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1. INTRODUCTION

Health care associated infections (HCAIs) remain a high priority and a significant problem throughout the UK. They are important both in terms of the safety and wellbeing of patients and staff, and of the resources consumed by these potentially avoidable infections. Taking steps to minimise HCAIs (particularly MRSA) is therefore a major component in the government’s health care agenda, and has aroused significant public interest and concern. In order to address the problem, the Department of Health have issued several national guidance documents over the last several years :

· Winning ways (DH 2003)

· Towards Cleaner Hospitals and Lower Rates of Infection (DH 2004)

· Saving Lives: a delivery programme to reduce health care associated infection including MRSA (DH 2005)

· Essential steps to safe, clean care : Reducing health care associated infection  (DH 2006)

All have been designed to further strengthen existing measures to reduce HCAIs across the health economy in both primary and secondary care.  

In addition, the Core Standard C4 (a) of the Standards for Better Health requires “Health care organisations keep patients, staff and visitors safe by having systems to ensure that the risk of HCAIs to patients is reduced, with particular emphasis on high standards of hygiene and cleanliness, achieving year on year reductions in MRSA”. Brent tPCT declared compliance to the individual criteria contained within this standard in 2005/6.

In order for HCAI’s to be minimised, effectively treated and contained, good Infection Control must be embedded into everyday practice within the PCT. With this in mind, this report outlines the achievements of the PCT’s Infection Control Service against its agreed work plan (see appendix 1). In line with national guidance, the main emphasis of the PCT Infection Control Service during 2005/6 was firstly to establish effective processes for HCAI surveillance in the PCT. The aim of this surveillance was to be able to focus and evaluate local control measures used to reduce the prevalence of HCAI. Secondly, the Infection Control Service also prioritised advising the PCT and its contractors in achieving compliance against the Medical Devices Directive (MDD 93/42/EC) which comes into force in April 2007.   

Although comprehensive HCAI reduction strategies (including provision of education materials, self assessment, national standards and inspection by the Healthcare Commission) have had some impact on reducing MRSA bacteraemia figures nationally, this year will also see the introduction of the Code of Practice for the Prevention and Control of HCAIs (Health Act 2006). This is designed to tighten inspection and enforcement of Infection Control within NHS organisations. The purpose of the code is to help PCT and acute Trusts plan and implement how they can prevent and control HCAI. It sets out wide ranging criteria by which NHS organisations can ensure that patients are cared for in an environment where the risk of HCAI is kept as low as possible. Failure to observe the code may have significant implications for the PCT, and may either result in an Improvement Notice being issued by the Healthcare Commission, or it being reported for significant failings and placed on “special measures”. The PCT Infection Control Team is therefore currently carrying out a compliance assessment against these criteria, and will be able to present this to the Board in January 2007. Challenges for the Infection Control Team during 2006 / 7 will not only include working towards compliance with the PCTs legal responsibilities in regards to Infection Control, but will also include ensuring that a robust system for surveillance is maintained and extended in a targeted manner (see appendix 2 for 2006/7 work plan).

2. INFECTION CONTROL ARRANGEMENTS 

The Infection Control Service sits within the Directorate of Integrated Health Services and is managed by Rod Goodyer (Assistant Director, Specialist Services).

The team comprises of the following :

· Senior Infection Control Nurse – Lynn Leaver (1 WTE)

· Infection Control Nurse – Lazar Der Gregorian (1 WTE) (Post vacant June – November 2005) 

· Infection Control Doctor – Dr Shuja Shafi  (Consultant Microbiologist  contracted to PCT for 1 session per week)

The designated Director of Infection Prevention and Control (DIPC) for the tPCT is Dr Judith Stanton (Director of Public Health) who reports Infection Control matters directly to the Chief Executive and the Board. Other functions of the DIPC include  :

· To oversee local control of infection policies and their implementation

· To have the authority to challenge inappropriate clinical hygiene practice  as well as inappropriate antibiotic prescribing decisions

· To assess the impact of all existing and new policies on HCAI and make recommendations for change

(Winning Ways, 2003)

The DIPC also chairs the tPCT Infection Control Committee that meets on a quarterly basis. For terms of reference and membership of the Infection Control Committee see appendix 3. 

The committee reports to the Board, but also feeds into the monthly Integrated Health Services Directorate meetings and the Clinical and Corporate Governance Committee. 

During 2005/6 several multidisciplinary sub groups of the Infection Control Committee have been established in order to progress with last years Infection Control annual work plan. These have included a Decontamination Group, Brent and Harrow MRSA Group, and an Antimicrobial Working Group.

3. OUTBREAK REPORTS

No outbreaks have been experienced within tPCT bedded services during 2005/6. However, an outbreak of measles was experienced within the local community. At the end of March / beginning of April 2006, there was a small outbreak of measles focussed at Central Middlesex Hospital. In parallel, there was also an increase in the number of confirmed measles cases occurring within the North West London community. Between January and June, there were a total of 50 cases occurring within the sector, 15 of which were in Brent residents. A paper providing an overview of the PCT’s response and lessons learnt from the incident was presented to the tPCT Board in July 2006.
4. BUDGET

The Infection Control budget covers Infection Control Nurse salary only.

5. HCAI SURVEILLANCE

HCAI surveillance was a particular focus for the Infection Control Team during 2005 / 6. In order to measure the impact of HCAI within PCT services (particularly bedded services where risk to patients was considered to be highest) several surveillance projects have been undertaken :

Surveillance of MRSA and Multi Drug Resistant Gram-Negative organisms (MDRGN) within tPCT Bedded Areas:

(Report on intranet – “Infection Control Service”)
This project sought to establish the baseline prevalence of MRSA and MDRGNs, and the extent of environmental contamination within each of the bedded areas of the PCT. Over a period of 3 months (Aug – Nov 2005) the prevalence was found to be much higher than expected, with 25% of all admissions to Willesden Centre for Health and Care positive for MRSA carriage and 9% positive for MDRGNs. Environmental contamination with both of these organisms was also evident, with 2% of all samples obtained from communal areas found to be positive for MRSA, increasing to 13% in bedrooms of colonised patients. A comprehensive action plan was created from these results which included the introduction of routine MRSA screening for all admissions to Brent, quarterly environmental screening for bedded areas, as well as the introduction of more robust procedures for cleaning isolation rooms, and more detailed patient information on MRSA and cleaning schedules. Progress with this action plan is reported quarterly to both the Clinical and Corporate Governance Committee and the Board. 

Environmental Surveillance of MRSA and Multi Drug Resistant Gram Negative (MDRGN) Organisms within the Community Sites of Brent tPCT:

(Report on intranet – “Infection Control Service”)
 Following on from the MRSA surveillance project carried out in 2005 in the bedded areas of the tPCT, a further project was then carried out to establish levels of contamination of community sites providing tPCT services. A total of 208 samples were obtained from clinical and communal areas in 8 health centres and clinics. All proved negative for MRSA and MDRGNs. Further surveillance in these areas was therefore only recommended in the event of an outbreak or if local increase in prevalence of MRSA associated to community health care provision becomes evident in the future.

Other surveillance work carried out by the Infection Control Team during 2005/6 included :

Brent HCAI Surveillance Report :
(Report on intranet – “Infection Control Service”)
 Mandatory reporting of MRSA bacteraemias, clostridium difficile associated disease, glycopeptide-resistant enterococcal bacteraemias, and orthopaedic surgical site surveillance to the Department of Health has gradually been introduced over the last 5 years. Whilst acute Trusts are required to produce six monthly reports, there is currently no mandatory requirement for such data to be collected by Primary Care Trusts. However, this is expected to change within the coming months / years. In anticipation of this, primary care data has now been collected retrospectively back to 2003 and a report created. These will in the future be produced on a six monthly basis. This first report focused primarily on surveillance within bedded areas, both within secondary and primary care in Brent. However, future reports will be extended to include surveillance of alert organisms from samples obtained within General Practice also.

Brent & Harrow MRSA Group:

This sub group of the Infection Control Committee was formed by the Public Health and Infection Control Teams in order to try to achieve a more co-ordinated, consistent approach to the prevention and management of MRSA across the secondary and primary healthcare facilities of Brent and Harrow. This multidisciplinary group meets quarterly and is chaired by Dr Deepti Kumar (Consultant in Communicable Disease Control from NWL Health Protection Unit). It is expected that this group will be extended to look at other HCAI issues across the locality, including Clostridium difficile and surgical site infections etc.

Specific aims include :

· To agree local surveillance programmes for MRSA

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

· To agree a cohesive approach to screening 

· To establish clear risk assessment and isolation procedures

· To review prevention and control measures, response and eradication procedures and laboratory processing across the locality

· To review training requirements for local health care staff in regards to MRSA.

· To review MRSA information available to patients. 

· To review audit carried out with relevance to MRSA

Antimicrobial Working Group :
This sub group of the infection Control Committee was set up by the Public Health team to establish a coordinated and cohesive approach to the prevention and control of antimicrobial resistance across the local health economy in Brent. This group will in the future be chaired by Dr Shafi (Infection Control Doctor / Consultant Microbiologist). Key members include the Pharmaceutical Advisors, and Pharmacists.

Specific aims include :

· To monitor rates of anti-microbial prescribing in primary care in Brent PCT

· To promote best practice in antibiotic prescribing and in the management of infections in Brent

· To monitor patterns and trends in antimicrobial resistance in Brent and to use this knowledge to inform policies and practice

· To facilitate effective communication between primary and secondary care, and ensure policies on antibiotic prescribing are consistent across the continuum of patient care

· To identify and carry forward key actions aimed at reducing antimicrobial resistance and improving antibiotic prescribing in Brent

· To review training and education requirements of health care professionals on antibiotic prescribing and management of infections

· To identify, facilitate and contribute to local audits relevant to antibiotic prescribing and resistance

· To identify and carry forward actions aimed at educating patients and the general public regarding antibiotic prescribing and anti-microbial resistance.

6. POLICIES AND PROTOCOLS

An ongoing programme of review of Infection Control policies and guidance has continued throughout 2005/6 (see appendix 4)

It has been agreed by the Infection Control Committee that policies no longer require ratification by the Board, but final drafts from the Infection Control Committee will be sent out for consultation to the Professional Nursing Forum and any other relevant stakeholders, before being taken to the Clinical and Corporate Governance Committee for discussion and final sign off. Where any financial implications are identified, these policies will be referred to the Executive Management Team and Board for final ratification.

See appendix 2 for priorities for review during the coming year.

7. DECONTAMINATION

In Brent, the traditional method by which clinical instruments have been sterilised in the community health care setting is by autoclaving using a bench-top steriliser. However, from April 2007, Medical Device Directive (MDD 93/42/EC) will apply to PCTs and General Practice and will require that they comply with the same high standards of instrument sterilisation as all other organisations across the health economy including acute Trusts.

This will require significantly higher standards for the decontamination process, including buildings, instrument washing, management of facilities, record keeping, training of staff, instrument tracking, and the tracing of processed instruments.

i) To improve processes and facilities within the clinic for decontamination of reusable instruments (including the provision of a separate decontamination room)

ii) To source reusable sterile instruments from a central sterilisation service

iii) To purchase single use disposable instruments

In order to comply with the new legislation the PCT has chosen to phase in a central sterilisation service for its Podiatry service. During 2005/6, the Infection Control Team established the Decontamination Group as a sub group of the Infection Control Committee. This was chaired by Rod Goodyer (Decontamination Local Implementation Lead) and was held 6-8 weekly. A detailed Service Specification was developed and a tendering process conducted. The central sterilisation service became operational from April 2006, processing high risk items such as instruments used for nail surgery and domiciliary visits This contract is due to be extended to enable full transfer of all Podiatry instruments to central sterilisation from April 2007. At this point, all bench top sterilisers will be decommissioned and removed from service and the PCT will be fully compliant with the new legislation (MDD 93/42/EC). 
Since 2005, the Infection Control Team have been closely involved with the North West London Decontamination Project Team, providing membership on both the Clinical Reference Group and PCT Steering Group as well as assistance in evaluating tenders. However, in July 2006, the tPCT Board decided to continue with local arrangements rather than commit to the North West London decontamination collaboration from 2008.
General Practices are also responsible under the terms of their contract to provide sterile instruments for use, and as for the PCT will have 3 options to comply with the new directive. During the summer of 2005, the Infection Control Team worked with the NWL Decontamination Project Team to audit decontamination practices within Brent General Practices. Over 80% of practices were audited, but none found to be compliant with the forthcoming legislative requirements. 

In preparation for April 2007, the results of the audits and information regarding future options for instrument sterilisation have been disseminated to all General Practices on several occasions during the past year. In order to further facilitate practices in moving to a compliant service, the Decontamination Group organised a successful event for GP staff, outlining the legislative requirements, options for compliance, as well as introducing GP staff to a number of disposable instruments on the market. This was held at Brent Town Hall during the spring of 2006 and was attended by representatives of over 30 practices. Further information on this issue is due to be included within the December LMC Newsletter. In addition approximately 8 practices have invited the Infection Control Team to visit to discuss their options for instrument sterilisation. 

Taking into account the above work, the PCT declared compliance with Standards for Better Health “Decontamination of Reusable Medical Devices” assessment criteria during 2005/6.

8. CLEANING SERVICES

During 2005, Infection Control input was provided for the development of the Brent tPCT Environmental Cleaning Policy. This was based on the NHS Healthcare Cleaning Manual (DH, 2004) and was ratified by the Board in April 2006. However, there have been significant problems implementing this policy due to long term leave amongst several key stakeholders. Despite this, an Estates Department representative will shortly begin the process of assessing staffing levels on each of the tPCT sites required for implementation of the policy. A report is expected in December 2006. This will be followed by a meeting between the Estates Dept and Site Mangers to outline the requirements of the new policy, monitoring processes and to identify any shortfalls in resources available.

9. AUDIT

A number of Infection Control audits have been undertaken by the Infection Control Team during 2005/6. These included the following :

Infection Control Audits of tPCT Bedded Areas:

Infection Control environment and practice in each of the tPCT bedded areas were audited during 2005, and comprehensive action plans drawn up for each ward / unit.  Actions recommended were wide ranging and included recommendations for the decontamination of equipment, use of different types of examination gloves, and appropriate storage of medical equipment etc.

Uniform Audit :

Based on a wealth of evidence of contamination of staff clothing / uniforms posing a cross-infection risk, staff in bedded areas of the PCT were asked to complete a questionnaire stating how many uniforms they had available to them, how often these uniforms were changed and how they were laundered. Results highlighted that from the total of 47 responders, almost 20% were not being provided with a uniform or other form of work clothing by the tPCT. Of those who had received a tPCT uniform, almost a third claimed to have only 2 or less. It was also evident that almost half of these clinical staff were not changing their clothing / uniform on a daily basis as recommended. Lack of uniforms was likely to have been a contributory factor here. This clearly contradicts current best practice guidance from the Royal College of Nursing “Wipe it Out Campaign” (2005) designed to promote the prevention and management of MRSA.  

Despite the provision of modern, specifically designed changing facilities on site at Willesden Centre for Health and Care, only 14% of those who responded stated that they used the staff changing rooms provided. Almost half of staff were found to be wearing their uniforms to and from home. A shortage of staff lockers was often cited as a reason for this. Two thirds of the staff that responded also stated that they were not laundering their uniforms at a recommended disinfection temperature of 65ºC or above, with many claiming that their uniforms could not actually be laundered at this temperature. Overall, these results gave cause for concern. Research evidence would support the view that this was a significant risk to the successful prevention of infection transmission within the bedded services of the PCT. Several actions were recommended such as increased provision of staff uniforms to 5 per staff member, provision of additional staff lockers, and provision of written information to staff regarding frequency of changing and methods for laundering uniforms. These were all agreed in principle and are beginning to be implemented.

Staff Influenza Vacination Survey (2005/6) :

(Report on intranet – “Infection Control Service”)
In 2000, the Department of Health publicised an expectation that all Trusts achieve high levels of influenza vaccination amongst frontline staff. At that time, a target of 40% uptake was advised. Despite the fact that the PCT offer flu vaccination to all staff each year, this uptake rate has proved extremely difficult to achieve. 

The aim of this survey was therefore to investigate the attitudes of staff towards influenza vaccination and to identify any possible barriers to vaccination so that forthcoming campaigns could be appropriately targeted and uptake subsequently improved. A questionnaire was therefore disseminated to all staff following the 2005/6 vaccination campaign. A response rate of 27% was achieved (321 responses).  

It was clear from survey results that it is difficult to accurately calculate influenza vaccination rates amongst staff as a significant proportion had been vaccinated by their own GP on medical grounds. Occupational Health data could therefore be an underestimation of the true vaccination uptake rate. However, annual uptake rates amongst employed staff are clearly improving according to both the results of this survey and annual Occupational Health vaccination data. Occupational Health data indicates an increase in vaccination uptake from 6% - 12% amongst employed staff from 2004/5 to 2005/6, whilst data collected from respondents to this survey indicated an increase from 28% - 40%. 

A number of staff misconceptions in respect to the vaccination were also identified, thus indicating that staff may not therefore be making appropriately informed decisions regarding the vaccine. By analysing data according to staff discipline and locality, it was possible to identify that the locality with the highest risk clients i.e. Elderly Rehabilitation Service (in-patient) had the lowest vaccination uptake rate amongst responders. Three main areas of difficulty accessing vaccination by locality were also identified : Vaccine not available’ at the Willesden locality, ‘Difficult to get away from work’ at the Willesden locality and ‘Clinic too far away’ at the Kilburn locality. These issues will need to be addressed in this year’s campaign. It was also clear that experiencing problems such as difficulty in leaving work and inconvenient clinic times appeared to have a direct negative impact on vaccination uptake.

Despite several limitations  i.e. low response rate, this survey has highlighted the need to i) provide a sustained campaign to explain and encourage staff to improve vaccine uptake and ii) address issues relating to access and protected staff time for obtaining the vaccine. A number of specific recommendations have therefore been made for the forthcoming 2006/7 campaign in an attempt to improve uptake still further. Staff information leaflets addressing the misconceptions identified within this survey have been produced and disseminated to all staff. This years campaign will also be targeted at the localities and services where uptake was identified as being the lowest and where the most difficulties were experienced in accessing vaccination last year. The findings of this survey were presented at the Annual HPA conference in Warwick, Sept 2006. 
Prevention of Hepatitis B in Newborns:

The Infection Control Team follow-up each baby born to hepatitis B positive mothers in Brent (43 born during 2005/6). The purpose of this programme is to maximise immunisation uptake amongst this “at risk” group according to the recommended rapid schedule of vaccination. This is an ongoing audit, and data is reported quarterly to the Health Protection Agency.  Coverage rates compare favourably to other PCTs within North West London. Of these babies, 91% received their first 3 doses of hepatitis B immunisation as recommended within their first year of life. Of babies born during the previous year, 78% received the 4 doses as recommended before their second birthday. This programme was also the subject of an HPA conference presentation at Warwick together with Harrow PCT and North West London Health Protection Unit.
Sharps Safety Audit :

(Report on intranet – “Infection Control Service”)
 During the autumn of 2005, all PCT sites were visited and a sharps safety audit performed. A total of 47 departments were included within the audit. Audit criteria were divided into 3 categories : equipment, practices and staff awareness. Although a number of positive aspects of practice were observed, i.e. the availability of appropriate equipment for the safe handling and disposal of sharps, staff practice and awareness of correct procedures were both identified as poor. Of greatest concern was the inability of a quarter of all staff questioned to outline correct sharps disposal procedures and explain how they would deal with an inoculation injury. Whilst most staff could explain the immediate first aid they would perform in the event of an injury, and knew to whom they should to report it, a number were unaware of the recommended time frame within which assessment of an injury should be undertaken. This could potentially impact on the outcome of post exposure follow-up for the staff member.

In addition to this, it was concerning to find that the tPCT was not complying with current waste regulation in several respects. Forty percent of all clinical waste storage areas / trunks were not locked at the time of the audit and a similar percentage of sharps bins were not being tagged to identify the source of the sharps waste. Other areas of non adherence to current local policy were also identified such as the overfilling of sharps containers, incorrect assembly of bins, and use of bins for non-sharps waste, all of which have been identified as being common contributory factors in the incidence of inoculation injury (HPA, 2005).  

Each Site Manager was provided with an individualised action plan, and a number of general recommendations were made. These included the provision of a Brent wide sharps safety campaign (planned for January 2007), followed by a repeat audit in March 2007. 

Infection Control Audit of General Practices :
AS part of the annual review programme for General Practices, each practice was asked to complete and return a self audit of Infection Control during 2005/6. Results are currently being analysed and evaluated.
10. TRAINING ACTIVITIES

Over the last year Infection Control training has been reviewed and separated into 4 different mandatory sessions designed for all those working in clinical areas (including both employed and contracted staff). The purpose of this was to enable staff to receive training appropriate to their needs.

Sessions provided include :

· Induction for Non-Clinical Staff (3 hours)

· Induction for Clinical Staff (1day)

· Refresher for Non-Clinical Staff (2 hours)

· Refresher for Clinical Staff (2 hours)

Mandatory refresher training should be attended at least 2 yearly by all staff working in clinical areas.

Between June 2005 and June 2006, Infection Control training was provided to a total of 354 staff. This can be broken down as follows :

Types of training provided: 
[image: image2.emf]Induction

Refresher

Continence

Enteral Feeding


Locality of attendees :
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Disciplines of attendees : 
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Sessions included those organised via the Training & Development Department as well as those organised locally by the Infection Control Team via Team Leads / Service Managers etc.

Reports of attendees were also sent to Cluster Managers, professional facilitators and Clinical Governance Facilitators in order to try to improve compliance through identification of non-attenders.  

APPENDICES

BRENT PCT

INFECTION CONTROL ANNUAL WORK PLAN – FINAL PROGRESS REPORT (outstanding actions highlighted in red)
June 2005 – Sept 2006

	Action Area
	Task
	Lead
	Key Indicators
	Timescale
	Progress

	1. 

Sharps Safety & Prevention of Accidental Inoculation Injuries
	· To carry out audits of sharps safety in all PCT sites

· Option appraisal to be carried out for disposal of diabetic sharps within the community

· Review staff sharps safety leaflets in line with newly ratified policy

· Sharps awareness campaign to be held

· Review quarterly incident reports from Risk Manager in regards to exposure incidents


	ICN

ICN

OHD

OHD / ICN

ICN / Risk Manager


	Audit report available and results fed back to staff via managers

Option appraisal to be completed, agreed by ICC and presented to C&CG Committee and Primary Care Directorate

Updated leaflet provided to all PCT staff, GP and GDP staff. Laminated flow charts to be available on each site.

Campaign report

Notes of ICC
	July 05

Sept 05

July 05

April 06

June 05 - ongoing
	Completed

Awaiting publication of new national clinical waste guidance. Paper outlining possible implications for PCT and way forward presented to C&CGC
Now in draft

Sharps campaign being organised for Jan’07

Completed. Further breakdown of data requested from the OHS

	2.

Decontamination of Re-usable Medical Devices
	· Establish new local Decontamination Group 

· To carry out GP decontamination survey in collaboration with NWL SHA Decontamination Team

· To audit Podiatry Service (including local decontamination processes)

· To progress with tendering of phased Podiatry central sterilising contract

· Ultra-sonic cleaner maintenance to be established


	ICN

SHA Project Team / tPCT Decontamination Grp

Head of Podiatry / ICN

Decontamination Grp

Decontamination Grp
	Terms of reference & meeting notes

Audit results collated and feedback given

Audit reports and documented feedback to Podiatrists. Action plans agreed.

Tendering process completed.

Test & service records available
	June 05

Sept 05

Dec 05

Dec 05

Sept 05


	Completed

Completed 

To be carried over to 2006/7 

Completed. Service operational from April 2005
No longer required. Random protein testing until full CSS service in April 07

	3. 

Clinical Waste Disposal
	· Identify areas of change in legislation with implications for PCT

· Assist in facilitation of changes in practice

· Review PCT Clinical Waste Policy & re-distribute / re-launch

· Assist in provision of training to clinical and non-clinical staff regarding changes


	PCT Waste Advisor / ICC

“

PCT Waste Advisor / ICN

PCT Waste Advisor / ICN
	Paper to be produced outlining implications for the tPCT

Changes audited

Updated Policy ratified and implemented

Training records 
	Sept 05

April 06

Dec 05

Jan 06
	Awaiting publication of new national clinical waste guidance. Paper outlining possible implications for PCT and way forward presented to C&CGC

Current policy under review.

Further progress to be carried over to 2006/7 once new national guidance available

	4.

Environmental Cleaning 
	· Environmental Cleaning Policy to be completed by working group 

· Implementation of Cleaning Policy to be costed

· Evaluation of the use of steam cleaners within bedded areas to be carried out


	Working Group  (Admin Managers / Estates Dept / ICN

Estates Dept

ICN / ICD
	Ratified policy available

Full implementation costs established and presented to Primary Care Directorate

Environmental microbiological samples
	Aug 05

Dec 05

April 06
	Completed

Report expected from Estates Dept by Dec 06

 Completed. Steam cleaners now in use.

	5.

Uniforms / Staff Clothing
	· To plan and implement an audit regarding the appropriate use of uniforms within the PCT

· Liase with Human Resources Dept to give IC input into staff clothing policy

· To review colour coding system for protective clothing used by clinical staff to mirror that used for cleaning equipment
	ICN

ICN

ICN
	Audit results and action plan 

Agreed policy available

New colour coding system in use


	Dec 05

Jan 06

Jan 06
	Completed

Completed

Leaflets to be disseminated to staff once Laundry policy ratified

Completed



	6.

General Dental Practice
	· To develop a self audit tool for Infection Control in GDP

· To consider resource implications for providing a IC service to Brent GDPs


	ICN

ICC
	Audit tool agreed and disseminated

ICC notes


	April 05

Dec 05
	Awaiting results of self audits being carried out by PCT.

To be carried over to 2006 / 7



	7.

General Practice


	· To consider ways in which to facilitate improvements in IC in General Practice

· Decontamination survey in General Practice - as above


	ICC / ICN

Decontamination Group
	ICC notes. Self audit results.
Individual report sent to each practice. Advice to General Practices regarding compliance with EEC / MDD 2007.
	Dec 05

Sept 05
	Completed. Awaiting results of self audits from CG facilitators

Completed

	8.

Staff Training & Infection Control Awareness
	· To implement new training programme 

· Evaluate new structure for training sessions

· Establish IC information on PCT Intranet (including surveillance data, CD notification data, antibiotic prescribing rates etc)

· Improve attendance at Infection Control training by all staff groups
	ICN

ICN

ICN / ICD/ DIPC

ICN / L&D Dept


	Training records

Training evaluation for each session provided

Information fully accessible to all staff

Identification of non-attending staff / general practices to CSM / PDM.

Targeted advertising of IC courses to contracted staff, non-clinical staff and temporary staff


	June 05

Jan 06

Sept 05

Jan 05


	Completed

Completed

Completed

Completed

	9.

Infection Control Audit 


	· Podiatry Service (including local decontamination processes) - as above

· Willesden bedded areas 

· Peel Road 

· Implementation of new Enteral Feeding Policy

· Uniform usage (as above)

· Sharps Safety (as above)

· Hand hygiene technique audits within District Nursing Service


	Head of Podiatry / ICN

ICN

ICN

Enteral Feeding Working Group

ICN

OHD / ICN

ICN


	Audit reports and agreed action plans

“

“

“

“

“

“
	Dec 05

Dec 05

Dec 05

Jan 06

Dec 05

July 05

April 06
	See above

Completed

Completed

Policy launched & training provided. Audit planned for D/N service
Completed

Completed

Completed

	10.

New Healthcare Premises and Refurbishments


	· Draft guidance on Infection Control in new premises in Brent to be approved by ICC & ratified by the Board

· Continued IC advise at all planning stages for new premises & refurbishments
	ICN

ICN / ICD
	Notes of ICC & Board

Documented advise given 
	Sept 05

Ongoing
	Completed

Ongoing



	11.

Infection Control Policy Development / Review
	· New Policies to be established :

i) Environmental Cleaning

ii)   Communicable Disease

iii)   IV Policy

iv)   Legionella Policy

· Existing policies to be reviewed :

i)    MRSA

ii)   Clinical Waste

iii)  Collection and Storage 

     of Specimens 

v)  CJD

· To ensure policies recently agreed by ICC are ratified by the Board:

i)   Outbreak Policy

ii) Policy for Management

   of Spillages of Blood &

   other Body Fluids


	Working Grp

ICN

Working Grp

Estates Dept

Brent & Harrow MRSA Group

PCT Waste Advisor / ICN 

ICN

ICN

ICC

“


	Polices to be agreed by the ICC, ratified by Board and implemented in clinical areas

Polices to be reviewed & agreed by the ICC, ratified by Board and implemented in clinical areas

Notes of Board meeting. Policies disseminated and implemented.


	i) Jan 06

ii)    Jan 06

iii)   Mar 06

iv)   Jan 06

i) April 06

ii) Dec 05

iii) Dec 05

iv) April 06

i) July 05

ii) July 05
	Completed

In final draft 

In final draft 

Completed

Review underway

Review underway – see above

Review underway

Review underway

Completed

Completed



	12.

Infection Surveillance


	· To agree methods of establishing local MRSA baseline assessment and ongoing surveillance  

· Establish a 6 monthly HCAI surveillance report to the Board 


	Brent & Harrow MRSA Grp

ICD  / DIPC
	Surveillance data available.

Report provided to the Board
	Jan 06

Sept 06
	Completed 

Completed. First report to Board Nov 06

	13.

Immunisation & Communicable Disease
	· To establish a system of reporting communicable disease notification data from NWL HPU to the PCT


	CCDC / HPN / DIPC
	Reports available to PCT
	Dec 05
	Completed – NWL HPU annual report produced

	14.

Antibiotic Prescribing


	· To establish a quarterly reporting system for antibiotic usage to the ICC & DIPC by the PCT Pharmaceutical Advisors

· To work in collaborative manner with Pharmaceutical Advisors to review  antibiotic prescribing levels and assist in ensuring  prescribing targets met

· Brent Antibiotic Formulary to be completed, agreed, ratified and disseminated


	Pharmaceutical Advisors

ICC / ICD / Pharmaceutical Advisors

ICD/ Pharmaceutical Advisors
	ICC notes

ICC notes

Formulary ratified and disseminated.

GP workshops arranged 
	Sept 05

Sept 05

Dec 05
	Antimicrobial Working Grp established

“

Completed

	15.

Infection Control Infra Structure


	· To recruit to vacant ICN post

· SLA for microbiological services to the tPCT

· Microbiology laboratory services used by tPCT to be CPA accredited or Standard Operational Procedures to be provided.

 
	ICN

DIPC

ICN / DIPC
	Post filled and new staff member inducted

SLA agreed and signed

To obtain SOPs from NWLHT Microbiology Dept if no CPA accreditation
	Dec 05

Sept 05

Sept 05
	Completed

Completed

SOPs obtained for SBH assessment. 

CPA accreditation not yet awarded – feedback from recent assessment awaited



Brent tPCT

INFECTION CONTROL ANNUAL WORK PLAN

Sept 2006 – Sept 2007

The following work plan has been determined by the results of the PCT staff survey, Standards for Better Heath requirements, legislative changes (ie Hazardous Waste / Instrument sterilisation) as well as other local priorities. However, this plan may be subject to change once the Infection Control compliance assessment has been completed in respect of the Health Act 2006. 

	Action Area
	Task
	Lead
	Key Indicators
	Timescale
	Progress

	Health Act 2006 

(Code of Practice for the Prevention & Control of HCAIs) 


	To undertake a compliance assessment 


	LL
	Report to Board
	Jan 07
	

	
	To produce an action plan to improve compliance against Health Act


	LL
	“
	“
	

	Hand Hygiene
	To undertake NPSA “Clean your Hands” campaign for PCTs


	LL
	Campaign materials 
	Sept 07
	

	
	Brent wide audit of hand washing facilities on each PCT site


	“
	Audit report and action paln
	Sept 07
	

	
	Audit of use / purchase of alcohol hand gel


	“
	Audit report and action plan
	Sept 07
	

	Hepatitis B Immunisation of “At Risk” Babies


	Continue follow-up of babies and ongoing audit of immunisation uptake. 
Programme to be incorporated into process for routine childhood immunisations

	LDG
	Audit results

Review of current arrangements completed
	March 07
	

	Uniforms / Work Clothing


	To reduce risk of cross infection from staff clothing / uniforms through frequent changing and appropriate laundering
	LDG / LL
	Leaflets to all clinical staff and information on intranet


	Jan 06
	

	
	
	
	Attend professional forums to discuss issue


	Jan 06
	

	Infection  / HCAI Surveillance


	Surveillance of “Community Acquired” MRSA bacteraemias, Clostridium difficile infections, and other HCAIs

	SS / LL / LDG
	6 monthly HCAI Surveillance Report 


	Nov 06
	

	
	Establish a robust system for data collection as well as a customised database

	LDG
	“
	April 07
	

	
	Ongoing surveillance of HCAIs within bedded areas (Patient & Environmental)


	SS / LL / LDG
	“
	“
	

	
	Rio, CIS and Path Link to be available to ICNs


	LL / LDG
	CIS and Path Link access available

Rio training completed


	Jan 06
	

	
	To progress MRSA action plan 


	LL / LDG
	Updated action plan. Quarterly reports to C&CGC and Board


	Ongoing
	

	
	MRSA Policy Review in conjunction with NWLHT & Harrow PCT


	SS / LL                  
	MRSA Group notes.

Policies reviewed and new guidance issued to GPs


	March 07
	

	Sharps Safety - 

Evidence of poor sharps safety practices across the PCT


	Increased awareness of sharps safety. Evidence of improved practice


	LDG
	Campaign plan / meeting notes / campaign materials


	Jan / Feb 07
	

	
	
	LDG
	Repeat PCT wide sharps safety audits and compare with results of previous 


	March 07
	

	
	
	ICC / OHS
	Quarterly review of inoculation injury, immunisation and staff screening data from the Occupational Health Service


	Ongoing
	

	Audit


	Hand Hygiene Facilities across PCT services (see above)


	LL
	Audit report, recommendations and action plan


	March 07
	

	
	Management of Enteral feeding in District Nursing Service 


	LL / LDG
	“
	Sept 07
	

	
	Aseptic Procedures


	LL / LDG
	“
	July 07
	

	
	Sharps Safety Re-Audit (see above)


	LDG
	“
	March 07
	

	
	Protective clothing


	LL / LDG


	“
	Sept 07
	

	
	Podiatry Service 


	LL/ LDG
	“
	Sept 07
	

	Policy / Guidelines
	Communicable Disease Policy


	LDG


	Policy to be completed, ratified, disseminated and implemented


	Dec 06
	

	
	Outbreak Protocols to be developed (Appendices to Outbreak Policy)


	LDG
	“
	Jan 07
	

	
	Review CJD Policy


	LL
	“
	March 07
	

	
	Update MRSA Policy


	SS / LL / LDG
	“
	March 07
	

	
	Review Policy for Prevention and Management of Exposures to Blood & other Body Fluids


	LL
	“
	Jan 07
	

	
	Review Policy for Standard / Universal Infection Control Precautions and the Use of Protective Clothing 


	LDG
	“
	Dec 06
	

	
	Review Laundry Policy
	LL
	“
	Dec 06
	

	
	Review Policy for the Safe Collection, Storage and Transport of Clinical Specimens

	LDG
	“
	June 07
	

	
	Review Blood Borne Viruses and Health Care Workers Policy


	CK / LZ / LDG
	“
	June 07
	

	
	Tracheostomy Infection Control guidance to be developed


	LDG
	“
	March 07
	

	
	Review protocols for aseptic procedures


	LDG / LL
	“
	July 07
	

	
	Review  GP Guidance particularly in regard to Decontamination & MRSA Management


	LL
	“
	March 07
	

	Environmental Cleaning


	To advise on implementation of Environmental Cleaning Policy and monitoring of cleaning standards according to the policy


	LL / LDG
	Regular monitoring to provide evidence of improved standards of cleaning 
	Sept 07


	

	New Premises / Refurbishments


	To provide Infection Control advice to all new builds and refurbishments


	LL / LDG
	Appropriate Infection Control facilities in all new builds
	Ongoing
	

	Review Infection Control Training Programme
	Update training material / packages


	LDG / LL
	Updated training materials / Training evaluations


	March 07
	

	
	Regular feedback to Managers and Facilitators re staff attendance at training


	LL / LDG
	Database to be maintained and disseminated to managers 6 monthly


	Dec 06
	

	
	Greater visibility of ICT.

IC updates at professional forums


	LL / LDG
	Attendance at forums
	Jan 07
	

	
	Investigate possibility of securing places on the Infection Control module at TVU in view of establishing a network of Infection Control link practitioners across the PCT
	LL
	Course places secured
	Sept 07
	

	
	Monthly open forums for Infection Control in bedded areas


	LDG
	Attendance records
	Dec 06
	

	Decontamination of Reusable Medical Devices
	Assist GPs with MDD compliance by April 07


	Decon Grp
	Statement of intent from each practice
	April 07
	

	
	Discontinuation of use of PCT autoclaves 
	Decon Grp
	PCT autoclaves to be decommissioned
	May 07
	

	
	Review & Update PCT Policy & GP Guidance  (see above)


	LL
	See above
	See above
	

	
	To provide advice regarding instrument decontamination within the Community Dental Service when management of the service returns to the tPCT
	LL
	Compliant instrument sterilisation within the service
	June 07
	

	General Dental Practices


	Infection Control Guidance for General Dental Practitioners to be produced


	LL 
	Guidelines to be developed, agreed and disseminated 
	Aug 07
	

	Optometrists


	Infection Control Guidance for Optometrists


	LDG
	Guidelines agreed an disseminated
	Aug 07
	

	Clinical Waste


	To advise the PCT on improved compliance with new Hazardous Waste Regulations


	LL / LDG
	Appropriate segregation and transport of waste.


	Sept 07
	

	
	
	
	Paper to C&CGC outlining implications for PCT services and proposing a way forward
	Nov 06
	

	
	
	
	Training to have been provided to all staff


	Sept 07
	

	Increased responsibility for Infection Control practice at all levels within the tPCT
	Infection Control to be included with all new Job Descriptions (Essential Steps to Safe Clean Care – DH 2006)


	LL


	Included within standard PCT documentation
	Sept 07
	

	
	Infection Control to be included in all tPCT staff appraisals / PDRs (Essential Steps to Safe Clean Care – DH 2006)
	LL
	“
	Sept 07
	

	Ensure the tPCT has a robust Infection Control Service


	ICN to undertake BSc Infection Control


	LDG
	Enrolment on degree course
	To commence Sept 06
	

	Legionella 


	ICC to review maintenance and testing for legionella on all PCT sites on  quarterly basis


	ICC
	ICC notes
	Ongoing
	


INFECTION CONTROL COMMITTEE

Terms of Reference

The Infection Control Committee will meet quarterly.

Statement of Purpose :

· To advise, support and report to the tPCT Board on matters relating to the control of infection that affect the management and provision of services by the tPCT

· To advise the tPCT on infection aspects of Risk Management, Clinical Governance, and Standards for Better Health assessment

· To agree the annual Infection Control programme of the tPCT

· To commission and approve Infection Control policies and standards, and oversee their implementation within the tPCT

· To commission and approve Infection Control training, audit and microbiological surveillance programmes within the tPCT

· To advise the Clinical Governance Committee and Professional Executive Committee on the regular planned programme of Infection Control

· To produce regular and ad hoc reports on infections and Infection Control within the area served by the tPCT, including an annual Infection Control report

· To provide a forum for discussion and collaboration between tPCT managed and non-tPCT managed services (including local acute health care service providers) in regards to infection issues within Brent

Membership :
Director of Public Health
(Chair)
    Dr Judith Stanton


Infection Control Doctor / Consultant Microbiologist
    Dr Shuja Shafi


Senior Infection Control Nurse



  Lynn Leaver
    

Infection Control Nurse  




  Lazar Der Gregorian CCDC (NWL HPU)





  Dr Deepti Kumar

Health Protection Nurse (NWL HPU)


  Pauline Harrington
Estates Manager 
  Tony Farmer / Kim 

                                                                                        Ormsby     

Facilities Manager 




             Sue Lazarus

Occupational Health Service Manager 
    Christine Hunter 


Environmental Health Officer (LBB)
    Janice Phillips


Nursing Representative                                       
    George Bandasoah


General Practitioner

    TBC
General Dental Practitioner
    Mayur Bhatt
NWLH Trust ICT Representative
    Tricia Wordley
Practice Nurse Professional Facilitator 
    Maria Yates

Clinical Governance Representative
    Moira Hills

Integrated Health Services Directorate Representative  Vijay Patel
Podiatry Lead
                                        
    Pippa Bryans
Accountability for Infection Control within the tPCT :
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* Some sub groups will be operational for a limited period of time only  

INFECTION CONTROL POLICIES

	No.
	Title
	Version 1
	Version 2
	Current Position



	ICC 1
	Hand Hygiene Policy
	June 1999


	April 2004
	________

	ICC 2


	Decontamination of Equipment Policy
	June 1999
	April 2004
	________

	ICC 3
	Policy for the Management of Spillages of Blood and Other Body Fluids


	June 1999
	July 2005
	________

	ICC 4


	Policy for the Management of an Outbreak of Infection / Communicable Disease
	June 1999
	July 2005
	________



	ICC 5


	Policy for the Control and Management of MRSA


	June 1999
	
	Currently under review

	ICC 6
	Policy for the Safe Collection, Storage and Transport of Clinical Specimens


	June 2000
	
	

	ICC 7
	Policy for the Management of Patients with Transmissible Spongiform Encephalopathies


	June 2000
	
	

	ICC 8


	Blood Borne Viruses and Health Care Workers Policy


	December 2000
	
	

	ICC 9
	Policy for Prevention and Management of Exposures to Blood & other Body Fluids


	December 

2000
	
	Currently under review

	ICC 10
	Policy for Standard / Universal Infection Control Precautions and the Use of Protective Clothing


	December 2000
	
	Reviewed - Awaiting sign off by C&CGC

	ICC 11


	Laundry Policy


	April 2004
	
	Reviewed - Awaiting sign off by C&CGC



	ICC 12
	Last Offices Policy
	April 2004
	_______
	________



	ICC 13 


	Policy for the Safe Use of Bench Top Autoclaves
	April 2004
	________
	________

	ICC 14
	Communicable Disease Policy 


	________
	
	Final Draft

	
	Infection Control Guidance for New Premises


	March 2006
	________
	__________

	
	Infection Control Guidance for General Practice


	April 2004
	
	


OTHER RELATED BRENT tPCT POLICIES (with Infection Control input)

	Policy


	Title
	Last version
	Current Position

	Estates


	Clinical Waste Policy
	July

2001


	Currently under review

	Nursing 
	Adult Male & Female Indwelling Urethral Catheterisation Policy


	September  2003
	

	Nursing 
	Policy for Intermittent Catheterisation of Male and Female Adults & Children
	December  2003


	

	Nursing


	Policy for the Administration of Intravenous Drugs and management of Intravenous Devices within the Community
	
	PCT working group established  - final draft



	Nursing
	Enteral Feeding Policy


	March 2005
	

	Estates 


	Kitchen & Microwave Policy
	2001
	Under review

(Led by Facilities Dept)



	Nursing
	Venepuncture Policy
	2004


	

	Estates  


	Legionella policy
	May 2006
	

	Estates 
	Environmental Cleaning Policy


	May 2006
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