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

PROJECT SUMMARY 
1.0
BACKGROUND

The presence of increasing rates of antibiotic resistant organisms within the local and national health economy is giving rise to significant concern. This, combined with reports of high rates of healthcare associated infection (HCAI) in the NHS, prompted the Infection Control team to initiate a comprehensive surveillance programme within tPCT bedded areas. The three month surveillance programme for MRSA and Multi Drug Resistant Gram Negative organisms (MDRGN) was carried out between August and November 2005. The purpose of the project was threefold: 

· To establish a baseline prevalence for MRSA and MDRGN in these areas

· To establish the extent of environmental contamination

· To inform future policy for the management of antibiotic resistant organisms within the tPCT

2.0
METHODOLOGY

Patients were screened by ward staff on admission and discharge during the period of the project at Willesden Centre for Health and Care. However, at Kingsbury Hospital and the New Kingswood Unit this was not appropriate due to infrequent patient movements. A point prevalence study was therefore conducted in these areas. Staff were asked to obtain and document informed consent from each patient. 

Patients found to yield a positive isolate for either MRSA or MDRGN were treated with antimicrobials and then re-screened. Where patients were discharged prior to completion of their treatment, or where discharge screening was positive, the Project Team liaised in writing with the appropriate GP and Community Nursing Team, outlining treatment and re-screening requirements for the individual patient. 

Patients identified as positive during their in-patient stay were nursed in a single side room where deemed safe to do so. All of their personal care was carried out within the side room and high standards of universal Infection Control precautions were adhered to. Transfers to other wards and departments were minimised whilst still allowing effective rehabilitation to be undertaken. 

In order to identify levels of environmental contamination, the Infection Control Team also collected a number of environmental samples from the ward areas as well as the rooms of positive patients. Any areas found to be contaminated were targeted for additional cleaning and then re-screened.

In addition, questionnaires were sent to both staff and service users in order to establish their views and experiences. 

3.0
RESULTS

A detailed analysis of results is available in the full surveillance project report.

4.0
DISCUSSION

From a potential sample of 125 patients, 105 patients were screened for MRSA and a 25% prevalence identified. The commonest reason for exclusion from the programme was lack of consent. In comparison, from the sample of 125 patients, only 54 patients were screened for MDRGN and a 9% prevalence confirmed. A smaller cohort was obtained for MDRGN screening due to difficulties in obtaining stool samples from the patient group. 

Despite a lack of published comparable data for similar community in-patient areas, these prevalence rates are considered to be significantly high. It is possible to compare the MRSA data to that collected by North Cumbria PCT during a recent surveillance programme of admissions and discharges to community beds.  Here a 13% prevalence of MRSA was identified amongst patients (personal communication). This difference in prevalence rates could partially be explained by the fact that MRSA rates would generally be expected to be higher in urban areas such as London.

The commonest source of admission for patients included within the surveillance project was Central Middlesex Hospital (63%) followed by 
St Mary’s Hospital (18%). However, there was no significant difference in the prevalence of MRSA between patients from either of these hospitals (27% and 32% respectively). Sixty nine percent of all MRSA positive patients at Willesden Centre were sited on Menzler Ward, although this ward only accounted for 15% of all admissions during the project period. The burden of MRSA on Menzler Ward was therefore disproportionately high. This also coincided with the highest rate of environmental contamination (67% of all samples positive). With no difference between admission criteria for any of the 3 older peoples wards at Willesden Centre for Health and Care, it is impossible to establish why this may have been the case. Additional ongoing surveillance will be required to further investigate this (see action plan). 

As is the general perception, the prevalence of MRSA in male patients was found to be higher than female (37% compared to 19%). It was also noticeable that 81% of all patients admitted to Willesden Centre for rehabilitation were found to be MRSA positive. This figure is consistent with these patients being within a healthcare setting on a longer term basis. 

In total 26 patients were identified as MRSA positive. Of these patients 8 (31%) showed signs of clinical infection, all within wounds. No other types of infection were identified. However, this could alter with the recent changes in admission criteria to the wards at Willesden Centre. This will result in an increase in patients being transferred whilst still requiring nursing and medical treatment rather than rehabilitation only. Such a high prevalence of MRSA and MDRGN alongside an inevitable increase in the number of invasive devices and invasive procedures being carried out could increasingly impact on clinical outcomes for patients. 

Twenty two of the 26 MRSA positive patients were colonised with the bacteria. Of these patients, 4 (18%) were colonised within the throat. This is generally accepted as being particularly difficult to eradicate with topical antimicrobials (Combined Working Party, 1998) so systemic antibiotics were prescribed. Although only one of these 4 patients completed treatment whilst still an inpatient in the tPCT, this eradication regimen was successful in these cases. Obviously further monitoring of patient outcomes after systemic treatment for throat carriage is required in order to establish the success of such a treatment policy. This will need to be reviewed after at least 12 months (see action plan). Overall, 9 patients completed topical or systemic MRSA treatment within the bedded areas of the tPCT prior to discharge. Seven (78%) of these treatment protocols proved successful in eradicating MRSA colonisation / infection in these patients.  Where positive patients were discharged to the community still requiring treatment and repeat sampling, no repeat samples were received by the laboratory from General Practice. This was despite written communication with each GP and where necessary Community Nursing Team. Consequently the outcome of eradication regimes for these patients is therefore unknown.

All MDRGN positive patients were treated with an oral, non-absorbable antibiotic (colistin). Only 2 of these were completed whilst in hospital, and in both cases this was successful in clearing MDRGN carriage.

Although none of the MRSA positive cultures were typed, it was possible to determine that antibiotic resistance patterns were the same for all isolates. This suggests that patient and environmental isolates were of the same strain. In contrast however, MDRGN antibiotic resistance patterns indicated that 3 distinct strains of MDRGN were evident from the 5 positive isolates.

It was evident that the percentage of MRSA positive patients identified on screening at hospital discharge was higher than that identified on admission. This could be explained by numerous factors such as length of stay, or contamination levels within the old hospital environment. Whilst it is impossible to claim with any certainty that patients had not acquired MRSA or MDRGN whilst in the care of the tPCT during this period, it was clear that those 11 patients who were screened for MRSA on both admission and discharge to PCT bedded areas showed no evidence of this i.e. no patient was found to be negative on admission, but positive on discharge from the ward / unit. Despite this, transmission of MRSA within the PCT bedded areas cannot be discounted. 

Overall, a total of 11 patients were identified as being MRSA positive on admission who would otherwise have remained unknown. Enhanced Infection Control precautions could then be implemented in conjunction with the administration of treatment for MRSA colonisation or infection during their stay with in the tPCT.  

Although only a small number of patients were tested in this group, only one previously unknown MRSA positive client was identified at Kingsbury Hospital and New Kingswood Unit. The fact that these were long stay patients with little likelihood of recent admission to acute healthcare, invasive procedures and / or antibiotic use may have had an impact on the low MRSA and MDRGN prevalence rate identified within this setting. This group were also younger, so would be expected to have had a lower prevalence of these pathogens. Participation in the project was lower in these areas, particularly at Kingsbury Hospital (38%) as a result of problems obtaining patient / next of kin consent for screening.

Although the percentage of patients positive for MDRGN carriage was high (9%), the actual number (5) was very small, thus making it difficult to undertake any further breakdown and analysis of the data collected.

Widespread environmental swabbing identified low levels of contamination throughout the bedded areas of the PCT (2%). This compares extremely favourably to recent screening carried out within the Elderly Care wards of a neighbouring PCT, where 40 -90% of environmental swabs isolated MRSA (personal communication). Although some caution should be exercised in interpreting this variation due to differences in screening protocols, it is clear that the new premises at Willesden have low levels of contamination compared to other similar older units locally.  This not only reflects the age of the building, but also current standards of cleaning and nursing care. Clearly ways of maintaining such overall low levels of contamination need to be considered urgently. It should be noted however that the commonest areas of contamination were ward sluices. Although this was to be expected to some degree due to the nature of the use of these rooms, inappropriate storage of waste in these areas was undoubtedly a contributory factor in the high levels of environmental contamination identified here.

There was no significant difference between levels of environmental contamination with either MRSA or MDRGN. The percentage of environmental samples found to be positive for each of the organisms was 2%.   

As expected, enhanced environmental screening carried out within the rooms of MRSA positive patients showed higher levels of contamination. Thirteen percent of all samples from these rooms were MRSA positive. Wherever a positive sample was identified from the environment, additional cleaning using a steam cleaner was implemented within several hours of the results being available. All such cleaning proved successful in removing contamination. This was demonstrated by repeat sampling. No environmental contamination was found in the rooms of MDRGN positive patients. However as already mentioned, the number of patients involved was very small.

An integral part of the surveillance programme was a questionnaire distributed to service users on the wards. Although only 33 questionnaires were returned, it was useful to note that only approximately one half of responders had previously heard of MRSA or other antibiotic resistant germs prior to this admission. Combined with this, a significant percentage of clients claimed not to have been given a full explanation of the screening or given a copy of the patient information leaflet (63% and 74% respectively).  Whilst this could be partially explained by a possible lack of understanding, language difficulties or poor memory of any explanation given, this is an area of concern for nursing practice and one that clearly needs to be addressed. It was pleasing to note, however, that patients’ opinions of frequency of hand washing and general cleanliness were much more positive.

As a wealth of research evidence concludes that uniforms of healthcare workers frequently become contaminated with pathogenic bacteria, the opportunity was also taken during the surveillance programme to question staff in respect to the use of uniforms. A total of 47 responses were received from clinical staff in bedded areas. Almost 20% of the clinical staff who responded 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, 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. All of the above issues highlighted gave cause for concern. Research evidence would support the view that this is a significant risk to the successful prevention of infection transmission within the wards.

Overall, the project was deemed successful, not only in producing useful information regarding the prevalence of antibiotic resistant organisms, their management and treatment, but also in raising awareness of Infection Control amongst the groups of staff working in these areas.

5.0
RECOMMENDATIONS

Clearly an MRSA prevalence of 25% and MDRGN prevalence of 9% has significant implications for the tPCT in terms of clinical practice and service provision.  The following recommendations have therefore been made in an attempt to minimise the impact of these antibiotic resistant organisms :

5.1
Treatment

· All MRSA colonisations within bedded areas to be treated topically. All MDRGN colonisations to be treated with oral non-absorbable antibiotic. Considering the recent changes to admission criteria to Willesden Hospital the risk of endogenous infection within this group has increased, thus warranting a policy of treatment for all colonisations. Wherever possible treatment protocols are to remain consistent with those being used across the local health economy.
· Maximum of 2 topical treatment protocols to be administered per admission for MRSA. 

· Maximum of one treatment protocol for MDRGN carriage.

· Systemic treatment for MRSA throat colonisation is recommended.

5.2
Future Screening / Surveillance
· With evidence of such a high prevalence of antibiotic resistant organisms, it is clear that screening of patients on arrival to the tPCT beds is essential if appropriate Infection Control measures are to be adopted to prevent cross infection. 

· It is recommended that MRSA screening protocols remain unchanged following the project. An MRSA screen would be carried out on admission and would include a nasal, throat and groin / perineal swab along with swabs from all skin lesions, wounds and invasive devices. A urine sample would also be required from catheterised patients (Combined Working Party Report, 1998).

· Ongoing surveillance data to be collected within bedded areas and reported to the Board via the Infection Control Committee on a 6 monthly basis.

· Routine screening of all patients on discharge to the community to be suspended following the project. Recommended future discharge screening to be limited to those patients identified as MRSA positive during their admission, but where eradication treatment has failed. This would provide the GP, and where necessary the Community Nursing Service with up to date information regarding MRSA status of the patient and allow the correct Infection Control measures to be followed in the community setting (i.e. inclusion at the end of clinic lists etc). Results of this screen or details of samples still awaiting results would be included within the GP discharge summary. Discharge summary documentation will need to be reviewed to accommodate clear information regarding MRSA / MDRGN status of the patient. More detailed guidance for General Practitioners will also be required.
· Access to laboratory results to be improved. During the project a significant proportion of screening results took over one week to be received by ward staff. Computerised access within the bedded areas remains limited to a small number of staff, including Ward Managers, Senior House Officers, and Registrars at Willesden Hospital. This could potentially impact on the ability to promptly commence appropriate treatment, and could thus potentially have a negative effect on patient clinical outcome.  Although computerised access would not be essential for other bedded areas of the PCT, the number of samples being sent to the NWLHT laboratory from Willesden Centre for Health and Care is considered sufficient to warrant routine computerised access for all qualified nursing staff at the Willesden Centre for Health and Care. The organisation of this is already currently underway.

· The increasing resistance of these pathogens gives rise to some concern over widespread use of topical and systemic antimicrobial treatments for colonisation. It is therefore recommended that sensitivity patterns for both MRSA and MDRGNs within the bedded areas of the Willesden Centre for Health and Care be reviewed in 12 months time by the tPCT Antimicrobial Working Group (sub-group of the Infection Control Committee) using data collected from this project as a baseline. 
· An additional surveillance project within the community is being proposed. This project would involve environmental screening for MRSA and MDRGNs within a number of randomly chosen facilities / sites within the tPCT. The aim of this surveillance would be to identify by means of microbiological swabbing, the present baseline rates of MRSA and MDRGN contamination and assess the effectiveness of cleaning and other measures designed to prevent the transmission of such antibiotic resistant organisms within the community based services of the tPCT. Examples of services proposed for screening would include a baby clinic, podiatry surgery, rehabilitation gym, treatment room, and a tPCT managed GP practice. As well as raising awareness and reinforcing the importance of routine Infection Control measures amongst staff, this project would also be expected support and inform a larger patient focussed surveillance project in the future. Additional targeted cleaning would be required in any areas identified as contaminated.
· Enhanced surveillance of MRSA bacteraemias identified by NWLH within 48 hrs of admission to the acute health care setting i. e. those categorised as “community acquired”. Such surveillance would identify any history of recent hospital admission as well as any other possible community risk factors such as long term use of antibiotics or presence of intravenous or other invasive devices. This surveillance would be carried out in collaboration with the NWLH Infection Control Team and would involve the follow-up of approximately 20 patients per year. Infection Control measures and resources could then be more appropriately targeted at any risk factors identified. 
5.3
Environmental Cleaning

· Low levels of environmental contamination were evident during this project. Ongoing quarterly environmental screening of all wards at Willesden Centre for Health and Care and the New Kingswood Unit by the Infection Control Team for both MRSA and MDRGNs is therefore recommended. Any positive sampling would necessitate an additional targeted cleaning programme to be undertaken.

· Enhanced cleaning processes for rooms of MRSA or MDRGN positive patients. Due to higher rates of contamination in these areas, it is recommended that routine cleaning of these patient rooms be supplemented with steam cleaning.

· It is recommended that routine cleaning processes be upgraded. Changing to a microfibre, flat mop system would ensure that no cleaning equipment would be used in more than one room within a bedded area before being laundered, thus minimising levels of environmental contamination and risk of cross infection between patients. Although a similar system is currently in operation for isolation rooms, it is now considered sensible to extend this system to all rooms in bedded areas in order to prevent endemic contamination. 
· Although negative for MRSA and MDRGN screening, the carpets in patient rooms within the New Kingswood Unit were considered to be a hindrance to effective cleaning. Due to the nature of the nursing care being carried out on these rooms, these carpets have become heavily stained and it is recommended that they be replaced with hard flooring for ease of cleaning.  Carpets would remain in other non treatment areas such as corridors, day rooms etc.
5.4
Uniforms

· All ward staff at Willesden should be provided with sufficient uniforms to allow daily changing ie five per staff member. Replacement of existing uniforms would not be required. Adequate ongoing replacement costs will also need to be identified. Some purchasing of uniforms is already underway.

· All new uniforms or staff clothing purchased for use in bedded areas must be washable at 60 - 65ºC.

· It is advised that whilst uniforms are not necessarily required in the other tPCT bedded units where lower prevalence of these organisms has been identified, staff clothing will need to be treated as such, in terms of frequency of changing and laundry temperature requirements.

· All staff in bedded areas are recommended to change their clothing / uniform daily.

· Increased provision of staff lockers is recommended to encourage use of changing facilities at the Willesden Centre for Health and Care and facilitate daily changing of clothing and prevent uniforms / work clothing being worn home..

· Additional Infection Control guidance to be distributed to staff in respect to washing of uniform / staff clothing.

· Laundry policy to be reviewed by Infection Control Team

· Review of PCT Staff Clothing Policy by Infection Control Team

5.5
Other Infection Control Measures
· Recent Infection Control audit results from all bedded areas to be fed back to all ground staff. Action plans to be completed.

· Clearer isolation categorisation to be developed by the Infection Control Team.

· Monthly Infection Control open forum within each bedded area to be established. 

· Disposal and storage of clinical waste at Willesden Wards to be reviewed and alternative storage areas identified. Waste to no longer be stored in the sluices. Wall racks to be provided for appropriate storage of other equipment and disposable items within the sluice. 
· Alcohol gel dispensers at each ward entrance to be re-positioned to further encourage use by ward visitors on arrival. Feed back from staff was indicated that the existing hand gel dispensers sited inside wards were not sufficiently visible to visitors.

· In light of such a high prevalence of antibiotic resistant organisms on the Willesden wards, it is recommended that all incorrect / inappropriate clinical hand-washing facilities still evident in these areas, be replaced as a matter of urgency.

5.6
Patient Information

· Although there were some clear limitations to the collection of data from service users via questionnaire, these did highlight that in some cases patients did not seem to be adequately informed regarding screening and management of antibiotic resistant organisms. Although greater use of the patient information leaflets will be required, levels of cognitive and/or visual impairment will also need to be taken into account when communicating this information to patients. Additional staff training and provision of more detailed guidance from the Infection Control Team is recommended to facilitate this. Additional methods of relaying this information to patients will also need to be investigated. Documented and fully informed consent for screening continues to need prioritisation.

· Pre printed laboratory forms, treatment protocols and information leaflets produced for the project were generally considered very useful by ward staff and it is recommended that where necessary, these continue to be used.

6.0      Action Plan
	Surveillance of MRSA and Multi Drug Resistant Gram Negative Organisms (MDRGN) in tPCT Bedded Areas
Action Plan

	PROJECT OBJECTIVE
	PRACTICE ISSUE IDENTIFIED THROUGH SURVEILLANCE PROJECT

	RECOMMENDATIONS / ACTIONS
	RESOURCES
REQUIRED
	RESPONSABILITY
	TIMESCALE
	PROGRESS

	1. To establish a baseline prevalence of MRSA and MDRGN within the bedded areas of the tPCT 

	No surveillance programme within the bedded areas of Brent tPCT prior to the project. No prevalence data was therefore available.
Observation and treatment of colonised  patients indicated that clear protocols for treatment and eradication are required within the tPCT bedded areas


	Patient Screening

· Admission screening for MRSA and MDRGN to be embedded into routine practice for all patients in bedded areas. Project screening protocols to remain unchanged
· Single side rooms to be allocated to all new admission until admission screen results available. 

· Discharge screen for all patients found to be positive on or during admission where eradication has failed.  Details of screening carried out to be included in GP discharge summary for follow-up. 
· Outstanding staff to have computerised access to pathology results. Passwords to be obtained.
Patient Treatment

· All MRSA colonisations to be treated topically (including oral antibiotics for throat colonisation)

· Maximum of 2 topical treatment protocols to be administered per admission for MRSA

· All MDRN colonisations to be treated with oral non-absorbable antibiotic

· Maximum of one treatment protocol to be administered for MDRGN colonisation.


	Patient Screening 
Estimated Screening costs based on numbers of admissions during project period :

504 x £16.50 per screen = £8,316 pa
These costs would normally be included within the tPCT payments for pathology services

Patient Treatment

Costs are based on project prevalence rates.

Mupirocin Sensitive MRSA eradication protocol : 85 x £11 = £935 pa
Mupirocin Resistant MRSA eradication protocol : 0 x £9 (none required during project period)

MDRGN eradication protocol : 45 x £4.35 = £196 pa
These costs would normally be included within the individual pharmacy budgets for each ward / unit

	Ward / Unit Medical and Nursing Teams

Ward / Unit Medical and Nursing Teams

/ Ward Pharmacists


	To commence May 2006

To commence May 2006
	Completed


	2. To establish the extent of environmental contamination within the tPCT bedded areas


	Low levels of environmental contamination were identified during the project period :

MRSA / MDRGN contamination within the ward areas - 2% of all environmental samples
MRSA contamination within the positive patient’s areas -13.3% of all environmental samples

MDRGN contamination within the positive patient’s areas – 0% of all environmental samples 

	Environmental Screening

· Ongoing quarterly environmental screening of all tPCT bedded areas. 
· Positive sampling would necessitate additional targeted cleaning for positive areas
	Environmental screening 
Four wards at Willesden Centre for Health and Care : 40 swabs  per quarter
Kingsbury Hospital : 

10 swabs per quarter
New Kingswood Unit :
10 swabs per quarter
60 swabs on a quarterly basis : 240 x £5.50 = 
£1, 320 pa
These costs would normally be included within the tPCT payments for pathology services

These costs do not include any targeted additional cleaning resulting from positive sample results


	Infection Control Nurses & Infection Control Doctor / Microbiologist
	To commence  July 2006
	

	3. To inform Infection Control Policy regarding the prevention and management of antibiotic resistant organisms


	Although environmental contamination levels were extremely low compared to neighbouring PCT, contamination was successfully removed by implementing additional cleaning processes
Less than 50% of staff were changing their uniforms / clothing on a daily basis

Pre printed laboratory forms, treatment protocols and information leaflets produced for the project were generally considered very useful by ward staff  
The project highlighted some confusion amongst staff regarding different levels of isolation nursing
Service user questionnaires highlighted that a number of patients claimed not to feel adequately informed regarding screening and  management of antibiotic resistant organisms
	To minimise the risk of cross-infection by :

Environmental Cleaning 
· Enhanced routine cleaning processes for bedrooms of MRSA or MDRGN positive patients. Due to higher rates of contamination in these areas, routine cleaning of these rooms should be supplemented with steam cleaning
· Routine cleaning processes within bedded areas should be upgraded / enhanced. Changing to a microfibre, flat mop system would ensure that no cleaning equipment would be used in more than one room within a bedded area before being laundered, thus preventing cross contamination.
· Regular cleaning of carpets, curtains and other soft furnishings to be implemented (on at least a  3-6 month rolling programme)

· Removal of stained, dirty and worn carpets from New Kingswood Unit

· Review of individual cleaning schedules for bedded areas to take place in conjunction with the Infection Control Team. Emphasis to be given to cleaning of door handles, light switches toilet flushes, computer keyboards etc.
· Protocol for patient discharge clean to be produced and agreed

Uniforms

· Increased provision of staff uniform / work clothing to 5 sets per staff member in Willesden CHC (washable at 60 -65ºC) to facilitate daily changing
· Increased provision of staff lockers

· Additional Infection Control guidance for staff regarding staff clothing (laundering,  daily changing of clothing etc)

· Review of tPCT Laundry and Staff Clothing Policies

Ongoing Support and Training of Staff

· Pre printed laboratory forms, treatment protocols and information leaflets produced for the project to continue to be used. Packs to be provided to each ward / unit
· Feed back to clinical staff regarding project results
· Staff training in regards to informed consent for MRSA / MDRGN screening and documentation
· Monthly Infection Control open forums for Willesden CHC staff ,New Kingswood Unit and Kingsbury Hospital
Nursing Care of Positive patients

· Clearer categorisation for isolation of patients to be established & new door signs to be provided
· Infection Control audit action plans for each of the bedded areas to be completed in conjunction with the Infection Control Team
· Disposal & storage of clinical waste on the Willesden Wards to be reviewed

· Alcohol hand gel to be re-positioned inside of each ward entrance with clearer signage
· Willesden wards to be checked for  outstanding inappropriate hand washing facilities and details provided to Site Manager

· Colour coding for protective clothing to be clarified. Infection Control Nurses to produce posters.
Patient Information

· Greater use of written  and verbal patient information to be encouraged

· Additional patient information to be developed taking into account varying levels of cognitive and / or visual impairment ie possible audio / visual aids. Liaison with Health Promotion Dept

	Steam cleaner for New Kingswood Unit – approx £500 
New Kingswood Unit – Approx £250 to purchase additional equipment 
Additional set of curtains for each ward to allow for regular laundry (New Kingswood Unit - £2,800, Willesden CHC - £5,000
Annual laundry costs : New Kingswood Unit - £200 pa

Willesden CHC  - £800 pa
No cost implications

“ “

Cost of increasing uniform provision to 5 uniforms per member of staff at Willesden CHC. Substantial budget shortfall. Additional initial outlay required :

£9,200 - Wards
£1,293 – Therapy
Total - £10,493
Budget for ongoing costs associated with uniforms to be reviewed i.e. for new staff
Cost of additional staff lockers - £4,015
No additional cost implication

No additional  cost implication
Minimal additional cost implication (i.e. photocopying)
No additional cost implication

No additional cost implication
No additional cost implication
No additional cost implications

No additional cost implications
No additional cost implications
Approx £60
To be included within Minor Capital Programme
No additional cost implication
No additional cost implication other than for interpreter service
Costs for / audio / visual aids to be investigated

	Estates & Facilities Dept

Estates & Facilities Dept

Operations Manager / Estates & Facilities Dept
Infection Control Team / Estates Dept / Willesden CHC Facilities Provider / Operations Manager
“ “

Service Manager
Operations Manager
Infection Control Team
Infection Control Team

Infection Control Team
Infection Control Team
Infection Control Team

Infection Control Team
Infection Control Team 

Ward Managers

Operations Manager
Operations Manager 
Manager of Estates & Facilities 
Infection Control Team
Infection Control Team / Ward Managers
Infection Control Team
	To commence July 2006

To Commence July 2006
Sept 2006

March 2006
June 2006
“ “
Sept 2006

Sept 2006
Sept 2006
Sept 2006

June 2006
May 2006
May 2006
May 2006
Sept 2006
Sept 2006
March 2006
July 2006
May 2007
May 2006
June 2006

Sept 2006
	Completed at Willesden CHC
Completed at Willesden CHC
Completed. Carpets changed to vinyl flooring in patient rooms
Meeting arranged for May 2006
“ “

All staff currently being provided with 2 trousers and 3 tunics at present. 
Ward Managers currently calculating requirements for lockers
Draft staff  leaflet
produced
Underway

Final drafts available
Meeting and written feedback to Willesden CHC completed (New Kingswood Unit – booked for end of May)
“ “
Completed
Draft Communicable Disease Policy currently available – distributed to ICC for comment
In progress
Completed
New signage produced. 
Audit completed by Infection Control and passed to Manager of Estates & Facilities 
Posters produced and being disseminated
Patient  leaflets reviewed and awaiting approval by ICC

	4. To monitor the impact of screening  and eradication programmes within the bedded areas of the tPCT

	No surveillance programme of antibiotic resistant organisms within the bedded areas of Brent tPCT prior to the project

	· Ongoing surveillance data to be collected weekly, collated and analysed within all bedded areas 
· Surveillance data to include prevalence rates on admission, sites of colonisation, eradication success rates, infection rates, and sensitivity patterns
· Surveillance data to be reported to the Board via the Infection Control Committee on a 6 monthly basis

	No additional cost implications 
No additional cost implications

No additional cost implications
	Infection Control Nurse & Infection Control Doctor / Microbiologist
“ “

“ “
	To commence April 2006.  (Antibiotic sensitivity patterns to be reviewed in November 2006)
“ “

Nov 2006
	Database developed and being reviewed
“ “

“ “



	5. To establish prevalence levels in other tPCT services and facilities

	No  community surveillance programme currently in operation
	· Surveillance project – environmental microbiological sampling for MRSA and MDRGNs in randomly chosen tPCT sites providing a range of community services
· Enhanced surveillance of MRSA bacteraemias identified within 48 hours of arrival within an acute care setting (NWLHT). This would be carried out for at least one year and then reviewed.

	Microbiological Swabs 220 x £5.50 = £1,200
These costs would normally be included within the tPCT payments for pathology services
Any additional cleaning costs not included

No additional cost implications 
	SpT Public Health / Infection Control Team / Microbiologist
Infection Control Team / SpT Public Health
	Sept 2006
To commence in July 2006
	Proposed Project outline produced








1
May 2006


