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Foreword from Maggie Oldham Interim CEO
The importance of maintaining high standards of infection prevention and control and
cleanliness is a matter of National concern.
The Health and Social Care Act 2008 clearly identifies that an organisation must
ensure that they have satisfactory and robust arrangements to manage all areas
concerning infection control. This Annual Report demonstrates our approach to
managing all risks associated with infection prevention and control and
acknowledges our achievements.

d

As Chief Executive, I am committed to ensuring that patient safety is at the forefront
of all that we do. Infection control is a key feature of maintaining patient safety as a
fundamental aspect of providing high standard of care.
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I commend this annual report to you; it confirms how the Trust has managed this
challenging agenda over the last year, and demonstrates our intentions in the
coming year.
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Maggie Oldham
Chief Executive
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INTRODUCTION
The purpose of this report is to provide the board with a position statement of
the Trust’s progress toward meeting its obligations with respect to: Outcome 8
CQC, and the Health and Social Care Act 2008.
Further, to provide actions being taken to ensure that all of these obligations
are met in the coming year.
The report outlines progress made, activities and achievements by the Acute,
Mental Health, Community and Ambulance Service against their respective
infection prevention and control audit programme 1 st April 2017 – 31st March
2018.
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Health and Social Care Act 2008
Care Quality Commission Regulation 2009
Care Quality Commission Essential Standards 2009
Code of Practice for Health and Adult Social Care on prevention and
control of infections and related guidance (2010) – Outcome 8 of Essential
Standards of Quality and Safety 2009
NHSLA risk management standard
All relevant NHS/DH/NPSA Guidance
All relevant expert guidance and evidence base practice

d

rte





w
he

n






te

d

These actions are founded on key documents and legislation that include the
following:




The provider will undertake MRSA Post Infection Reviews and Clostridium
difficile Root Cause Analysis in line with national guidance 2016/17
The provider will submit mandatory HCAI data returns
Quarterly CCG to have involvement in, and receive, 100% of Post
Infection Review (PIR) completions for Meticillin-resistant Staphylococcus
Aureus (MRSA) and Clostridium difficile cases to enable ‘lapse / no lapse’
in care decisions to be locally agreed
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The Isle of Wight Clinical Commissioning Group has determined quality
indicators in relation to sampling and isolation relating to Healthcare
Associated Infection (HCAI) as follows:

U

1.

Expected outcomes of the above are to ensure learning from HCAIs is
embedded in practice to reduce incidences of occurrences.
The Trust has continued to demonstrate compliance with these Quality
Contract requirements for the period from 1st April 2017 to 31st March 2018
undertaking reviews and RCA’s as required.
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2.

TEAM STRUCTURE
The Infection Prevention and Control Team (IPCT) continue to strive to
embed infection control responsibilities across the whole organisation. Trust
staff demonstrate their commitment to the infection control agenda by largely
fulfilling their responsibilities towards Key Performance Indicators (KPI), by
implementing action plans, reporting patients with infections and monitoring
their progress. The IPCT also provide Infection Control Training and advice
across the organisation.
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Director of
Nursing/Director of
Infection Prevention and
Control

d

Chief Executive Officer

Head of Infection
Prevention and Control
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Infection Prevention and
Control Doctor

U

Senior Infection Prevention
and Control Nurse

Infection Prevention and
Control Nurse

Infection Prevention and
Control Link Practitioners
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Infection Prevention and
Control Secretary

Hand Hygiene
Champions

3.

COMPLIANCE

3.1

Care Quality Commission (CQC) Registration Standards
CQC Registration Standards Outcome 8 requires healthcare organisations to
keep patients, staff and visitors safe by having systems to ensure that the
risks of healthcare acquired infection to patients is minimised. There is
particular emphasis on hygiene standards and cleanliness achieving a year
on year reduction in hospital acquired infections (e.g. Clostridium difficile).
Statements of compliance with the Trust IPC audit programme standards is
expected to be declared by each Care Group or Division to the monthly
Infection Prevention and Control Committee (IPCC) meeting. Compliance will
be maintained via the Trust IPC annual infection prevention and control
programme.

d

Compliance with CCG Quality Contract Requirements.
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There were 22 reported cases of Clostridium difficile identified within the
period April 2017 to March 2018 for in-patients. All cases had a root cause
analysis (RCA) carried out. Of these, 8 were reported as preventable and
attributed to the organisation. This was one case above the Public Health
England (PHE) trajectory, which was set at 7.
We were compliant with all mandatory reporting expectations in terms of
submitting data to the PHE MESS database.
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Quarterly contract monitoring meetings take place with the Clinical
Commissioning Group (CCG) where the organisation’s performance is
monitored and discussed. Compliance with the Code is also reported at this
meeting.
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Evidence of good practice and compliance with identification and
management of Clostridium difficile evident from RCA analysis in many of the
cases reviewed with three cases recording no lapses in care. Where lapses
in care identified e.g. delay in sampling or isolation, poor documentation or
communication action plans were written for all cases and learning
disseminated accordingly. Findings from the RCA’s and PIR’s, including
identification of any lapses in care, were reported to the CCG via Quarterly
reports. Also learning from these cases are discussed and disseminated.
One (1) MRSA case identified for which a post infection review was
undertaken.
4.

KEY ACHIEVEMENTS

4.1

Antimicrobial Stewardship
Antimicrobial Stewardship (AMS) is an important aspect of infection control
within health care as ensuring appropriate antimicrobial use helps optimise
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patient outcomes and reduces the risk of adverse events and antimicrobial
resistance.
Antimicrobial Stewardship activities have been progressing well since the new
antimicrobial pharmacist commenced in post October 2017. Following a
period of limited stewardship activities without a permanent antimicrobial
pharmacist or Consultant Microbiologist, the following have been re-instated:
-

-

Regular AMS ward rounds on acute medical and surgical wards to educate
those prescribing and administering antibiotics and identify antimicrobial
prescriptions requiring optimisation to minimise side effects, antibiotic
resistance and maximise efficacious use of antibiotics.
Antimicrobial Stewardship Committee meetings
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The main Trust antibiotic guidelines for adult inpatients, as well as the Trust
antimicrobial stewardship policy were updated in February 2018 with changes
particularly intended to reduce Clostridium difficile infection risk. To help
facilitate compliance, these guidelines were made more accessible via a
mobile application and website called Microguide.
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Participation in a national point prevalence study of inpatient prescriptions for
antibiotics in February 2018 demonstrated good performance in the
documentation of indication and the choice of appropriate
antibiotics. Although there were some areas with room for improvement,
performance was comparable to other Trusts in the region.
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Antimicrobial stewardship activities are enabled by the ongoing use of the
electronic prescribing system, updates to this system have also been made to
assist in compliance with antibiotic guidelines, including use of prescribing
protocols for common infections.
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Teaching sessions on AMS delivered to medical, nursing and pharmacy staff,
as well as inclusion of AMS in on-line infection control modules for clinical
staff.
Further activities planned to be developed in the year 2018/19 include:
-

Participation in national (CQUIN) audits of antibiotic use
Update of the remaining antibiotic guidelines with upload to the Microguide
app
Increase the number and detail of AMS ward rounds when support from
second Microbiology Consultant and pharmacy technicians available
A rolling programme of audit of antibiotic prescriptions by ward with feedback
to Consultants and prescribers
Audit of other antimicrobial prescriptions including surgical prophylaxis and
outpatients
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4.2

Estates and facilities.
Clinical hand wash basins were installed in the dirty utility rooms in five acute
wards in Block 20 of St. Mary’s.
A number of remedial back log projects have been completed including
refurbishment of Laidlaw Day Hospital kitchen, Coronary Care Unit pantry,
Labour ward dirty utility, re-flooring and re-decoration of the Out-patient
Department. Extensive work has also been undertaken to achieve Disability
Discrimination Act (1995) compliance in three single rooms on the Mottistone
Suite.

Hotel Services
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The infection control team have worked tirelessly with both estates and the
cleanliness team to ensure improved responses to requests, as well as
working closely with facilities to improve the cleanliness of the wards, units
and corridors.
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2017/18 has seen the creation of the new board of directors. This has brought
an increased understanding of the importance of cleanliness. To help shape
the future of the Cleanliness team and to promote its reputation the board
have introduced an Estates and Facilities consultant. This year the Trust has
started to work with Hygiene Solutions (Hygiene Solutions are a company
dedicated to preventing and controlling infection in healthcare settings) with
the aim of the Trust becoming a centre of excellence for cleaning and
infection control. The cleanliness team have also been working more closely
with infection control to reduce the rates of hospital acquired infections and to
improve the cleanliness standards.

•
•
•
•
•

4.4

Trust Operational cleaning plan to be introduced.
Cleanliness staffing review.
Introduction of a night cleanliness team allocated to areas less
accessible during the day.
Introduction of a specialist cleaning team to monitor the rolling cleaning
programme and deep clean schedule for the Trust.
Recruitment to current cleanliness vacancies.
Revision of cleanliness schedules.
Investment in new technology.
Work with AHCP (Association of Health Care Cleanings) to introduce a
consistent training across the team.

U

•
•
•
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Future plans to further improve the outputs of the Cleanliness Team:-

Sepsis recognition and response.
The Goal of the Commissioning for Quality and Innovation (CQUIN) for 20172019 in relation to sepsis was for timely identification and treatment for sepsis
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and a reduction of clinically inappropriate antibiotic prescription and
consumption. This CQUIN seeks to incentivise providers to screen for sepsis
all those patients for whom sepsis screening is appropriate, and to rapidly
initiate intravenous antibiotics, within 1 hour of presentation, for those patients
who have suspected severe sepsis, Red Flag Sepsis or septic shock, and
thirdly to ensure antibiotics that are prescribed are reviewed within 72 hours.
This CQUIN covers the emergency Department and in-patient wards with
payment based on % of eligible patients (based on local protocol) screened.
Key highlights from Quarter 4 2017-2018
•
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•

Due to a number of cases reviewed as part of this CQUIN coded as
sepsis and not being sepsis (coding issue) we have set up weekly
meetings with coding to review notes that are not clear whether its
sepsis or not to ensure we care coding sepsis correctly
Impact of procalcitonin point of care testing in ICU commenced in
September 2017. What it has positively impacted on is shortening the
days on antibiotic and also reduced drug spend on antibiotics by just
under £5k.
Performance remains good in screening and antibiotics within 1 hour
Further posters put up to raise awareness of screening in ED and MAU
Further education carried out in ED to support compliance with
screening for sepsis
Sepsis liaison carried out by critical care outreach has been
implemented in maternity and paediatrics in-patient areas
Sepsis red grab boxes removed from clinical areas due to lack of use,
all areas now have a red sepsis file which contains sepsis screening
tool, sepsis 6 stickers and blue sepsis wrist bands.
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There are many factors that influence the mortality levels for patients with a
primary diagnosis of sepsis such as age and other co-morbidities. With the
current improvement work being undertaken with regard to sepsis we have
seen an improvement as recorded in the run chart below.
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Chart is taken from Mortality and coded data – some patients have multiple admissions/discharges.
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The increase in discharges with coded sepsis is likely to be due to increased
awareness and recognition although there has also been a rise in the number
of patients admitted over the year. There were 370 discharges with sepsis
coded with a primary diagnosis in 2015/16 and 830 in 2017/18. The
percentage of patients who fail to survive primary sepsis appears to show a
slight decreasing trend moving from an average of 18% of those diagnosed to
15% over the same period with a variation between 6% minimum and 33%
maximum. This work continues in line with the current sepsis CQUIN. The
teams are working tirelessly in order to ensure we meet the expected
trajectories.

New Equipment

U

4.5

Twenty new Enterprise 5000X beds were purchased on the 27/03/2018
replacing 20 old beds.

5. INFECTION PREVENTION & CONTROL POLICY AND GUIDANCE
5.1

The following policies have been updated this year:





Antibiotic Resistant Bacteria
Transmissible Spongiform Encephalopathies (TSEs) including CreutzfeldtJakob Disease (CJD Policy)
Isolation Policy
Respiratory Viruses including Swine Flu Policy
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5.3

Safe Handling and Disposal of Sharps and Prevention of Occupational
Exposure To Blood Borne Viruses (BBVs) Policy

New programmes of education
The Ambulance Service requested bespoke IPC training. The team have
provided IPC training pertinent to this staff group as part of their mandatory
training updates. This programme of education has been developed in liaison
with members of the Ambulance Service in response to feedback from
previous training events which had been perceived as having a predominantly
acute hospital focus. The new bespoke training has been well received and
continues to be adapted and further development in response to feedback
from the course attendees.
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Standardisation of consumables:
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Standardisation of consumables is an important issue which is addressed and
managed through the Product Standardisation Group (PSG). This is a multidisciplinary, at times multi-agency group chaired by the Patient Safety Lead,
of which the Infection Prevention and Control Nurses (IPCNs) are key
members. The main purpose of the group is to develop and deliver a
standardisation work plan for consumable items throughout the organisation
in a controlled and co-ordinated manner with the management decision of all
consumable items for the organisation being the responsibility of this group.
The group meets on a monthly basis and provides an opportunity to consider
various aspects of procurement across the organisation that include the
following:
Standardise medical consumables
Rationalise suppliers
Reduce waste (waste reduction scheme)
Reduce any unnecessary costs (i.e. delivery charges)
Agree cost effective solutions following legislation change for
equipment across the organisation
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6.

AUDIT
There is an Organisational IPC audit plan (Appendix I) which details self-audit
requirements supported by IPCT annual assurance reports. The IPC team
have worked closely with the Ambulance Service and Patient Transport
Service to produce bespoke audit documentation for both these services.
This is also being progressed for the Community services.

6.1

MRSA screening compliance:
MRSA screening compliance of target of 90% in accordance with the
organisational MRSA policy was achieved for the first three quarters of 20172018.
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Chart taken from MRSA screening summary 2015-18

w
he

n

The significant downward trend reported for quarter four has been further
explored with the areas reporting non-compliance to identify the root cause for
poor/non-compliance and appropriate actions to address and resolve this.
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The table below shows the number of Inpatient admissions to St Mary's in the
current reporting month meeting the criteria for screening as identified in the
organisational MRSA policy.
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Compliance is reported to the monthly IPC meeting. Where low compliance
were identified action plans were developed to address the issue including
increased ward level monitoring of compliance, targeted refresher awareness
of requirement to undertake screening as per Trust policy .

6.2

Isolation compliance
No breaches in isolation compliance reported for the period covered in this
report.

6.3

Dress Code and Uniform policy compliance
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Monitoring of compliance with the Dress Code and Uniform policy is the
responsibility of all staff. To ensure that all staff are compliant with the
requirements of this policy, regular audit compliance is carried out within the
Infection Prevention and Control audit programme and monitored by Clinical
Leads/Ward Sisters. Human Resources monitor the number of occasions
Conduct and Disciplinary Policies are activated in relation to this policy for all
staff and this is reported via Care Group/Divisions as part of the general
information provision on Disciplinary and Capability management.
6.4
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Environmental Audit Compliance

Overall Trust compliance with achievement of an expected audit score of 90%
was 75% with Colwell and NICU the only areas achieving 100%. The Hotel
Services team attend all IPC Environmental Cleanliness validation audits. In
conjunction with the Hotel Services staff and Estates department all ward
areas non-compliant with their environmental audit developed action plans
monitored by the IPCC monthly meeting for compliance with the actions
identified.
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6.5

Decontamination hospital & community
The Decontamination Implementation Group has continued to meet in
2017/18 and reports to the monthly Infection Prevention and Control
Committee including assurance about decontamination within Endoscopy and
HSDU (Hospital Sterilisation and Decontamination Unit).
The Trust Hospital Sterile Service Department (HSDU) has gained
certification in:
• BS EN ISO 13485:2015 – Medical Devices
• BS EN ISO 9001:2008 – Quality Management
• Medical Devices Directive 93/42 EEC as amended by Directive 2007/47 EC

te

d

Annex V (sterility aspects only)
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A four day inspection of HSDU was undertaken by external audit body SGS the world’s leading inspection, verification, testing and certification company.
For the first time since registration with the Medicines and Healthcare
products Regulatory Agency (MHRA) there were no corrective actions
required.

rte

d

A dedicated facility for manual Tristal decontamination of naso-endoscopes
has been provided within the department to address previously identified risk
of decontamination taking place within the clinic rooms.
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Monthly monitoring of the Endoscopy Unit compliance in carrying out risk
assessment of CJD has consistently been 100% compliant.
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The Endoscopy Department underwent their annual accreditation through the
Joint Advisory Group (JAG) for Gastro-Intestinal Endoscopy receiving an
outstanding report rating for the department and its decontamination facilities.
A systematic review of all Standard Operating Procedures for
decontamination of probes in use across the organisation is being
undertaken. The outcomes of this review will be reported in the 2018/2019
annual report.

6.6

Mattress Integrity compliance
Mattress integrity monitoring is the responsibility of the ward areas and
supported by the IPCT validation audits. Ten dynamic mattresses were
condemned and disposed of during 2017/18 due to non-compliance with
infection prevention and control requirements. Replacements for these items
were not purchased within the time period covered by this report.
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Hand Hygiene
Hand hygiene is the most important measure to avoid the transmission of
harmful organisms to prevent healthcare associated infections. It is therefore
a Trust mandatory requirement that all clinical staff undertake face-to-face
hand hygiene training annually with a target of 90% compliance set for each
area.
This training is delivered by the IPCT, Practice Development
Facilitators and workplace trainers using the ‘Glitterbox’ as a training aid.
Training is available on the Trust Mandatory Update days, drop in sessions at
the Education Centre and bespoke training within a particular area or service
can also be arranged.
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Hand hygiene is monitored across the Trust via peer audit, IPCT and an
external auditor. Results from the external auditor are reported to the ward at
the time of the audit followed by a formal report.

ns

The external audit could include any Trust employee present on the ward.
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6.7
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Results presented from the internal hand hygiene audit identified improved
results of between 10% and 45% in comparison to the external audit results in
some areas. The higher level of compliance recorded by the internal auditors
may have been influenced by the recognition of auditors by staff whereas the
external auditor was an unfamiliar entity. Increased level of audit of the poorly
performing area was undertaken to promote increased compliance.
6.8

Personal Protective Equipment (PPE)
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Training and information with regard to the appropriate use of Personal
Protective Equipment is delivered as part of the Trust Induction and annual
Mandatory Training programmes in line with the Trust PPE Policy.
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Monitoring of compliance is undertaken by areas as indicated by IPC selfaudit programme results and supported and validated by IPCT during
attendances to wards and reported to the monthly IPCC meeting. Multidisciplinary adherence to compliance with PPE requirements is an ongoing
challenge across all specialities as indicated in the above graph. Additional
focus on monitoring and challenging acts of non-compliance are ongoing
across all areas.
Excellent compliance recorded for PPE was achieved by Appley ward at
100%.
6.9

Mask Fit Testing
Where aerosol generating procedures are undertaken for patients with a high
risk of droplet cross contamination e.g. known or suspected influenza,
pulmonary tuberculosis, viral haemorrhagic fever or as advised by the IPC
team, the use of respiratory protective equipment in the form of a FFP3
particulate respiratory mask may be indicated to reduce the risk of
transmission of organisms to patients and staff. The efficacy of the FFP3
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particulate respirator masks for each individual has to be tested to ensure
appropriate and effective fitting. The delivery of mask fit testing training
sessions previously provided by the IPCT to train trainers in wards and
departments to promote achievement of appropriately trained staff is now
delivered by the Practice Development Facilitators. Mask fit testing has been
targeted to staff in high risk areas/specialities such as ED, MAU, ICU, CCU,
Paediatrics, Respiratory Physiology and Physiotherapists with a target of 95%
compliance with mask fit testing training set for these areas/specialities.

U

ns

up

po

rte

d

w
he

n

pr
in

te

d

Compliance has been variable and achievement of compliance with the 95%
target was a focus for 2017/2018 with monitoring and compliance reporting to
the Care Group quality meetings as well as the monthly IPCC meeting.

Table taken as screenshot of PIDS training board report dashboard

Alternatives are being investigated for those personnel who are unable to use
the recommended protection due to facial hair or bone structure.

6.10

Aseptic Non Touch Technique (ANTT)
ANTT is a key skill competency for all staff that carry out aseptic procedures
as part of their role.
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Table taken from screenshot of PIDS training board report dashboard
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Urinary Catheter Insertion
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6.11

n

pr
in

te

d

Compliance with this competency is varied and requires significant focus to
promote achievement to target of 80% compliance for all staff for whom this is
an identified competency requirement. Actions are being taken currently by
the Development and Training Team in liaison with the IPC team to address
these issues. An external team have been commissioned to deliver ANTT
competency assessor training programmes with assessors trained for each
ward and department to undertake competency assessments following
completion of the ANTT e-learning module for all staff identified as requiring
this competency on their designated profile.

Table is taken from ward self-audits submitted via web form on the intranet.
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Evidence of good practice in the areas reporting 100% with most surgical
areas consistently achieving the 90% compliance target. Audit results are
reported and monitored at the Care Group monthly Quality meetings. Action
plans developed for areas where low or non-compliance issues are identified
to promote improved best practice are reported and outcomes monitored
through the monthly Infection Prevention and Control Committee.

6.12

Urinary Catheter Management
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Emergency Department, Luccombe, MAAU and Intensive Care Unit reporting
consistently good results with regard to catheter management as evidenced in
the table below.

6.13
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Table is taken from ward self-audits submitted via web form on the intranet.

Sharps

Training in the safe handling and disposal of sharps is delivered as part of the
Trust Induction and annual Mandatory Training programmes in line with Trust
Safe Handling Disposal of Sharps Policy.
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Table is taken from ward self-audits submitted via web form on the intranet.
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ENVIRONMENTAL CLEANLINESS
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Annual assessments are undertaken by the Patient-Led Assessment of the
Care Environment PLACE Group.
The diagram below details the 2017
published findings for Isle of Wight NHS Trust. From this it can be seen that
in 2017 the Trust continued to achieve a sustained improvement trajectory for
cleanliness with the 2017 result recorded as exceeding the National Average
of 98.38%. The most recent audit report is not currently available at the time
of this report.
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This demonstrated areas of excellent practice as well as areas identified as in
need of remedial actions. Where actions are required local action plans are in
place and monitored via IPC committee, as well as this item being included in
the work plan for the coming year.
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General clutter within clinical areas has been noted as a recurrent theme of
IPC audits. Previously areas have delivered improvements in this domain
where there has been active engagement with 5S principles of Sort, Set,
Shine, Standardise and Sustain, to create a safe and comfortable working
environment by staff keeping the area in order, neat and clean.
Implementation of a ‘clean and tidy’ campaign throughout the organisation to
declutter and clear areas is underway and will continue throughout the coming
year.
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Hotel Services continues to be provided by the Trust cleanliness team with
whom the IPC team work closely to promote the timely and effective delivery
of cleanliness throughout the organisation in line with the Clean Patient
Environment Policy. The Hotel Services team maintain a record of all barrier
or specialist cleans e.g. HPV all of which are reported to the monthly IPCC
meeting. Hotel Services attend and assist with IPC departmental
environmental audit inspections.
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The Hotel Services team undertake and record water flushing however there
is variable assurance requiring urgent remedy and actions across the
organisation and will be actioned in the work plan.

SURVEILLANCE OF INFECTIONS

8.1

MSSA bacteraemia data 2017/18
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As well as MRSA bloodstream infections, the national mandatory surveillance
programme also monitors bloodstream infections caused by MSSA (Methicillin
Sensitive Staphylococcus aureus). Nationally, the MSSA burden is much
larger than the MRSA burden, although most cases of MSSA bacteraemia are
acquired before admission to hospital. There are no national or local targets
set for these infections but RCAs are performed for hospital acquired cases in
order to disseminate information across the trust and ensure learning is
maintained.
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Challenges continue to be identified in relation to the ability to deliver
assurance of best practice in PVAD care due to variable compliance with
documentation completion. Ward Sisters and Modern Matrons continue to
undertake audit programmes of documentation monitor and inform
improvements to promote and facilitate compliance with best practice.
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E. coli bacteraemia surveillance
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Incidents are reported to the IPCC monthly meetings to promote discussion
and dissemination of learning outcomes for cascade to Care Groups via their
monthly quality meetings.

Mandatory surveillance of E.coli bacteraemia continues, although there are
still no reduction targets set nationally; the majority of these infections are
community acquired. There were a total of 20 E.coli bacteraemia cases
attributed to the hospital during this period and 106 attributed to the
community. Hospital acquired cases are reviewed, and where appropriate root
cause analysis investigation is undertaken. A common theme arising from
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these investigations was the need for consistent use of a urinary catheter care
plan, which has been modified and rolled out across the organisation. Further
improvement is expected in the coming year.
8.3

Clostridium difficile
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Public Health England (PHE) objective of seven (7) cases for 2017/18.
Objective breached as twenty two (22) hospital attributable Clostridium difficile
cases reported. These were reviewed with the CCG and 14 cases were
deemed to be non-preventable, leaving 8 cases attributable.
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Work is ongoing with regard to Clostridium difficile within the Organisation.
RCA’s undertaken in all cases and where lapses of care were identified action
plans were developed and monitored through the Care Groups and the IPCC
monthly meeting. Monday to Friday IPCN’s undertake a daily review of all
patients known to have Clostridium difficile to promote best practice in the
ongoing care and management of patients. IPCN’s also monitor patients
known to be Clostridium difficile colonised again to promote best practice in
the ongoing care and management of these patients.

8.4

Surveillance of Surgical Site Infection (SSSI)
Surveillance of Surgical Site Infection (SSSI) for orthopaedic patients has
been undertaken at St Mary’s Hospital since 2004. This surveillance is
undertaken on all orthopaedic patients undergoing elective or emergency
knee and hip surgery and information gathered is recorded on the Public
Health England database, as part of the mandatory surveillance programme.
Surveillance for SSI (Surgical Site Infection) in other surgical specialities is not
currently routinely performed (and there is currently no other national
mandatory reporting process) although individual cases identified have been
reviewed.
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Caesarean section wound infections are being monitored by the maternity
department including follow up of women with positive swabs from their
wound. There is currently no formal national caesarean section SSSI review
module available in England, though the process of monitoring is encouraged
in order to review and embed best practice.
8.5

Enteral feeding
There are approximately 90 patients recorded as being on long term enteral
feeds. Issues are reported via the Trust Datix incident reporting system which
from the perspective of enteral feeding is monitored by the Nutritional Nurse
Specialist in liaison with the IPCT. No IPC associated issues recorded in
relation to any of these patients for 2017/2018.
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Outbreaks
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For most of the 2017/18 period, there was limited norovirus/viral
gastroenteritis activity detected with only occasional suspected or confirmed
cases with no ongoing transmission to other patients apparent.

rte
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An Influenza outbreak was recorded in January 2018. The outbreak initially
presented as Influenza B strain in one ward area. The IOW incidence pattern
mirrored that of adjacent local Trusts with Influenza A cases appearing later.
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During the outbreak control measures including closure of bays within a ward
area progressing to an entire ward as patients were co-horted were instigated
rapidly and enhanced cleaning implemented. The outbreak was managed
well by staff and did not exceed the expected length of time for such
incidences.

U

8.6
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Audits are undertaken by the Endoscopy Unit on infection rates post PEG
insertion and these are reported nationally. The Clinical Nurse Specialist in
Nutrition audits compliance on following the Trust policy for NG tube insertion.

There were no resulting serious incidents (SI’s) for any of the outbreaks.
As an integrated Trust combining acute, community, mental health and
ambulance services with a single Clinical Commissioning Group, and Council
for the Isle of Wight, the Trust benefits from effective partnership working
enabling timely responses to and management of the local healthcare
economy issues, such as Norovirus outbreaks.
It should be noted that the organisation is part of the wider health
economy/community which reflects the variations in the prevalence of the
reported infection (especially flu).
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9

EDUCATION & TRAINING
All staff that have contact with patients are required to have training in
infection prevention and control. This includes hand hygiene, PPE and the
management of sharps and waste. Infection Prevention and Control training
is provided at the Trust Induction Day and is part of the yearly Trust
Mandatory Clinical Training Day. The Trust has set a target for all Trust staff
that their Mandatory Training should be 80-100% for at least one month in the
6 months prior to the next appraisal date.
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Mandatory Training Compliance

U

9.1

Charts taken from PIDS Training Board Report dashboard

Monthly Hand Hygiene drop in sessions which are accessible for all staff are
also provided by the Practice Development Facilitators supported by the
IPCT. The IPCNs work alongside the Infection Prevention and Control Doctor
in delivering training annually to the junior doctor intake and to senior
clinicians.
The IPCT provide specialist training and education to teams or groups of staff
where a need is identified. This can include management for particular
conditions
e.g.
Clostridium
difficile,
Carbapenemase-producing
Enterobacteriaceae (CPE), catheter care, intravenous cannula management,
bed space cleaning etc.
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Respirator mask fit testing training sessions previously provided by the IPCT
to train trainers in wards and departments to promote achievement of
appropriately trained staff are now being provided by the Practice
Development Facilitators. Other bespoke training and advice with respect to
the management of ventilated patients in the community can be delivered.
In some instances, training to patients and their carers can be provided for
example, patients with cognitive impairment or mental health issues. Link
practitioners will also play a role in cascading training to their teams which
would include hand hygiene and reinforcing good infection control practices.
INFLUENZA
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As a Trust, we are committed to the seasonal flu vaccine programme and
facilitate local vaccine clinics to be held within our bases as well as
occupational health departments. This enables staff to attend for their
vaccine with the minimum of disruption. Every year, staff are offered the
influenza vaccine, free of charge, by the occupational health department. The
team supports this programme by acting as an information conduit and
signposts to the occupational health department to assist in the uptake of this
vaccine. Drop in clinics are held across the hospital and community services
at various bases. Occupational health department also undertake drop in
clinics.

ns

up

po

rte

d

Overall vaccination uptake was higher than it has been over the preceding 4
years with 745 more vaccines given compared to previous year which
represents a significant improvement with 69.4% of frontline staff vaccinated
representing a 23% increase on uptake for previous year. The outcome of
69.4% uptake, although not achieving the CQUIN target of 75% of front line
staff receiving vaccination, is a vast improvement for the Trust in comparison
to previous years. Many staff members were unaware of some of the clinical
evidence surrounding the virus, particularly being a carrier of the virus whilst
remaining asymptomatic. Areas that need more support with the flu campaign
were identified and the Occupational Health department continue to work on
initiatives to improve the campaign with an emphasis on education, with
clinical evidence to support the increase of the flu vaccine uptake. CQUIN
target remains as 75% for 2018-19 season Trust aim is to achieve 80%
uptake.

U

10.
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n

SHARPS INJURIES/BODY FLUID CONTAMINATION INCIDENTS
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The safe management of sharps is an essential requirement of the Code of
Practice and also a requirement of the risk management standards.
Therefore sharps management is an essential part of Occupational Health
work. Audits are undertaken regularly to ensure compliance with safe
practice.
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Ambulance

Community

Mental Health
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St Mary's
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Needlestick/Sharps Incidents for St Mary's, Ambulance,
Community and Mental Health 2016-2017

Number of incidences

11.
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N.B.Actual figure was 69.6% but we were allowed the 70% (target) for this
year

6
5
4
3
2

1
0

Taking blood

Injections

Insertion of
central line

Not in sharps bin Suture needle

Scalpel

Cleaning
Instruments

Unknown
needlestick

Activity/method of injury
Chart taken from data supplied by Occupational Health for 12 month period

There were 4 incidents involving body fluid contaminants. These were all St
Mary’s site occurrences, and as such actions have been taken in order to
reduce the likelihood of these recurring.
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12.

INFECTION CONTROL LINK PRACTITIONERS
The role of the link practitioner has previously usually been restricted to
clinical teams where their role includes acting as a team resource, teaching
and auditing as well as challenging poor practice. The existing link
practitioners provide a unique opportunity to cascade training to their team,
being a conduit for communication between IPC and clinical teams. This
enhances clinical practice and assists in risk reduction for patients. Going
forward the role is to be relaunched as IPC Champions to promote inclusion
of all members of staff from all services thereby building a wider infection
control awareness model.

SAFE WATER SYSTEMS (INCLUDING LEGIONELLA AND
PSEUDOMONAS)

w
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.An annual training event provides an opportunity for individuals to network
and develop their skills. It also enables the organisation to acknowledge the
contribution of the link role to the wider infection control agenda which is in
addition to their designated role. In future, there will be an increased
opportunity to share good practice across different parts of the organisation as
peer audit will be in place.

po

rte

d

The IPC team work closely with the estates staff. There is a responsible
officer who is based within the estates team who is responsible for ensuring
that all requirements of the safe water legislation are met. This enables any
changes to legislation or good practice to be implemented swiftly.
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The work of the responsible officer is overseen by the Water Safety Group,
which reports to the governance committees of the Trust. The work of this
group oversees refurbishments in relation to legionella and where issues have
been identified they have been addressed. Ongoing monitoring continues
and will continue to be overseen by the Water Safety Group.
Increased engagement with the Estates department and closer working
relationships enable continuous improvement in this area of practice.

14.

PARTNERSHIP WORKING
Trust wide involvement
The IPC team is actively involved in all service areas, this includes regular
attendance at a range of meetings, examples are:





Production standardisation
Medical devices
Food hygiene working group
Risk management
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Health & Safety
Decontamination
Policy Review Group (as required)
IPC and Estates joint meeting
Water Safety Group
Clinical Business Unit Quality Meetings
RCA/PIR

The team attends in excess of twenty meetings per month covering a variety
of subjects as well as attending meetings hosted by commissioners. This
participation provides infection control advice as needed to various aspects of
the Trusts business.

FUTURE PLANS
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The primary focus will always remain on patient and staff safety. This will be
demonstrated through our continuing audit programme and work plan which
will provide assurance to the Board of Directors that all our obligations are
met. The whole organisation will ensure incidents of infection are minimised
and appropriate action is taken.
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Implementation and audit of use of the new Urinary Catheter Care Plan will
continue to be a focus for 2018/19 to promote improved catheter management
Trust wide to positively impact upon patient safety by reducing potential for
catheter acquired urinary tract infections (CAUTI’s).

ns

Planned actions to further develop the Sepsis 6 Bundle initiative include:
Approval and implementation of the new integrated (including Mental
•
Health services) sepsis policy.
•
Implementation and embedding of the revised sepsis screening tool for
adults and paediatrics within the emergency department, in-patient
areas for direct admissions and for existing in-patients.
•
Revised sepsis 6 treatment stickers
•
Staff prompt cards for screening and treatment of sepsis
•
The need for embedded sepsis champions within each clinical service
•
Revision of the current sepsis e-learning module once the above
improvements have occurred
•
Visual prompts in clinical areas to emphasize the need for IV antibiotics
to be given within 1 hour.

U

15.

pr
in

te

d

The Trust continues to be supported in hand hygiene observational audits in
inpatient areas by an external hand hygiene product representative who visits
on a quarterly basis. Concerns are fed back to wards at the time followed up
with a more formal report.

Promotion of safe sharps practice will continue to be delivered through Trust
induction and mandatory training days. IPCT will deliver regular awareness
updates via the IPCT monthly newsletter and include safe sharps practice in
the programme of awareness campaigns planed for the coming year.
Page 29 of 34

The IPCT will continue to monitor compliance with Mask Fit Testing in liaison
with the Practice Development Facilitators who provide testing and training of
staff to deliver testing within identified priority departments.
Action to address the variable compliance for ANTT is in progress with
additional surveillance and challenge provided by the Development and
Training Team Practice Development Facilitators to support Care Group
‘Getting to Good’ improvement programmes.
The Hotel Services team will continue to undertake and record water flushing
further developing their reporting, recording process to provide more robust
assurance to the organisation via the IPCC monthly meeting.
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Implementation of a ‘clean and tidy’ campaign throughout the organisation to
declutter and clear areas to embed a sustained delivery of the 5S initiative will
be undertaken this year.
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To address the variable assurance around Environmental cleanliness the
Hotel Services Lead will be meeting with ward managers to review and agree
cleaning schedules and allocated hours provided to each area. The expected
outcome for this will be achievement of compliance with 90% target delivering
a cleaner and improved environment for the delivery of patient care.
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To deliver the new Flu CQUIN for 2017-19 target of 70% uptake of flu
vaccination by frontline health care workers in the first year and 75% in the
second year, learning outcomes from the 2017 campaign will be reviewed and
used to inform actions to improve uptake further over the next 2 years.
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The IPC link practitioners meetings to which there has been variable
attendance are will be re-energised with the support of Care Groups to
facilitate attendance. This will provide an increased opportunity to share
good/best practice across different parts of the organisation informed by peer
audit reports.

U

The IPC team strive to improve the quality of the service that is provided. A
major part of the team’s work in the coming year will focus on standardising
and embedding further good infection control practice. This will be
underpinned by robust audit and monitoring that is integral to operational
practice combined with close partnership working with the Hotel Services and
Estates teams.
The Board of Directors will receive reports on a quarterly basis and we will
continue to embed good practice while meeting our mandatory obligations.
16.

CONCLUSION
The team will continue to work in a way that drives up standards, improving
patient safety and the quality of services, whilst being mindful of the economic
challenges that the Trust faces. New technologies, where possible will be
utilised in order to maintain and further develop robust systems.
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APPENDICES
I.
II.

Audit programme 2017/2018
Work programme 2018/2019

Key contributions to the programmes include
 Director of Infection Prevention & Control
 Lead Nurse in Infection Prevention & Control
 Specialist Nurses in Infection Prevention & Control
 Infection Prevention & Control link practitioners
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The work plan demonstrates the work that the team will undertake within the
coming year. It focuses on areas where the team need to pay particular
attention through increasing compliance and developing further good clinical
practice in Infection Prevention and Control. We will embed good practice
and ensure that we meet our mandatory obligations.
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The annual work programme is not a complete work profile of all that the team
does but provides an overview of the main work streams. This may change
throughout the year in response to legislation change, the requirements of our
commissioners and other work that the team may be asked to support.

U

17.

Page 31 of 34

Organisational Audit Plan Infection Prevention & Control 2017/18
Inpatient areas self-audit (Including theatres, DSU, OHPiT, endoscopy and chemotherapy suite)

Appendix I
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PVAD
MRSA
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PVAD
MRSA

July
PVAD
MRSA

August
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MRSA
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PVAD
MRSA
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PVAD
MRSA
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MRSA
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MRSA
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MRSA
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MRSA
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MRSA

Hand
hygiene
observation

Hand
hygiene
observation

Hand
hygiene
observation

Hand
hygiene
observation

Hand
hygiene
observation

Hand
hygiene
observation

Hand
hygiene
observation

Hand
hygiene
observation

Hand
hygiene
observation

Hand
hygiene
observation

Hand
hygiene
observation

Hand
hygiene
observation

Urethral
catheter
CVC
Ventilator
(ICU)
Commode

Urethral
catheter
CVC
Ventilator
(ICU)
Commode

Urethral
catheter
CVC
Ventilator
(ICU)
Commode

Urethral
catheter
CVC
Ventilator
(ICU)
Commode

Urethral
catheter
CVC
Ventilator
(ICU)
Commode

Urethral
catheter
CVC
Ventilator
(ICU)
Commode

Urethral
catheter
CVC
Ventilator
(ICU)
Commode

Urethral
catheter
CVC
Ventilator
(ICU)
Commode

Urethral
catheter
CVC
Ventilator
(ICU)
Commode

Urethral
catheter
CVC
Ventilator
(ICU)
Commode

Urethral
catheter
CVC
Ventilator
(ICU)
Commode

Urethral
catheter
CVC
Ventilator
(ICU)
Commode

Patients
with loose
stools
Equipment
cleanliness
Waste Audit

Patients
with loose
stools
Equipment
cleanliness
Waste Audit

Patients
with loose
stools
Equipment
cleanliness
Waste Audit

Patients
with loose
stools
Equipment
cleanliness
Waste Audit

Patients
with loose
stools
Equipment
cleanliness
Waste Audit

Patients
with loose
stools
Equipment
cleanliness
Waste Audit

Patients
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stools
Equipment
cleanliness
Waste Audit

Patients with
loose stools

Patients
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stools
Equipment
cleanliness
Waste Audit

Patients
with loose
stools
Equipment
cleanliness
Waste Audit

Patients
with loose
stools
Equipment
cleanliness
Waste Audit
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Audit results: Results must be submitted on the 28 of the month.
Where any audit (including elements of audit in full environmental) falls below 90%,
action plans must be devised and implemented. Audits (including elements of full
environmental )must be repeated weekly until score reaches 90% or above
IPCT will undertake annual assurance audits in accordance with audit plan.
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Patients
with loose
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Equipment
cleanliness
Waste Audit
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isolation
PPE
sharps
Isolation
PPE
sharps
1 full environmental self-audit including kitchen between April and September
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April
PVAD
MRSA

Equipment
cleanliness
Waste Audit

isolation
PPE
sharps
Isolation
PPE
1 full environmental audit including kitchen between October and March

Sharps

It is the responsibility of departments and Business Units to ensure that audits are
undertaken, action taken as appropriate and that data is submitted as per the audit
programme. Where returns and action plans are not submitted within the time frame
specified, this will be escalated to Infection Prevention and Control Committee.

Organisational Work Plan Infection Prevention & Control 2018/19
Appendix II
Activity
Specialist advisory service regarding infection prevention and control
Specialist advisory service to Estates Department.
Attend meetings as detailed

te
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Deliver training programme as detailed

in

Plan and deliver IPCT assurance audit programme including review of inpatient areas that have areas of non-compliance
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Set Organisational IPC self-audit programme for inpatient areas

Increased surveillance of cleanliness and practice in areas as necessary (e.g. increased cases of CDI in ward area)
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Until such time that Organisational tracking system available, trigger reminders to areas regarding completion of self-audit programme and
completion of HCAI RCAs and audit action plans . Escalate non returns/completion via IPC operational group and IPCC
Public Health England Data collection/submission

d

Patient information Leaflet update as necessary and development of new leaflets as necessary
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Collate information and attend CDI review panel (re financial sanctions)
Collating IPC data as necessary

MRSA clinical visits
Outbreak management
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CDI and GDH positive toxin negative
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Participate in CDI ward round with clinicians as appropriate

Receiving and disseminating lab information.
Maintaining databases
Evaluate products and equipment
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Organisational Work Plan Infection Prevention & Control 2018/19
Appendix II
Flagging on Patient Centre and JAC
Review , develop and deliver IPC training
Review side room list before weekends
Supporting ward staff and bed management team with side room assessment
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Submit incident form and instigate RCA process for hospital acquired HCAI

Maintain RCA tracker database and link to RCA paperwork
Collate information and attend CDI review panel (re financial sanctions)
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Support Care Groups with RCA process for HCAI as necessary
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Support Organisation with development of material such as posters, update care plans and assessment tools as necessary

w

Respond to freedom of information requests within sphere of responsibility
Liaise with CCG IPC lead/PHE as necessary
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Support Organisation with compilation of reports as necessary (norovirus, DIPC report)

Routine challenge of areas of concern
Reconciliation of orthopaedic SSI data
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Support Organisation with implementation of enhanced cleanliness plan to include UVC and hydrogen peroxide vaporisation as a means of
environmental decontamination.
Review and revise IPC policies
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Combined estates and cleanliness manager walkabout

Head of Infection Prevention and Control undertaking IPC MSc
Maintaining of IPC website
Maintain Organisational self-assessment in line with H&S Care Act
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