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Executive Summary

1.0 Overview of Infection Control Activities in the Trust

1.1 Introduction

Since the publication of ‘Winning Ways: Working Together to Reduce Healthcare Associated Infection in England’ (DoH 2003) the prevention and control of infection and infectious diseases has received unprecedented attention from the Government and indeed the media and public. CNWL NHS Trust produced ‘A Strategy and Action Plan for the Prevention and Control of Infection’ in November 2004. Since then there has been much development in both the practice and commitment to Infection Control practice at CNWL and in the plethora of documents raising profile of Infection control within all Trusts from the Department of Health. The Draft ‘Code of Practice’ (DoH 2005) which will focus on infection control practice across all NHS bodies. This annual report highlights the progress which has been made in the last year and also incorporates the action plan for the Prevention and Control of Health Care Associated Infections at CNWL for 2006-7.
1.2 Organisation
The prevention of infection and infectious diseases at CNWL is co-ordinated and facilitated by the Infection Control Team and the Infection Control Committee. Section 1.0 illustrates more detail of these arrangements. Infection control is complex, transcending most aspects of the organisation, involving many departments, and being in essence ‘everybody’s business’. Senior nurses, modern matrons and ward/ unit managers, have specifically been highlighted as being central in preventing infection and maintaining healthy environments at ward/ unit level. Infection control is now embedded in much of the work of the Trust and is a standing item at local Clinical governance and Management meetings and is high on corporate risk and governance agendas. 

1.3 Activities

The Infection Control Team has undertaken many activities in the last year. These have been guided by policies and guidance coming from the centre i.e. the Department of Health and NHS Estates together with the clinical and environmental incidents and issues raised in our clinical settings. This year has seen a continued push in the prevention and control of infection for the whole of the NHS. This has particularly seen the expansion of the Infection Control team. Core activities have included: responding to clinical situations and incidents; development of standards of care and policies of care; work around cleanliness, the environment, decontamination and medical devices;  work on the importance of communicable diseases in mental health; education at many different levels; the completion of a Trust Clean Your Hands Campaign; dissemination and continued development of a commitment to a comprehensive strategy of infection control measures within CNWL.  

1.4 Infection control Action plan
The Infection Prevention and Control Action Plan for healthcare associated infections for 2006-7 is an appendix to the document (APPENDIX 2). This follows on from the Action plan which was created in 2004 for 2004 to 2006. This Action Plan, although in many ways a fluid document, was the core focus for infection control activity for the last two years. Most of this has been accomplished whilst other areas are still in progress.  The goals for the 2006-7 Action plan are highlighted below.

	· To ensure all alert organisms and conditions are identified 

	· All alert organisms and conditions to be reported.  

· Risk of  healthcare associated infections to be kept as low as possible 

	· Full implementation and review of all policies and guidelines for both the prevention of infections and effective treatment of infections 

	· For CNWL to have a robust system for the management and leadership of infection control throughout the organisation

	· For all staff working at CNWL to be fully up to date with infection prevention and control

	· To develop and maintain high standards of hand hygiene 

	· For staff to be fully protected against infections. 

	· For systems and a planned programme to be in place to ensure the environment is designed and maintained to prevent infection 

	· Standards of infection control to be reviewed in forthcoming new Trust services.

	· Developing an action plan for blood-borne viruses

	· Seeking to offer infection control service to prison services discussions are occurring with a view funding such a service.


1.5 Progress towards Winning ways/ Lowering Rates of Infection

The action areas identified in both the report by the Chief Medical Officer ‘Winning Ways: Working Together to Reduce Healthcare Associated Infection in England’ (DoH,2003) and in the document ‘Towards Cleaner Hospitals and Lower Rates of Infection’ (DoH,2004a), followed up by ‘The Modern Matrons Charter’ (DoH,2004b) are central corner stones from which Health Care Trusts will be assessed, mostly by the Health Care Commission. These documents are incorporated into the 2005-6 and the 2006-7 Action plans. The latter particularly also focuses on meeting the requirements set out on the Draft ‘Code of Practice’ which was published at the end of last year in DoH (2005) Action on Health Care Associated Infection in England. HMSO, London. The progress made at CNWL Mental Health NHS Trust in meeting the goals of the previous Action Plan is reported on in this Annual report.

2.0 Infection Control Arrangements

The prevention and control of infection and infectious diseases has received unprecedented attention from the Government, the media and the public in the last three years (DoH 2003, DoH 2004, DoH 2005). The prevention of healthcare associated infections is a high priority for all health care services (DoH 2005) with all levels of management in NHS organisations needing to ensure that patients are cared for in environments where the risk of healthcare associated infections is kept as low as possible. Infection prevention and control activities should be embedded in every day practice, being the responsibility of all those involved in the organisation. 

2.1 The Infection Control Team 

The Infection Control Team is managed by the Director for Infection Prevention and Control. The Infection Control Team sits within the Nursing Directorate working closely with other members of the Nursing and Medical Directorate. The Infection Control team meets regularly to discuss clinical and strategic issues. There is a national shortage of Infection Control Nurses and these posts are notoriously difficult to recruit to particularly in a mental health setting. This means that the Infection Control Team is seldom up to full capacity, this common with all NHS Trusts. There have been occasion due to staff leaving, sickness and annual leave the only cover is provided by the Director for Infection Control on part time basis.

The Infection Control Team consists of:

· The Director for Infection Prevention and Control

· The Infection Control Doctor

· The Senior Infection Control Nurse Advisor

· Two Infection Control Nurse Advisors

The Director for Infection Prevention and Control (DIPC) has the remit to oversee the infection control service, to challenge practice when necessary, and to report directly to the Trust Board. The DIPC regularly attends meetings at the Strategic Health Authority. 

The Infection Control Doctor is the Consultant Microbiologist and Director for Infection Prevention and Control at the Chelsea and Westminster NHS Trust. He provides services to CNWL on a sessional basis which includes being on call for incidents and outbreaks outside of working hours. 

The Senior Infection Control Nurse Advisor has a strategic, educational and clinical role. This post is also the Trust’s Lead for Decontamination. The post is at present not filled. The last post holder left in November 2005. There have since been issues with recruitment and, with the development of the Physical Care Team, funding for this post has been used to fund new posts in the Physical Care Team. 

Two Infection Control Nursing Advisors. The funding for 2 more infection control/ public health nurses was agreed in principle by the Trust Board in November 2004, these posts were filled in October 2005 and January 2006. However one of the post holders has been on sick leave since December 2005. Each of these posts takes specific responsibility for different areas of the Trust working together to provide advice, education, and support.

In essence despite increased funding and increased posts for Infection Control, on a day to day level Infection control activities for the whole of the organisation  have been carried out by one infection control nurse for the whole of the period 2005 to 2006.
2.2 Infection Control Committee

The Infection Control Committee is a statutory committee reporting to both Clinical Governance and Risk Management Committees. It meets for 2 hours quarterly. The committee is chaired by the Director for Infection Prevention and Control. 

The Infection Control Committee’s role is to provide the central forum for discussion and decision making for all measures for the infection prevention and control at CNWL. Service representatives on the Infection Control Committee report infection control issues to their Local Clinical Governance committees and or management committees.

 2.2.1 Terms of Reference

· The Committee will provide a forum for discussion of all matters concerning Infection Control for CNWL Mental Health Trust and advise the CEO and Trust Board of all recommendations.

· The Committee will ensure that CNWL Mental Health Trust complies with all government requirements in relation to Infection Control.

· The Committee will monitor the progress of the Infection Control Team strategy and annual programme.

· The Committee will develop, approve and monitor policies and procedures relating to Infection Control.

2.2.2 Membership of the Infection Control committee:

· The Director for Infection Prevention and Control, 

· Senior Infection Control Nurse Advisor, 

· Infection Control Doctor

· Clinical Governance Co-ordinator

· Medical Director

· Deputy Chief Pharmacist

· PCT Communicable Disease Consultant

· Communicable Diseases Nurse fro the Health Protection Agency

· Facilities Manager

· Estates Manager

· Tissue Viability Nurse

· Clinical Risk Manager

· Health and Safety and Environmental Risk Advisor 

· Occupational Health Nurses

· Decontamination Lead

· Medical Devices Lead

· Representatives from all services at Senior Nurse/ Clinical Service Manager level 

· Public health Consultant from the Health Protection Unit

2.3 Organisational Responsibility for Infection Control

‘Winning Ways’ (DoH,2003) stipulates the requirements for all NHS organisations in demonstrating its commitment to infection control by it being a core part of the Trust’s clinical governance, risk management and patient safety systems.

2.3.1 Infection control is a standing item at the Clinical Governance Committee, The Risk Management Committee, The Environmental risk management and Clinical risk Management Committees. The Senior Infection Control Nurse is also a member of the Medical Devices Committee, the ISS contract monitoring committee, and associate member of the Physical Care Team. The Director for Infection Prevention and Control sits on the Medicines Management Committee. Infection control is reported to the Trust Board via the Executive Director of Nursing. 

2.3.2 The Infection Control Annual Report and annual action plan go to both the Trust Board and the Strategic Health Authority. The Infection control Action plan for 2006-7 is attached as an appendix to this Annual report. The Director for Infection Prevention and Control reports directly to the Chief Executive and the Trust Board. Other papers are written for the Trust Board, either for information or for approval, when required. A paper ‘HIV and CNWL Mental Health NHS Trust’ went to the Trust Board for information in January 2005. 

2.3.3 From the consultant to the cleaner, from the Trust Board to the nursing team infection control is everybody’s business (NAO, 2004). Infection control affects all departments and specialities. Infection control issues, incidents and audits should be regular items at directorate level in local clinical governance committees and management meetings. Modern matrons or the equivalent, in each clinical area, have responsibility for leading the development of good infection control practices at a local level. The infection control team’s role is to support and facilitate the process. Appendix 1 diagrammatically illustrates Infection control at CNWL.

3.0 Budget Allocation to infection control activities

The figures below demonstrate the costing for the Infection Control Team. Costs have increased since last year due to both Agenda for Change and to the Director for Infection Prevention and Control now spending 2 days rather than 1 day per week on Infection control activities.  The Senior Infection Control Nurse Advisor post has been vacant since November 2005. One of the Infection Control Nurse Advisors (Band 7) has been on sick leave since December 2005. Money has since then been diverted from the Infection Control Budget allocated to the Infection Control Team to enable the development of the Physical Health Team.

Costing for the Infection control team when at full capacity.

Band 8D 0.4 WTE


£14,712

Band 8B  1.0
WTE


£54,023

Band 7    2.0 WTE


£76,479

Infection Control Doctor

£15,000

Total Costs



£160,214





4.0 Surveillance

Surveillance and reporting of infections and serious incidents associated with infection or the risk of infection is important both nationally and as an organisation. This is an essential component in the process of managing the risks from infection and infectious diseases. 
Since 2004, surveillance and mandatory reporting to the Health Protection Agency for MRSA bacteraemias, Clostridium difficile and Glycopeptide Resistant Enterococci has received a higher profile from the Department of Health. Although the incidence of the above organisms in mental health settings is lower than Acute Trusts the prevention of healthcare associated infections is a high priority for all health care services (DoH 2005), including Mental Health Trusts.  

Education about the importance of reporting is ongoing and improvements in the reporting of incidents and confidence in the action to take has been evident over the year. With a Trust the geographical and physical size of CNWL, utilizing a number of microbiology departments, it is even more essential that health care professionals are vigilant in reporting health care associated infections to the infection control team.  In the last year the Service Level Agreements with the Microbiology departments which serve CNWL have been formalised. Part of the Action plan for infection control for the forth coming year is to formalise the Infection Control links with these departments. This will include regular reporting from the microbiology departments to the Infection Control Team and the Infection Control Committee. Another component of the Action plan for the forthcoming year is to ensure there is good information on alert organisms and conditions on the intranet for clinical staff to utilize. 

4.1 Reported clinical incidents and Outbreaks April 2005–April 2006

4.1.1 Methillicin Resistant Staphylococcus Aureus (MRSA)

There were 8 reported cases of MRSA from 2005 to 2006 and 1 reported skin colonisation of MRSA.  These are very similar figures to the previous year where there were 9 reported cases of MRSA wound infections. At present the policy at CNWL is not to screen for colonisation of MRSA although cases have been reported. This is important when clients are vulnerable for other reasons. The Trust’s MRSA policy is currently being reviewed. Although there are not any precise figures it has been noted that a number of patients at CNWL with MRSA have come from other healthcare settings. 

The Infection Control Team will be working closely with the Tissue Viability Nurse in the forthcoming year to develop further policies and educational strategies around wound care and the prevention and care of infections in wounds. There is also some work to do with non inpatient wounds and wound infections, particularly with injecting drug users, where national figures for MRSA and other resistant organisms is high.

Golbourne Ward, MRSA wound 

Butterworth Centre MRSA in Wound

Pond Ward MRSA in wound 

Pine Ward MRSA in respiratory tract
Kershaw Ward MRSA in necrotic wound

Oak Ward MRSA to wound in head

Belgrave Ward, MRSA in throat 

Gerrad Ward MRSA leg wound

4.1.2 Actinobacter/ Clostridium Difficile/ Glycopeptide Resistant Enteroccoci

There were no reports of these organisms in 2005-6.  In the period 2004-5 there had been one reported Actinobacter wound infection and three cases of Clostridium Difficile. Clostridium Difficile Associated Disease and Glycopeptide Resistant Enteroccoci now come under mandatory reporting. Clostridium Difficile is the major cause of antibiotic associated diarrhoea and colitis which mostly affects the over 65 age group. It has received much higher public awareness in the last year because of 2 large outbreaks of the 027 strain. This strain causes more severe disease and higher mortality rates. The prudent use of antibiotics through a Trust antibiotic policy has a key part in the prevention of this organism alongside the prevention of the development of resistant organisms such as MRSA and GRE.

4.1.3 Varicella Zoster

The Zoster virus includes both varicella zoster, Chickenpox, an acute, infectious disease and the latent infection of shingles herpes zoster. When there are vesicles on the skin shingles herpes zoster is also infectious, with the potential to cause varicella zoster (chicken pox) with those who have no immunity.  Although most commonly seen in children under 10 years old there is an increasing trend in the number of first infections of chicken pox affecting older age groups. In 2004 to 2005 there were just 2 cases of chicken pox and 2 cases of shingles in clients and staff at CNWL. The box below shows a notable increase in these figures, with 4 cases of chicken pox (all in adults) and six cases of shingles. In one of these incidents a staff member contracted the virus from a client who had shingles herpes zoster. Immunity for varicella zoster is currently being clarified with all staff and those who do not have immunity are being offered immunization. Contact tracing indicates that a significant proportion of staff do not have immunity to the virus.

Chicken pox Fairlight House

Shingles staff member Collingham gardens

Shingles patient Henry Maudesly Ward

Chicken pox staff member Henry Maudsely ward 

Two  separate cases of shingles, Horton Haven

Shingles Soho CMHT

Chelsea drug treatment team staff member chicken pox

Mulberry North Client with chicken pox 

4.1.4  Outbreaks of Diarrhoea and vomiting

An outbreak of diarrhoea or vomiting is categorised when there are 2 or more cases in the same clinical area who are displaying the same/ similar symptoms either at the same time or within a 24-48 hour period. This is with staff or clients. 

Apart form the 2 episodes of diarrhoea and vomiting in the Vincent Square Clinic all the outbreaks of diarrhoea and vomiting were over the winter period which is the usual pattern for what is known as winter vomiting disease (small round structured viruses/ Norwalk-like viruses or noroviruses). These are very infectious, and usually both short in duration and mild. The very young and the very old are more vulnerable to prolonged morbidity. 2 units had to be closed for a short period of time to contain the virus. 

Vincent Square clinic 2 cases one staff and one patient

Vincent Square Clinic  2 cases  staff

1 case Norovirus Ellington Ward

Seacole Ward 1/2/06- 8/2/06 Norovirus identified 9 patients and 10 staff. Ward closed and reopened on the 8/2/06.

Pond Ward Park Royal 13/02 3 patients and 6 staff no new cases. Resolved by the 17/02/06

Marlborough Family services. 7 staff and 2 clients (small children/ babies). Unit closed for 1 week

Kershaw Ward Diarrhoea 3 clients and 2 staff

4.1.5 Tuberculosis

Tuberculosis is a growing problem in the UK, particularly in London and with certain populations. Previous papers to the Trust Board have indicated the potential risks of TB which pertain to the population we serve at CNWL Mental Health NHS Trust (January 2005). A number of clients were reviewed by Acute Trusts with the symptoms of TB in the last year, these were all negative. Patients with closed/ non infectious disease were also cared for by the inpatient units and community teams. One patient with active TB was referred to drug and alcohol services; review by the drug and alcohol team was delayed to after 2 weeks of TB treatment when the client was no longer infectious. One staff member in the organisation was diagnosed with active pulmonary TB.

4.1.6Pests/ Infestations

The box below indicates the infestations reported to the Infection Control Team. 

Head lice are a common problem both in children’s and adult settings. Clients being admitted with infestations are to be expected in all settings. In the case of bed bugs environmental issues such as household divan mattresses and carpets on bedroom floors were also contributing factors. Washable permeable mattresses have been distributed across the Trust and non-carpeted floors should now be in place in bedrooms and clinical settings. At the Horton Haven this process is still in progress perhaps explaining the bed bug issues. Eastlake ward had a refurbishment and removal of remaining carpets after persistent bed bug problems in 2004-2005. A new Pest control policy now exists in the Trust and a policy for the treatment and prevention of headlice and scabies is in draft form.  

Headlice Collingham Gardens

Headlice Max Glatt inpatient unit

Gerard Ward Scabies one client

3 outbreaks  bedbugs Horton Haven Orton Haven 

Bed bugs  Eastlake Ward

Headlice Max Glatt inpatient unit (second case)
Flea infestation Hopkinson house

5.0 The management of healthcare associated infections

Since the publication of ‘Winning Ways: Working Together to Reduce Healthcare Associated Infection in England’ (DoH 2003) the prevention and control of infection and infectious diseases has received unprecedented attention from the Government, the media and the public. This is the first year that the Health Care Commission has required that all NHS Trusts, including mental health trusts, produce a yearly action plan for the management of healthcare associated infections for their organisations. CNWL NHS Trust produced ‘A Strategy and Action Plan for the Prevention and Control of Infection’ in November 2004, a 2 year plan, to bring together Department of Health policies with issues for this Trust. The Action plan for the management of health care associated infections  for 2006-7 continues to take this work forward (see Appendix 2).    

The prevention of healthcare associated infections is recently emphasised as being a high priority for all healthcare services (DoH 2005). This action plan for 2006-7 incorporates the requirements set out in the Code of Practice for Infection Control (DoH 2005) and issues identified in practice. The Code of Practice includes criteria by which all levels of management in all NHS Bodies need to ensure that patients are cared for in environments where the risks of HCAIs are kept as low as possible and where infection prevention and control activities are embedded in everyday practice. As the 2004-2006 Action Plan and this current Action Plan indicate the prevention of infection is the business of everybody within the healthcare organisation (DoH 2003, 2004, 2005). 

5.1 Infection Control Policies

All the current Infection Control Policies are being reviewed and should be completed by May 2006. Additional infection control policies are being written as required. Some of these are directly related to infection control and others have infection control components. In the last year there has been new policies for: Medical Devices; Decontamination; Disposal of Waste; and the Management of Pests. An antibiotic prescribing policy, pandemic influenza policy, treatment for scabies and head lice policies, and aseptic technique policies are also being written by various personnel. Appendix 3 demonstrates new, existing and policies being developed in regard to issues involved in the prevention of infection. The new and reviewed infection control policies will be launched across the Trust with a publicity and educational campaign.

5.2 Antibiotic use

The prudent of use of antibiotics is key to the prevention of infection. Indiscriminate and inappropriate use of antibiotics to treat infection promotes the emergence of antibiotic resistant organisms. This has implications for inpatient and outpatient settings, the latter particularly in substance misuse settings, where for injecting drug users the incidence of multi-resistant organisms is high. Older adult inpatient settings have the highest use of antibiotics in inpatient services. Over one week in September 2005 the Pharmacy Department at CNWL Mental Health NHS Trust under took at audit of antibiotic prescribing across inpatient units in the organisation. This is presented in appendix 4. Education sessions, good practice guidelines on prescribing, handling and review of antibiotics and an antibiotic pocket guide for appropriate prescribing are recommended action points. A policy on antibiotic prescribing is under review.

5.3 Hand Hygiene

Hand decontamination is one of the most important mechanisms for preventing healthcare acquired infection. Improving hand hygiene, which has traditionally been poor in health care settings, is one of the central tenets of the Department of Health’s focus on infection control.

There has been a Trust wide hand washing and alcohol hand rub campaign for all current areas and sites. This has included ensuring all health care staff have access to alcohol hand rub (whether as wall mounted dispensers, moveable pumps or small individual dispensers for community staff) and training on the effective methods for hand washing. This campaign was completed by June 2005. Works to improve hand washing sink access in clinical areas is incorporated into the environmental action plan for 2005-6. Hand hygiene training is now part of the infection control induction training and on site hand washing road shows in clinical will be ongoing. There has been a significantly improvement in both the awareness of the importance of hand hygiene and in the practice of hand hygiene over the last 2 years. Most recently, there has been the incorporation of hand hygiene training for client groups by both the infection control team and clinical staff for.

5.4 Standard precautions and infection control

Formal and clinically based education around universal standards of care has been ongoing over the last year. Together with hand hygiene this is the corner stone of safe infection control practice. Standard precautions treat all blood and body fluids in the same manner (i.e. as potentially infectious) as we know much infection is undiagnosed. Protective clothing such as gloves and aprons should be worn when dealing with blood and body fluids and should be properly disposed of afterwards; contaminated linen and waste should also be disposed of appropriately.  Staff visiting clients in the community should always take gloves, alcohol hand rub, an apron and a small clinical waste bag. All clinical areas now have blood spillage kits and staff should be aware of the importance of the appropriate handling of blood and body spillages.

5.5 Needlestick injuries and the safe use of sharps

In the period of April 2005 to April 2006 there were 8 known needle stick injuries to staff and 2 body fluid splash inquiries made to the Occupational health Departments. In one of these cases in is known that Post exposure prophylaxis was given and in another case it was indicated but treatment was refused by the recipient. 

New policies for both the prevention and the management of exposure to blood and body fluids have been written and are currently being reviewed. In line with patterns across the NHS it is expected that staff under report needle stick injuries. A safe sharps campaign is being planned across the organisation to both raise the awareness of preventing, reporting and the safe management of sharps injuries. A part of this will be the introduction of the use of safe sharps devices. It is planned to increase the input of information of follow up of staff by occupational health departments to the Infection Control Committee so the Trust is aware of the number of staff who do require Post Exposure Prophylaxis and other follow up. There are risks to staff in terms of contracting blood-borne viruses from contaminated sharps injuries. 

5.6 Wound care and Aseptic technique

5.6.1The Tissue Viability Nurse Advisor has been in post since December 2005. Prior to this appointment, patients with tissue viability needs received an adhoc service from either the Accident and Emergency departments of adjoining Acute Trusts or from the District Nursing services within Primary Care.

The roles and responsibilities for this post include identifying the learning needs of the front line staff and enabling them through training and support to provide efficient, evidence-based, cost effective care at the point of contact.  With this objective in mind, the Tissue Viability Nurse Advisor offers joint visits with the ward based staff to support the staff to assess, plan and implement a programme of care for the patient and offer regular follow up appointments for the re-evaluation of treatment.

Referrals to the Tissue Viability Service were initially slow, as unit based staff continued to refer patients through Acute Trusts and Primary Care.  A co-ordinated programme of unit visits and mail shots raised the profile of the service and nurse advisor.  

5.6.2 Of the all the patients referred to the Tissue Viability Service, 50% were admitted to CNWL with wounds (i.e. developed outside of the Trust).  These wounds vary in type, both chronic (leg and pressure ulceration) and acute (surgical), severity and infectious state. A wound colonised with the MRSA bacteria will heal without problem.  The objective is to treat the wound on its clinical merits, as there is little evidence that MRSA affects wound healing (Kiernan 2000).  However if the patient displays signs of host reaction, cellulitis and inflammation, increased pain and odour, wound deterioration etc. then type specific system antibiotics are recommended.

5.6.3 All wound dressings should be carried out with either an ‘aseptic technique’ for the redressing of surgical wounds or burns and wounds which involve muscle or bone, or a ‘clean’ technique, for the management of chronic wounds leg ulcers etc. Both of these techniques require that a minimal touch procedure of the wound dressing material be adopted. The use of sterile gloves for the aseptic technique and non-sterile single use gloves for the clean procedure.  Universal infection control precautions (disposal gloves and aprons) should be adopted for all encounters with body fluids regardless of the patient status, and no patient should be condemned to solitary existence due to the presence of an infection.  In order to reduce the risk of cross contamination, it is imperative that wounds are redressed as soon as exudate (wound discharge) becomes evident on the exterior of the dressing.    

6.0 Pandemic Influenza

6.1 Cases of pandemic flu have been recorded throughout history and are known to cause widespread illness and extensive social and economic disruption. There is increasing concern that a new strain of influenza, to which no natural immunity has developed, will emerge and spread. There is concern that the recently emerged H5N1 avian influenza virus could mutate into a new virus with the ability to transmit from person to person. Should this occur it will trigger a new pandemic with severe economic and social disruption and high mortality and morbidity.

It is highly anticipated that a pandemic will overwhelm health and social services causing severe consequences. Contingency planning is essential to enable a coordinated response to minimise the impact as far as possible. 

 6.2 A contingency plan is being developed by Central and North West London Mental Health Trust in the event of a flu pandemic, it will be finalised by July 2006. It aims to ensure that essential services are maintained and the negative impact of the pandemic on patients, carers and staff is minimised. The plan also provides details of how the Trust will co-ordinate a response across sites and with other NHS and partner organisations. It is intended as a flexible document that can be updated to respond to unpredictable events and in the light of new national guidance. CNWL’s Major Incident Plan and the Flu Pandemic Communications Strategy will also be important in the event of a pandemic outbreak. 

6.3 The Trust has an established Influenza Pandemic Committee responsible for deciding a response to a flu pandemic. This is chaired by the designated flu coordinator (The Director of Nursing Practice who is also the Director for Infection Prevention and Control and the Acting Emergency Planning Officer) and provides the necessary command and control structure needed during a pandemic. The membership of this Committee is as follows:

·     Emergency planning officer

·     Director for infection prevention and Control

·     Director of Nursing Practice

·    Medical Director

· Chief Pharmacist

· PCT representation
· HR Director

· Finance Director

· Communication Manager 

· Project Manager, Contingency Planning

· IT and telecommunications

· Representative from the Health Protection Unit

· Executive Director of Operations/Nursing

· Executive Director of Operations

The membership of the committee ensures that the views of relevant external agencies are represented. The committee is also informed by the North West London Sector Pandemic Flu Steering Group of which the Director of Infection Prevention and Control is a member.

CNWL Mental health NHS Trust’s Pandemic influenza Plan is being presented to the July 2006 Trust Board. It will then be available publicly on the Trust intranet.

7.0 Communicable Diseases: Blood borne viruses and TB

Previous infection control papers presented to the Trust Board (July 2004, November 2004 January 2005) have highlighted the issues and potential problems of blood borne viruses, sexually transmitted diseases and TB within the population we serve at CNWL.  These are not traditionally issues for Infection Control Teams but in this setting of a central London mental health and substance misuse Trust do actually pose important areas of concern which includes the prevention and control of infection together with: health promotion and health education; screening, assessment and diagnosis; and the general physical care and wellbeing of our clients. Raising the issues with clinical staff, management teams, The Trust board and with the wider Infection control community has been a focus of the last year. This has been particularly working in collaboration with substance misuse and the hepatitis nurse specialists; the HIV psychiatric liaison nurses, TB Specialist nurses and the Physical Care Team. 

The table below demonstrates a summary of some of the recommendations which have been made in other documents (Trust Board June 2004, November 2004, May 2005, January 2006).

Potential developments for the management of the risks of communicable diseases at CNWL 

· Development of sexual health and other risk taking assessment into medical, nursing and prison assessments together with any risk factors for TB, substance misuse etc

· Formalisation of pathways of referral to Genito Urinary Medicine Clinics

· Development of appropriate policies for HIV testing and follow up

· Development of links with Specialist HIV services and Psychiatric liaison teams

· Development of closer relationships between acute mental health services and specialist hepatitis services in substance misuse services

· Consideration of accessibility of health promotion posters/ leaflets around safe sex practice and HIV in all settings 

· Accessibility of condoms in all substance misuse and inpatient settings. This needs to be tied into meeting the education needs of staff and development of health promotion programmes

· Discussion of sexually transmitted infections, blood-borne viruses, TB and risk reducing strategies in patient groups/ forums

· Education needs assessment and action plan for staff. Identification of resources in terms of expertise to meet these needs. Education maybe of different levels and intensity including the 4 day specialist course which has already run.

· Development of public health initiatives within the Trust to incorporate this area in greater depth  

· Involvement of CNWL Mental Health NHS Trust in raising the profile of Blood-borne Viruses and TB in Mental Health Trusts at local, regional and national levels

· Identification of appropriate leadership and resources 

· Promoting the importance of these above issues in our work in prisons

8.0 Staff Health

The occupational health contract is managed by David Brettle (Director of Human Resources). The contract was renegotiated in 2005 to improve access to for occupational health on sites which were some distance from the occupational teams; to start the process of backdating varicella and rubella screening and vaccinations for all staff starting with those who are more high risk; and to improve the numbers of new employees having occupational health contact within 2 weeks of employment. The Trust has contracts with six Occupational Health Departments this does make the accessing of information from all areas complex, there is as yet no central process for the collation of data.

Varicella and Rubella screening and vaccination have improved from pervious years although work is required and improved information from Occupation Health is essential. This varies across occupational health departments. Sites with children and those looking after the immuno-compromised have been seen as first priority for the Westminster PCT Occupational Health Team.  The Royal Marsden Occupational Health Department is currently checking all staff in terms of their Hepatitis B , rubella and varicella status. Once this has been performed the clinics at the Gordon and SK & C Inpatient sites will begin to operate. 

There has been an increase in the rate of staff attendance at Occupational Health within two weeks of employment. Occupational health teams attend the Trust Induction. Forthcoming guidance from the Department of Health with make it compulsory for NHS Trusts to offer screening and vaccination for measles as well rubella and varicella, this will be included in further Occupational health contracts
9.0 Cleaning Services

9.1 Strategic Cleaning Plan

A Strategic Cleaning Plan was approved by the Trust in March 2006. The Plan has been developed as a result of the on-going requirement to maintain improvements in the general standard of cleaning and also to assist in achieving reductions in healthcare associated infection. The proposal outlines the Trust’s approach to cleaning services over the next three years and identifies some of the key performance targets.

9.2 National Specifications for Cleanliness (NSoC)

All key documents issued by the Department of Health make reference to the NSoC as being essential for measuring the performance of the cleaning service. The baseline audit is therefore considered to be a fundamental pre-requisite of implementing the NSoC for the NHS. It provides a detailed report on the current state of cleanliness within the Trust. The assessment also highlights any issues that impact directly on cleanliness or the capacity to effectively clean any area, room or elements.

Using the tool-kit and guidance, the Trust is able to measure the cleaning standards across all sites covered within the ISS contract. Whilst all sites are monitored using either the previous or current system (6 sites at this stage), the intention is to have all inpatient sites monitored with the new National Specifications for Cleanliness by July 2006. To assist with the progress of implementing this we are in the process of purchasing an electronic tool kit, which will enhance the data input and enable the Trust to glean more effective information from the audits. This will also enable the Trust to demonstrate year on year improvements in service delivery, as this will be an on-going process. 

9.3
PEAT Results 

PEAT assessments are a nationally recognised process, which takes a snapshot of hospital cleanliness and the quality of the environment across all NHS trusts. CNWL's PEAT scores are shown below where the scores are categorised from unacceptable, poor, acceptable, good and excellent. For 2006 responsibility for the day to day management of the PEAT programme has transferred to the National Patient Safety Agency (NPSA), although both the Department of Health and the Healthcare Commission continue to be partners in the process. For 2005 the Trust received the PEAT scores shown below. The PEAT assessments for 2006 have very recently been completed and the scores have not yet been confirmed by the NPSA. 

	Site
	2005 Cleanliness & Environment


	Category
	2006 Cleanliness & Environment
	Category

	Beatrice
	90%
	Good
	98%
	Excellent

	Haven
	79%
	Good
	80%
	Good

	St Charles
	81%
	Good
	99%
	Excellent

	SK&C
	81%
	Good
	Not available 
	Not available

	Rosedale
	90%
	Good
	98%
	Excellent

	Paterson
	75%
	Good
	89%
	Good

	Gordon
	90%
	Good
	93%
	Good

	Roxbourne 
	92%
	Good
	88%
	Good

	Fairfield
	82%
	Good
	86%
	Good

	Park Royal 
	78%
	Good
	92%
	Good

	Northwick Park
	91%
	Good
	82%
	Good

	Woodfield Rd
	N/A
	N/A
	99%
	Excellent

	Average Trust Score


	84%


	
	91%


	


	Note:
	96% +
	=
	Excellent

	
	75-95%
	=
	Good

	
	60-74%
	=
	Acceptable

	
	50-59%
	=
	Poor

	
	Less than 50%
	=
	Unacceptable


9.4.
Cleaning Responsibilities and Accountabilities
9.4.1
Planning Cleaning Services


It is the responsibility of the Estates and Facilities Directorate to plan the future development of Trust-wide cleaning services, to ensure that all new and relevant legislation, guidelines and best practices are adhered to. As a direct result a framework has been established that enables cleaning services to be managed locally. 

9.4.2
Managing Cleaning Services 

It is the joint responsibility of local site managers and the Estates and Facilities Directorate to manage the cleaning services. Ward managers and modern matrons have local accountability for their own areas and there are site service managers in place in main inpatient areas to support them. The Estates and Facilities Directorate in turn must provide an overview of the service and support local operational staff. The performance and on-going monitoring of cleaning services across the Trust are underpinned by the NSoC audit process. 

Monthly contract review meetings with the cleaning contractors are well established and membership includes estates and facilities staff, local operational staff and the infection control nurse. This contract review meeting supports regular local operational meetings, which are attended by modern matrons and ward managers. Additionally, cleaning services are a standing agenda item on the Infection Control Committee.   

9.5 
Training of Domestic Staff and Contracted Staff

It is the responsibility of ISS Mediclean to train all their staff to an appropriate standard. Training initiatives identified for the development of ISS staff are raised at the monthly contract review meetings and where appropriate Trust staff will assist with the process, i.e. mental health awareness and induction training. All cleaning staff from the contractor cleaning companies should have Infection Control Training at their Induction to the job and annual updates through their employment. A certain proportion of cleaning staff, should have been educated to the level of the NVQ in Infection Control. ISS Mediclean SLA is managed by Mitch Taylor Facilities Manager, he plans to undertake and audit of training in 2006 to 2007

10.0 Decontamination 

The Healthcare Commission ‘Standards for Better Health’ require that healthcare organisations keep patients, staff and visitors safe by having systems in place to ensure that all reusable medical devices are properly decontaminated prior to use and that the risks associated with decontamination facilities and processes are well managed. 

 10.1 Management of Decontamination

 Decontamination issues are discussed at both the Infection Control Committee and the Medical Devices Committee. The Infection Control Team and the Physical Care Team work together in the promotion of the effective decontamination of equipment. Since there the Senior Infection Control Nurse Advisor post is currently vacant the role of Decontamination Lead has from November 2005 been taken on by the Senior Nurse Advisor for Policy and Practice who is also the Medical Devices Lead. The Trust is a member of the Strategic Health Authority’s Decontamination Project Group. 

10.2 Policies 

The Trust has implemented the Medical Devices Policy and the Decontamination Policy, both of which make it clear that any device that will be used more than once must be properly decontaminated between uses. Each medical device is listed with how it should be decontaminated. Clinical Service Managers and Modern Matrons have responsibility to ensure that all devices are properly decontaminated and that roles and responsibilities for this are made clear. All clinical teams will carry out a weekly check of medical devices in use in their areas.

10.3 Environment

It is important that there are appropriate facilities and rooms for decontamination such as dirty utility rooms and appropriate hand washing facilities. Highest risk areas should now have dirty utilities with a view to all inpatient settings having such facilities at a future date.

10.4 Equipment

Another major piece of work currently being undertaken is the improvement of equipment selection and purchase across the Trust and much work has already taken place on the standardisation of equipment purchased. A sub-group of the Medical Devices group have identified single models of medical devices which are safe and effective to use and are either single use or can be decontaminated effectively. Work has also been done to mask items on the NHS Logistics Catalogue to ensure standardisation across the Trust for equipment which is ordered individually by units. This ensures the purchase of disposable, single use products. 
11.0 The Environment

A number of individual schemes were undertaken last year to tackle environmental issues relating to infection control. These included upgrading the kitchen facilities and providing a clinical room at Hopkinson House, replacing kitchens at Roxbourne and installing segregated clean / dirty utility areas at Park Royal. In addition a rolling program of flooring replacement is in progress to replace unsuitable flooring within the clinical environment.  Measures to reduce the risk of cross contamination have now been introduced in all project planning processes. These include ensuring the provision of separate clean & dirty facilities. Recent schemes include Kershaw Ward at SK&C and the Low Secure / PICU development at Park Royal. The Infection control team is consulted in the planning phase of all estates developments and the planning and contracting of all new builds including the Phase 1 build on the St Charles site and the forthcoming Phase 2 build on the St Charles site.

The Estates, Facilities and Nursing departments set up a forum in 2005 to monitor and develop a strategy for all issues across the departments. This included a plan for environmental works for Infection Control and ensuring good cross working for issues such as medical devices, decontamination and the development of modern matrons. An environmental working action plan was developed by this group in 2005 and is being used as guidelines for works to be performed. The assessment of the environmental needs of units in terms of the enabling of good infection prevention and control practice is ongoing. The formalization of the environmental / estates action plan will be completed in 2006. 

12.0 Audit

The limited capacity of the Infection control team over the last year has made some of the proposed actions for 2005/2006 difficult to implement.  Informal audits and assessments have been made over most of the sites within the last 2 years leading to reports, action plans and improvements. However implementation of the Infection control nurse Association/ DoH Audit is now planned for 2006-7. 

With the now improved awareness and education level of staff around infection control a link nurse system for infection control is in the process of being developed. This will provide the opportunity for a staff member on each ward or in each team to have specific role in working with the ward/ team manager and modern matron to support and facilitate good infection control practice at a local level. With support and education Form the Infection Control Team the link infection control link nurse will have the responsibility for carrying out the detailed audit on their unit, working with the manager to feedback to the team and the directorate. The Infection Control Team, with the aid of clinical audit will also use the audit results to write a report of the audit findings from throughout the organisation and present this to the Trust Board.

13.0 Education and training

Education is key to the effective organisation of infection control and is seen by the Department of Health as a key indicator of the organisation’s commitment. Since infection and infectious diseases has not always been a high priority for mental health trusts this is particularly important. 

13. 1 Trust Induction and staff training

Infection prevention and control is part of the Trust induction. The new Trust induction training began in May 2005 incorporating everyone who is new to the Trust, including medical staff. This happens monthly, with 40-50 new staff being present. The Infection Control component of this training is for all these staff. It was increased from 30 to 45 minutes which has allowed time for a practical session on hand washing allowing all participants to assess the effectiveness of their hand washing technique.

There has also been an increased training undertaken with local services to meet their specific requests, this training include MRSA, hand hygiene and general infection control issues. For the past year through induction and local training some 587 staff have received training in infection control.

13. 2 Key staff groups 

Senior nurses and team leaders and ward/ managers have been targeted for infection control education both formally and informally. Infection control training is part of agency nursing staff‘s induction. An infection control link nurses scheme is being developed within the organisation to support infection control practice in the clinical settings. Methods for effective infection control updates to all staff across the Trust are also being developed. 

13.3 Risk management

Education has also been an important aspect of the management of identified risks, incidents/ outbreaks and with the introduction of new infection control measures. This has been both formal in the form of formal teaching sessions and on the spot education in the clinical environment or on the telephone. Infection control is a standard item at local Clinical Governance meetings. 

13.4 Clean your hands

The ‘Clean your hands’ campaign was completed in the Trust by June 2005. Hand hygiene training is however ongoing and a programme will be set up to ensure good hand hygiene practice retains its high profile. More hand hygiene, glow germ kits were purchased by the infection control team allowing practitioners to be taught how to provide hand hygiene training in their own areas to both staff and clients. The infection control team and clinical staff have been using hand hygiene training as a part of health promotion within health and wellness days with clients.

13.5 Infectious diseases

A short course (4 days) focusing in depth on HIV/ AIDS, Hepatitis, TB, Sexually transmitted infections, sexual health, controlling infection and health promotion and assessment specifically for Mental health and Substance misuse settings took place in October 2005. This was multi professional and included sessions from a number of specialists in the field. 

13.6 Conference presentations

Changing the culture for the prevention and control of infection and infectious diseases at a large Central London Mental Health NHS Trust. One year on.

Infection Control Nurses Association Conference Torquay, September 2005.

Sexual health and HIV in the Mental Health Population. Nursing Conference, CNWL Mental Health NHS Trust ‘ Social inclusion’ . London July 2005.

13.7 Training activities for infection control team

Infection Control Nurses Association conference 2005

HealthCare Associated infections 2006

Diploma in Infection control, Thames Valley University. DoH/ NHS Modernisation Agency: Saving lives: A delivery programme to reduce healthcare associated infections including MRSA.

14.0 Meeting targets and outcomes

April 2005 to April 2006 has been a productive year for the further development and consolidation of infection prevention and control initiatives across CNWL. The Action plan for 2004-2006 has largely been met. This has been part due to the increased education and awareness of personnel at all levels in the organisation of the central role preventing infection has to take. Infection control is ‘everybody’s business’ at CNWL, which is a major achievement in itself.  

In the forthcoming year the focus will be on: disseminating the new Infection control Policies and working on the development of safe sharps practices, development of Modern matrons; Trust wide audit and continued development within the environments of the organisation. The new Code of Practice is expected to be fully launched by the DoH in the next year and this will largely guide the targets the Trust needs to meet. To enable the development of appropriate support and education across the organisation and the effective management of clinical incidents and meeting of targets it will be crucial to ensure the Infection Control team is functioning with the capacity of all its personnel. Ongoing commitment by the organisation will be required to protect both staff and clients from infection and infectious diseases.

Peter Walsh

Director Infection Prevention and Control
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Figure 1 The Prevention and Control of Infection at CNWL
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APPENDIX 2

Action Plan for the management of healthcare associated infections at CNWL 2006-7.

Since the publication of ‘Winning Ways: Working Together to Reduce Healthcare Associated Infection in England’ (DoH 2003) the prevention and control of infection and infectious diseases has received unprecedented attention from the Government, the media and the public. This is the first year that the Health Care Commission has required that all NHS Trusts, including mental health trusts, produce a yearly action plan for the management of healthcare associated infections for their organisations. CNWL NHS Trust produced ‘A Strategy and Action Plan for the Prevention and Control of Infection’ in November 2004, a 2 year plan, to bring together Department of Health policies with issues for this Trust. The Action plan for the management of health care associated infections presented here for 2006-7 continues to take this work forward.    

The prevention of healthcare associated infections is recently emphasised as being a  high priority for all healthcare services (DoH 2005). This action plan for 2006-7 incorporates the requirements set out in the Code of Practice for Infection Control (DoH 2005) and issues identified in practice. The Code of Practice includes criteria by which all levels of management in all NHS Bodies need to ensure that patients are cared for in environments where the risks of HCAIs are kept as low as possible and where infection prevention and control activities are embedded in everyday practice. As the 2004-2006 Action Plan and this current Action Plan indicate the prevention of infection is the business of everybody within the healthcare organisation (DoH 2003, 2004, 2005). Details of the progress made against the previous infection control programme including fuller documentation and information regarding this action plan will be in the forthcoming Infection Control Annual Report for 2006.                

DoH (2005) Action on Health Care Associated Infection in England. HMSO, London

DoH (2004) Towards Cleaner Hospitals and Lower Rates of Infection: A Summary of Action. HMSO, London.

DoH (2003) Winning ways: working together to reduce healthcare associated infection in England. Report from the Chief Medical Officer. HMSO, London.

Action plan for the reduction of healthcare associated infections at CNWL

	Goal
	Action
	Responsibilities
	Lead
	Review

	To ensure all alert organisms and conditions are identified 


	●To incorporate the transfer of infectious patients into the admission and discharge procedures. Including effective reporting and liaison between the infection control team and bed managers

●Review of current Trust MRSA policy with a view to routine screening for MRSA for those who have come from another healthcare setting.

●Comprehensive mandatory reporting of alert organisms and infections to the Infection Control team

●Ongoing education and improved intranet access to information concerning alert infections and conditions across the organisation

●Development of more formal links between the infection control team with the microbiology laboratories which serve the Trust
	Medical Director,  Exec Director of Nursing

Medical Director

Director of Nursing Practice

Service Heads, Clinical Leads

Infection Control Team

Infection Control Team

DIPC
	CPA Lead

Medical Director

DIPC

Senior ICNurse Advisor

DIPC, Infection Control Doctor
	April 2007

October 2006

April 2007

April 2007

October 2007

	 All alert organisms and conditions to be reported.  Risk of  healthcare a associated infections to be kept as low as possible 


	●Quarterly updates of healthcare associated infections  to be reported to the Infection Control Committee, Clinical Governance Committee, Clinical Risk Committee. Annual Reporting to go to the Trust board. 

●The infection control team to analyse data for ongoing patterns and trends and to report to the above committees and to develop action plans
	Infection Control Team

Infection Control Team
	DIPC

Senior ICNAdvisor
	Oct 2006

April 2006

	 Full Implementation of up to date and evidence based policies and guidelines for both the

prevention of infections and effective treatment of infections 
	●Wound management and asceptic technique training to be developed, including the development of procedures and policies. 

●Implementation of the antibiotic prescribing policy including subsequent audit.

●For all the existing infection control policies to be reviewed and updated and further policies to meet clinical needs/ DoH requirements written. 
	Nurse Advisor Tissue Viability

Chief Pharmacist/ Medical Director

Infection Control Team
	Senior Nurse Physical care

Chief Pharmacist

Senior ICNurse Advisor
	October 2006

Oct 2006

Oct 2006


Action plan for the reduction of healthcare associated infections at CNWL

	Goal 
	Action
	Responsibilities
	Lead
	Review 

	For CNWL to have a robust system for the management and leadership of infection control throughout the organisation
	●Regular presentation to the Trust Board, Clinical Governance and Risk committees

●A yearly infection control action plan and Annual Report to go to the Trust Board

●Infection control to be a regular agenda item at local directorate meeting and local clinical governance committees. 

●All directorates/ clinical units to collect data on alert organisms, conditions and wound infections.

●Report to the Trust Board on the Implementation of a standardised modern matron structure throughout the organisation

●The ICNA/ DoH Audit to take place in all clinical areas, data disseminated locally and centrally
	Infection Control Team/ DIPC

DIPC

Service Heads

Service Heads/ Clinical Leads

Executive Directors of Operations/  Exec Director of Nursing

Infection Control Team/ Modern Matrons
	DIPC

DIPC

DIPC

Service Heads

Executive Director of Nursing 

Service heads


	April2006

April 2006

Oct 2006

April 2007

Oct 2006

 April 2007



	For all staff working at CNWL to be fully up to date with infection prevention and control


	●Infection control to be at the induction programmes of all staff including support staff and all agency/ locum staff

●Infection control to be part of annual mandatory training programmes for all staff

●For attendees to training and updates to be documented

●Prevention and the control of infection to be included in all job descriptions and KSF

●Health promotion leaflets for clients
	Professional leads, Contract managers, Dir Human Resources.     

Infection Control Team/ Education and Training

ICT/ Education and Training

Director of Human Resources

Service Heads/ ICT
	DIPC

Dep Director of Nursing

Senior ICNA

DIPC

DIPC
	April 2007

April 2007

April 2006

April 2007

April 2007       

	To develop and maintain high standards of hand hygiene 


	●Hand hygiene education and training to be ongoing for all staff with roadshows

●To ensure all areas (including new areas)have alcogel dispensers and correct hand washing equipment and posters at all sinks.

●Hand hygiene compliance and facilities to be audited within the ICNA audit 

●Hand hygiene training for client groups
	Infection Control Team

I CT/ Modern matrons/ Service Heads/ Facilities manager

ICT/ Modern matrons

ICT/ Service Heads 
	DIPC

DIPC

Service Heads

Head of OT/ Dir Nursing Practice
	Ongoing

Ongoing

April 2007

April 2007




Action plan for the reduction of healthcare associated infections at CNWL

	Goal
	Action
	Responsibilities
	Lead
	Review

	For staff to be fully protected against infections. 


	●Back dated varicella and rubella screening and immunisation programmes to be completed

●All staff to be fully aware of the appropriate use of personal protective equipment; for the equipment to be easily accessable in all clinical areas and for community teams.

●Auditing of staff attendance to occupational health within 2 weeks of employment 

●For there to be a safe sharps campaign across the Trust. 

● All medical devices to incorporate sharps protection mechanisms and standardised sharps bins.
	Occupational health/ Director Human Resources

Service Heads

Service Heads

Occupational health/ ICT

Medical Devices Lead, Medical Director
	Director Human resources

Service Heads

Director Human resources

DIPC

Medical Devices lead
	October 2006

October 2006

October 2006

October 2007

October 2006

	For systems and a  planned programme to be in place to ensure the environment is designed and maintained to prevent infection 


	●Infection control team to be part of all stages of the planning and development of CNWL’s buildings

●Implementation of the Infection Control Environmental Action plan (Estates plan) which includes a rolling programmes for the development  of  the clinical environment (eg Adequate handwashing facilities; single rooms for isolation, Separate clean and dirty facilities)

●Joint forums for cross working across facilities, estates and infection control team.

●The annual strategic cleaning plan and strategic estates plan and relevant policies to incorporate infection control.

●Implementation of decontamination policy
	Director of Facilities   Estates and Planning

Estates manager

DIPC, Estates and facilities managers

ICT, Facilities and Estates managers

Decontamination lead/ Service heads
	Director Facilities/ Estates/ Planning

Estates manager

DIPC

Facilities and estates managers

Decontamination lead
	April 2006

April 2006

April 2006

October 2006

Oct 2006



	Standards of infection control to be reviewed in  new Trust services.
	An environmental and educational needs assessment of services in Hillingdon to be presented to the Trust Board
	DIPC
	DIPC
	July 2006


APPENDIX 3

 Existing Policies for review and updating and policies to be written and authorized.

· Isolation policy (ICT)

· The management of outbreaks (ICT)

· Single use medical devices (ICT)

· Decontamination policy (ICT)

· Hand Hygiene policy ( ICT)

· Maintenance and purchase of clinical equipment ( medical devices policy)

· Policies for cleaning services; building and refurbishment, planned preventative maintenance ( Facilities & Estates)

· Pest control ( Facilities) 

· Management of potable and non potable water supplies ( Estates)

· Food services including food hygiene and food brought into the organisation by patients, staff and visitors ( Facilities)

· Provision of laundry services (Facilities)

· Disinfection policy (Facilities/ ICT)

· Occupational health policies for the prevention and management of communicable diseases in health care workers

· Management of occupational exposure to BBVs and post exposure prophylaxis ( ICT and Occupation al Health))

· Prevention of occupational exposure to bloodborne viruses including the prevention of sharps injuries ( ICT)

· Management of Blood Spillages ( ICT)

· MRSA (ICT)

· Glycopeptide Resistant Enterococci (ICT)

· Clostridium difficile (ICT)

· Actinobacter and other resistant bacteria (ICT)

· Control of TB (ICT)

· Respiratory viruses (ICT)

· Diarrhoeal infection (ICT)

· Antibiotic prescribing policy ( Pharmacy/ Medical directorate) 

· Legionella (Estates)

· Safe handling and disposal of clinical waste ( Facilities/ Estates)

· Care of the cadaver  ( Physical Care)

· Wound Management and asepsis ( Tissue Viability)

· Organisation and Management of Infection Control (ICT)

· Packaging, handling and the delivery of laboratory specimens ( Estates/ H&S/ ICT) 

· System for the Closure of wards departments and premises to new admissions (ICT/ Service Heads)

· Flu Pandemic ( DIPC)
APPENDIX 4

Anti-infective Prescribing Audit September 2005

1. Introduction

Hospital formularies are implemented as a guide for drug therapy, in order to help healthcare professionals select the most appropriate medication available and to supplement information provided by the British National Formulary (BNF). Formulary recommendations are made by balancing efficacy, safety, patient acceptability, overall treatment costs to both the hospital and the community and guidance from the National Institute of Clinical Excellence (NICE).
Anti-infectives are specific for an infective organism or a range of organisms. The use of all anti-infectives should be audited to assess if they are prescribed appropriately as per infection to minimise the risk of developing anti-infective resistance, e.g. as seen with MRSA, or with antiretrovirals when used as a single agent in the treatment of HIV; and to minimise inappropriate use which could otherwise result in unnecessary side effects and/or drug interactions and/or expense.

In relevant infections microbiological swabs should be taken at the infected site(s) for microbial sensitivity testing, in order to allow clinicians to select the most appropriate anti-infective agent.  In addition efficacy of treatment should be regularly reviewed; this can be achieved by checking for clinical signs of infection or improvement.  If there is any deterioration in physical and/or mental health, it may be appropriate to repeat the microbiological swab.

The Trust has a responsibility to audit current anti-infective prescribing practice to ascertain the quality of care, identify areas requiring improvement and implement   action plans where possible. This audit aims to identify and increase awareness of anti-infective prescribing issues, encourage health care professionals to follow the local acute Trust formulary for guidance and thereby ensure optimal clinical care and reduce potential anti-infective resistance developing.

2. Aim 

To evaluate the nature of anti-infective prescribing throughout CNWL NHS Trust in order to improve patient care.

3. Objectives

· To carry out a point prevalence audit of anti-infective prescribing within the CNWL Mental Health Trust.

· To identify and quantify the types of anti-infectives prescribed, and for what indication.

· Review the number of prescriptions not adhering to the relevant Acute Trusts’  Formulary choice of first line anti-infective, without valid reason. 
4. Method

· A questionnaire was constructed to obtain the necessary information from the prescription charts (Appendix 1).

· The audit was designed to be carried out over a one week period in August 2005.

· All patients, e.g. adults, older adults, SMS and CAMHS patients, prescribed any anti-infective on both acute and long stay wards were included.

· Details of the patient, directorate, site and consultant were recorded from the current drug chart.

· Annotations within ‘Drug Hypersensitivities’ box were recorded, any documentation was deemed acceptable even if this was without a valid signature.  

· Significant concurrent medical illness were recorded to give a more comprehensive picture of the patients condition and to help identify high risk patients, e.g. asthma, IVDU, diabetes, cellulites, urinary incontinence as many patients are often smokers, homeless or have a dual diagnosis, all of which predispose patients to infections.  

· Details of the anti-infective were recorded, this included: drug name, dose, frequency, route, course duration, the indication for which it was prescribed, and whether it was prescribed for treatment or prophylaxis.  The indication for the prescription of anti-infectives was obtained from the multidisciplinary notes if necessary, but all other information was obtained from the prescription chart.

· All sites were to refer to their local acute Trust formulary with the exception of SMS as they are not linked to an acute trust.  

· All anti-infectives were recorded if 1st line or reserve. The words ‘reserve’, ‘restricted’, and ‘micro-approved’ were regarded as equivalent to each other as each acute Trust uses different terminology.  If first line therapy for the offending infection was not used, any documented reason for this was recorded.

· The multidisciplinary notes were consulted to see if a specimen for sensitivities was taken at the site of infection. 
5. Results

All anti-infectives prescribed within the limits of this audit were for inpatients only, across all CNWL sites excluding the Horton Haven.  CAMHS were included within this audit but no patients were prescribed any anti-infectives.  

A total number of thirty-five patients (4.8%) were prescribed anti-infectives from 735
 patients charts reviewed. This represents a small proportion of patients throughout the Trust (Table 1).  

Anti-infectives

A total of forty-five separate anti-infective courses were prescribed, which included nineteen different anti-infectives. The majority were antibiotics (67%) including penicillins, cephalosporins, tetracyclines, macrolides, quinolones; followed by antifungals (22%) including miconazole and terbinafine; combination creams (6.6%), containing both antifungals and antibiotics; and antiretrovirals (4.4%), (Figure 1).  The antibiotics have been further broken down to show that the majority (n=14) consisted of penicillins, which equates to 31% of the total number of anti-infectives prescribed (Figure 2).

Figure 1
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Figure 2
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Results continued

TABLE 1

	Site
	No of anti-infectives prescribed

 

 

 
	Total no. of pts
	Allergy Status

recorded

(%)
	First line therapy
	Micro swab taken
	Course Length Specified
	Course Completed?

	
	
	
	
	Y
	Unknown
	N
	Y
	N
	N/A
	Y
	N
	Reason Given if no or inapt  length
	Y
	N
	If No any F/U

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	Y
	N
	N/A

	NK&C
	8
	5
	4 (80)
	4
	3
	
	1
	0
	7
	3
	5
	5
	3
	5
	5
	
	

	SK&C
	1
	1
	1 (100)
	1
	
	
	0
	0
	1
	1
	
	
	1
	0
	
	
	n/a

	NW
	2
	2
	0
	2
	
	
	1
	0
	1
	2
	
	
	2
	0
	
	
	n/a

	SW
	5
	5
	5 (100)
	4
	1
	
	0
	0
	5
	0
	5
	3
	2
	3
	3
	
	

	Brent
	9
	6
	4 (67)
	3
	6
	
	1
	0
	8
	3
	6
	6
	3
	6
	6
	
	

	HRW
	5
	4
	3 (75)
	5
	0
	
	2
	0
	3
	4
	1
	0
	5
	0
	
	
	

	OA
	11
	8
	4 (50)
	5
	4
	2
	4
	0
	7
	7
	4
	4
	6
	5
	5
	
	

	SMS
	4
	4
	2 (50)
	2
	2
	
	0
	0
	4
	2
	2
	2
	2
	2
	1
	1
	

	Total

  (%)
	45
	35
	23 (66)
	26 (58)
	17           (38)
	2     (4)
	9       (20)
	0 (0)
	36 (80)
	22 (49)
	23 (51)
	20              (91)
	24 (53)
	21 (47)
	20 (95)
	1      (5)
	


Key 

NK&C - North Kensington and Chelsea (St Charles Hospital)

SK&C - South Kensington and Chelsea Mental Health Unit

NW - North Westminster (Woodfield Road & Patterson Centre)

SW - South Westminster (Hopkinson House, Gordon Hospital)

Brent – Park Royal Centre for Mental Health 

HRW - Harrow (Northwick Park Hospital)

OA – Older Adults (across all sites)

SMS – Substance Misuse Services (across all sites)

	Anti-infective
	Indication
	Dose & Directions
	Route
	Stop or Review  Date or Course Length Specified
	Any follow up

	Amoxicillin capsules
	Acute bronchitis
	500mg TDS
	PO
	Yes
	Yes

	Amoxicillin capsules
	Acute bronchitis
	500mg TDS
	PO
	Yes
	Yes

	Amoxicillin capsules
	Acute bronchitis
	500mg TDS
	PO
	Yes
	Not required

	Amoxicillin capsules
	Dental Infection
	250mg TDS
	PO
	Yes
	Yes

	Amoxicillin capsules
	Dental Infection
	500mg TDS
	PO
	Yes
	Not required

	Amoxicillin capsules
	Dental Infection
	500mg TDS
	PO
	Yes
	Yes

	Amoxicillin capsules
	Dental Infection
	500mg TDS
	PO
	Yes
	Unknown

	Amoxicillin capsules
	Abscess at IV sites
	500mg TDS
	PO
	No
	Yes

	Amoxicillin capsules
	Urinary Tract Infection
	250mg TDS
	PO
	Yes
	Not required

	Cefalexin capsules
	Urinary Tract Infection
	500mg TDS
	PO
	Yes
	Unknown

	Cefalexin capsules
	Eye Abscess 
	500mg TDS
	PO
	No
	Yes

	Cefuroxime  tablets
	Auxiliary Cyst
	500mg BD
	PO
	No
	Yes

	Cefuroxime tablets
	Cellulitis
	500mg TDS
	PO
	No
	Yes

	Chloramphenicol eye drops
	Conjunctivitis
	I drop QDS
	TOP
	No
	Yes

	Chloramphenicol eye drops
	Conjunctivitis
	I drop QDS
	TOP
	No
	Yes

	Chloramphenicol eye ointment
	Corneal abrasion
	Apply  QDS
	TOP
	Yes
	Unknown

	Ciprofloxacin tablets
	Urinary Tract Infection
	500mg BD
	PO
	Yes
	Unknown

	Clotrimazole cream
	Vaginal candidiasis
	Apply  BD 
	TOP
	No
	Not required

	Clotrimazole cream
	Fungal skin infection
	Apply TDS
	TOP
	No
	Yes

	Clotrimazole cream
	Fungal skin infection
	Apply  BD 
	TOP
	No
	Not required

	Clotrimazole pessary
	Vaginal candidiasis
	500mg Stat
	PV
	Yes
	Not required

	Co-amoxiclav  tablets
	Abscess at IV sites
	625mg TDS
	PO
	No
	No

	Co-amoxiclav tablets
	Urinary Tract Infection
	625mg TDS
	PO
	Yes
	Yes

	Co-amoxiclav tablets
	Infected rash
	375mg TDS 
	PO
	Yes
	Yes

	Combivir (zidovudine & lamivudine) tablets
	HIV
	150mg/300mg BD
	PO
	No
	Yes

	Daktacort™ cream (hydrocortisone & miconazole)
	Fungal skin infection
	Apply  BD Prn
	TOP
	Yes
	Not required

	Daktacort™ cream (hydrocortisone & miconazole)
	Fungal skin infection
	Apply  BD 
	TOP
	No
	Yes

	Dermovate NN™ cream (clobetasol & neomycin &nystatin)
	Infected eczema
	Apply  BD 
	TOP
	Yes
	Yes


TABLE 2



	Anti-infective
	Indication
	Dose & Directions
	Route
	Stop or Review  Date or Course Length Specified
	Any follow up

	Dermovate NN™ cream (clobetasol & neomycin &nystatin)
	Ring Worm
	Apply  BD 
	TOP
	Yes
	Yes

	Doxycycline capsules
	Syphilis
	200mg BD
	PO
	Yes
	Unknown

	Erythromycin solution
	Acne Vulgaris
	Apply  BD 
	TOP
	No
	Yes

	Flucloxacillin capsules
	Cellulitis
	500mg QDS
	PO
	No
	Unknown

	Flucloxacillin capsules
	Skin infection
	500mg QDS
	PO
	No
	Unknown

	Fusidic Acid tablets
	Cellulitis
	500mg TDS
	PO
	Yes
	Unknown

	Metronidazole tablets
	Vaginal infection
	400mg BD
	PO
	Yes
	Yes

	Metronidazole tablets
	Dental Infection
	400mg TDS
	PO
	Yes
	Unknown

	Metronidazole tablets
	Eye Abscess
	400mg TDS
	PO
	No
	Yes

	Nevirapine tablets
	HIV
	200mg BD
	PO
	No
	Yes

	Terbinafine tablets
	Fungal skin rash
	Apply  BD 
	TOP
	No
	Unknown

	Terbinafine tablets
	Fungal skin rash
	Apply TDS
	TOP
	No
	Unknown

	Terbinafine tablets
	Onychomycosis
	250mg OD
	PO
	Yes
	Unknown

	Terbinafine tablets
	Onychomycosis
	250mg OD
	PO
	No
	Unknown

	Trimethoprim tablets
	Urinary Tract Infection
	200mg BD
	PO
	No
	Not required

	Trimethoprim tablets
	Urinary Tract Infection
	200mg BD
	PO
	Yes
	Not required

	Trimovate™ cream (clobetasol, oxytetracycline &nystatin)
	Infected rash
	Apply  BD 
	TOP
	Yes
	Yes


TABLE 2 Continued

Results continued

Allergy Status

Recording of patient’s allergy status remains unsatisfactory especially within North Westminster, Older Adults, Substance Misuse Services and Brent sites. An average of 66% of patients trust wide had an allergy status recorded on the medication chart (Figure 3).

Figure 3


[image: image4]
Table 3

	Allergy status recorded per patient at each site.



	Site
	% Recorded

	North Kensington & Chelsea
	80 

	South Kensington & Chelsea
	100

	North Westminster
	0

	South Westminster
	100

	Brent
	67

	Harrow
	75

	Older Adults (all sites)
	50

	Substance Misuse Services (all sites)
	50

	TRUSTWIDE
	66


Route of Administration
The majority of anti-infectives prescribed were oral (67%) or topical preparations (31%). These were the most appropriate routes for the respective infections e.g. oral amoxicillin for treatment of a dental infection.  No parenteral (IV, IM, SC, PR), preparations were prescribed for any patient, within the week specified, except a single dose of clotrimazole given vaginally (2%).  
First Line Treatments

58% of the anti-infectives prescribed (n=26) were known, by the pharmacist, to be first line therapy for the respective infection. For the remaining 42% of cases (n=19) most chosen anti-infectives seemed reasonable for the clinical indication and were licensed and appropriate doses as per BNF1, e.g. oral amoxicillin post tooth extraction or topical clotrimazole for a fungal skin infection. Two of those 19 cases (4% of total) were reported as not first line choice of anti-infective (Figure 4).  In both cases this was due to treatment failure with the previous anti-infective and neither of the newly initiated anti-infectives was on the ‘reserved’ list.  

Figure 4
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Prescribed Dose

No anti-infectives were reported as being prescribed at unusual doses, e.g. due to renal or hepatic impairment, or routes of administration. All anti-infectives were prescribed within their licensed doses and at appropriate therapeutic doses with respect to the patient’s clinical condition.

Microbiology Swabs
Microbiology swabs were taken, prior to starting treatment, in all cases (n=9) where it was appropriate. In the remaining cases (n=36), a microbiology swab was not taken at the site of infection, prior to the initiation of an anti-infective because it was not required (Table 1; Figure 5).  Examples of infections treated without a microbiology swab include urinary tract infections treated with oral trimethoprim, or treatment of a dental infection with oral amoxicillin. For these types of infections clinicians generally diagnose as per symptoms and treat empirically2.  In 12 cases a microbiology swab was not required as treatment had been initiated elsewhere in specialist clinics, for example treatment of HIV related infections, or topical chloramphenicol post eye surgery. There were no cases where a microbiology swab should have been taken but was omitted for any reason.

Figure 5
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Specified length of course  

Nearly half (n=22) of all anti-infectives prescribed had a course length indicated, and two patients had a review date indicated. For the remaining cases (n=21) where the stop/review date/course length was not specified; 12 cases were reported to have been reviewed
 or there was a plan to review at a later date;
 4 cases were reported as not requiring any follow up; and 5 cases it was unknown whether follow up occurred (Table 2; Figure 6). 

In most of the cases where antimicrobials were prescribed without any indication of course length treatment was longterm (e.g. treatment of cellulitis, HIV related infections or eye infections where more appropriate medical teams would review in due course).  
Figure 6
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Course Completion
Out of the total 45 prescribed anti-infectives 24 cases (53%) were documented to have completed their prescribed course (Figure 7).  However the remaining cases were either prescribed long term treatment, for example HIV related treatment, or treatment had just been started and therefore was not due to be completed within the week the audit was performed.  There was only one patient, from SMS, who had an incomplete course of anti-infective without a valid reason documented.

Figure 7
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Infections

The majority of infections were skin and nail infections (n=19), followed by urinary tract infections (n=6) and dental infections (n=4), (Figure 8). This may be a reflection of the number of homeless patients on inpatient units, who are susceptible to poor personal and dental hygiene, do not access GP or NHS dental services and are therefore more at risk of skin and dental infections. Patients may also have been admitted with pseudopsychosis due to systemic infections.

  
Figure 8
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6. Discussion
Overall the total number of anti-infectives prescribed was very small. Prescribing of anti-effectives occurred in all directorates of the Trust during the week data was collected, excluding CAMHS and the Horton Haven, with the greatest incidence in the Older Adults Directorate.

It is unclear as to why first line therapies at some sites were unknown.  There could be a variety of reasons including lack of Acute Trust guidance or limited access to the Acute Trust formulary.  Despite this all choices of anti-infectives were appropriate, gave no reason for concern and were unlikely to result in the emergence of anti-infective resistance. It is worth noting that some patients may have had their anti-infectives prescribed by medical teams or their GP, and thus treatment with specific anti-infectives may simply be a continuation of care, e.g. oral metronidazole for treatment of an eye abscess, or HIV treatment.     

Documentation of patients’ allergy status has improved from 57% (n=516) as reported in the ‘Trust wide Medication Audit’ May 2005 to 66% (n=35). However one must consider that this audit represents a small fraction of patients admitted at CNWL NHS Trust and may not represent a generalisable improvement in documentation. Anaphylaxis is reported in up to 0.05% of patients taking penicillins of which 5-10% are thought to be fatal3.  The oral cephalosporins are generally safe, however patients with a history of IgE-mediated allergic reactions to a penicillin e.g. anaphylaxis or immediate urticaria, should not receive a cephalosporin3. Two patients were being administered a penicillin and another two were being administered a cephalosporin without the necessary allergy status completed. Therefore, at no point during the prescribing, dispensing or administration processes had the allergy status been checked and documented. Recording of patient’s allergy status still needs to be improved significantly, especially within Older Adults, Substance Misuse Services, North Kensington and Brent sites. 
The time waiting to receive results from microbiology can often result in an unnecessary delay to commencing anti-infective treatment. In 80% of cases it was considered reasonable to commence anti-infectives and treat empirically as per symptoms and diagnosis2
. To take swabs for every single infection would not be clinically or cost effective. However the Acute Trust formularies do not indicate when swabs should be taken and it is left at the prescriber’s discretion.  

Several of the antimicrobials were prescribed without an indication of course length or completion date, however this was often due to initiation of long term treatment.  Examples included treatment of cellulitis, HIV related infections or an eye infection where more appropriate medical teams would review in due course.  CNWL Trust Medicines Policy specifies that in the absence of any annotation for antibiotic course length, a seven day course should be administered. The lack of indication of course length may be reflective of the assumption amongst staff that this policy would be followed, or that medical staff and/or pharmacist would routinely review the prescription.

Only one patient from SMS had an incomplete course of anti-infectives without a valid reason.  

The limitations of this audit included a short period, one week, of auditing therefore not all courses of anti-infectives were completed during that period.  Additionally it was not always feasible to chase a ‘follow up’ in care and hence the large number of incomplete course of anti-infectives (47%), (Figure 7) may be misleading without further analysis. All of these cases reported a planned follow-up up in due course.   Other limitations included a small percentage of incomplete data fields on the forms returned, despite requests for all forms to be complete before submission.

Finally had this audit been completed in the month of January and included the Horton Haven more data may have been provided. Patients are often immuno-compromised during the winter months and therefore more anti-infectives are generally prescribed.  This may have provided more data and broader picture. 

7. Conclusions 
· Overall, there was a low incidence of anti-infective prescribing.  
· There appears
 to be an increase in allergy status documentation compared to May 2005, however this still needs to be improved significantly across the entire Trust especially for patient prescribed polypharmacy. 
· Pharmacy staff need to be more aware of current anti-infective treatment guidelines in line with the respective Acute Trust formulary or at least ensure they have access to it to be able to make accurate decisions regarding appropriate anti-infective treatment.
8. Recommendations

Pharmacy could implement the following changes:

·  Education sessions for pharmacists, junior doctors and nurses, especially aimed to address the need to record any allergy status.

· Develop ‘good practice guidelines’ for the prescribing, handling, monitoring and review of all anti-infectives. 

· Develop anti-infective ‘pocket’ guides for clinicians to encourage appropriate prescribing and limit local resistance patterns.

· Increase awareness of the Acute Trust formulary and CNWL guidelines.
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Breakdown of Antibiotics Prescribed (n=33)





14





4





1





1





1





1





2





3





3





3





Penicillin





Cephalosporins





Tetracyclines





Macrolides





Quinolones





Fusidic Acid





Trimethoprim





Chloramphenicol





Metronidazole





Combination Creams





 





Allergies Recorded Within CNWL











34% Unrecorded





66% Recorded





n=35








�This fig isn’t entirely accurate – we guestimated afterwards from the number of beds per ward. Original text did say a possible 735 pts


�We are unable to format this table all onto one page, but if bridget is able to , then that would be preferable.


�Russell asked for all this data.  He wanted to know exactly what was prescribed and why?  I think those reading this audit would be interested too


�i.e. retrospectively


�the time it took to actually receive this data would have been a night mare to see if this actually happened as over a large trust


�Ref 2 actually specifies each infection and when  appt to take sample


�Med policy actually refers to antibiotics and not anti-infectives….do I take it meaning the same?  What does the new Med Policy say?





�Need to r/v definition of incompltes and data included (LUCY)


I don’t understand this sentence (JYOTI)


�can’t make that conclusion form the numbers included (LUCY)





hence the word appears.  Making some comparison to the previous audit done by the audit dept gives some context. Remove if you disagree   (JYOTI).  
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