MRSA screening of all new admissions to tPCT beds
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