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LTHT Infection Control Annual Report
2005-06
LTHT was compliant in 2005/06 with the (Healthcare Commission) healthcare standard 4a.

Policies

1. There are now 31 core infection control policies/guideline documents.  New policies on Scabies, Group A Streptococci and Isolation Cleaning have been developed; significant update to the TSE policy with appropriate multidisciplinary input. Policies are approved by the Infection Control Steering Group (ICSG) and ratified by the Infection Control Committee (ICC).  All policies are available in hard copy in clinical areas and on the LTHT intranet, and are reviewed at least every 2 years, or earlier in the light of significant new evidence.  Extensive information and advice is available on the Infection Control LTHT Intranet http://lthweb/trustdiv/lrp_div/infectioncontrol/#Team.
2. Major Hand Hygiene initiatives continue with significant progress been made.  See Infection Control Objectives for LTHT Directors 2005/6 below.
Surveillance

1. Each CMT receives quarterly surveillance reports containing data on key infections/alert micro-organisms (including those which the Trust is obliged to report to the Department of Health) with written recommendations about necessary action.
2. Mandatory MRSA bacteraemia (blood stream infection) surveillance (i.e. as a surrogate of invasive MRSA infection) has been undertaken from April 2001 by all NHS Trusts in England.  LTHT achieved its Department of health target to reduce the number of MRSA bacteraemias in 2005/06 by 20%.  This meant ‘avoiding’ 41cases of MRSA bacteraemia.

The trend of MRSA bacteraemia numbers is shown in Appendix A.  A target of 60% reduction in numbers of MRSA bacteraemias has been set (vs 2003-4 as baseline); to be achieved by 2007.  The dotted lines on the figures show the reductions in numbers of MRSA bacteraemias that are required to achieve the 60% target.  The other lines show the statistical expected best and worst predictions.  The monthly bacteraemia totals were as follows: Apr 18, May 16, Jun 17, Jul 10, Aug 15, Sep 8, Oct 10, Nov 12, Dec 15, Jan 20, Feb 6, and Mar 16.
The MRSA bacteraemia rate in LTHT for 2004/5 was 0.26/1000 bed days. 2005/06 figures are not available (for the Dept of Health); however, the MRSA bacteraemia rate in LTHT April 05 – Sep 05 had been reduced to 0.22/1000 bed days.  LTHT was ranked 34th out of 45 specialist hospitals in 2004/05, and improved to 27th for the period April 05 – Sep 05.  It should be noted that in 68 of the 173 trusts in England MRSA bacteraemia rates increased in 2004/5 vs 2003/4.
It should, however, be emphasized that that the above data reflect only a small proportion of the total MRSA burden.  Overall numbers of MRSA isolates across the Trust were

1254 in 2005/6 
1519 in 2004/5,

1671 in 2003/4

1920 in 2002/3.

While these numbers have fallen year on year, they need to be interpreted with caution as they include isolates obtained by screening (particularly in earlier years) and colonizing strains.  Crucially, isolates from non-sterile sites (e.g. wound, sputum, urine) may reflect colonization or infection.

The ICT has carried out risk factor analyses in disciplines with high MRSA bacteraemia numbers.  Patients with indwelling medical devices, in particular CVC usage, and those undergoing gut surgery, renal dialysis or on elderly medicine wards are being targeted as a result of these analyses.  In addition, there is a need to focus on reducing the use of certain antibiotics which may lead to MRSA proliferation and therefore to spread.  Building on the successful use of prophylaxis with nasal mupirocin and topical Aquasept in the orthopaedic setting intensive care and surgical high dependency units, patients at high risk of infection admitted for elective major hepato-bilary procedures have been prescribed this prophylaxis.
The latter group have recently been reviewed: the prevalence of MRSA infection prior to initiating the prophylaxis protocol was 8.3% and this fell to 3.8% (P=0.029).
3. Long term follow up has confirmed the efficacy of mupirocin based prophylaxis in reducing the prevalence of nasal carriage of S. aureus and MRSA in orthopaedic surgery patients.  Despite fours years of use of the peri-operative prophylaxis protocol there was no evidence of sustained emergence or spread of mupirocin resistance
4. In conjunction with the community infection control team we undertook a prevalence survey of 715 residents in 39 Care Homes in Leeds in summer 2005.  A multivariable model was used to determine which individual and care home risk factors were independently associated with MRSA colonisation.  Twenty-two percent (95% CI 17.7-26.8%) of the residents who able to give informed consent for sampling were found to be positive for MRSA. Independent risk factors included, being resident in a nursing home with a low level of nursing, being resident in a deprived area, male sex, presence of an invasive device, and having spent greater than 10 days in hospital in the previous two years. These data show that there is a considerable burden of MRSA in the care home setting.  Control strategies need to be coordinated across the care home and hospital setting.
We have now received £200K Department of Health research funding to extend this pilot and specifically to determine the health outcomes of MRSA colonised care home residents, and whether infection control intervention can reduce the prevalence of MRSA in this setting.
5. There has been sustained progress with reducing the total number of Clostridium difficile laboratory reports (indicative of cases of antibiotic-associated diarrhoea) across the Trust: 592 in 2005/6, 692 in 2004/5, 743 in 2003/4, and 883 in 2002/3.  The year on year reductions in numbers were 16% from 2002 to 2003, 7% from 2003 to 2004, 14% from 2004 to 2005 (36% reduction from 2002 to 2005).


Mandatory C. difficile surveillance scheme has been undertaken from January 2004 by all NHS Trusts in England (Appendix B).  The C. difficile rate in LTHT for 2004/5 was 1.81/1000 bed days. LTHT was ranked 15th out of 45 specialist hospitals in 2004/05.

Outbreaks of C. difficile infection (CDI) are associated with distinct strains, including UK epidemic strain PCR ribotypes 001 and, recently, 027 in N America and Europe.  Of particular concern, C. difficile 027 has been associated with severe infection.  We therefore introduced routine intensive prospective molecular and clinical surveillance of hospital and community CD cases to determine the relative prevalence of epidemic strains, and the spread of CD 027.  We believe that this is the only such service in the UK.  We have examined ~500 cases in detail.  C. difficile 027 was identified in both hospital and GP patients (4% of all cases), mainly causing mild/mod disease, and with only minimal evidence of spread or clustering.  Intensive surveillance will continue to improve our understanding of C. difficile infection epidemiology and to detect emergent strains.

6. There has been sustained improvement in the surveillance of infections in orthopaedic patients undergoing prosthetic joint replacement as part of the national compulsory scheme from the Department of Heath. Prospective surveillance of surgical site infection in orthopaedic surgery is occurring in patients undergoing hip surgery and the mandatory 3 months data has been submitted for 2005/06.  The sample size is not yet sufficiently large enough to determine an accurate local infection rate.  The infection rate for 12 Trusts taking part in the same pilot scheme was 2.4% overall; 2.12% in fixation of fracture, 2.16% in hip prosthesis, 2.42% in knee prosthesis, and 4.3% in hemi-arthroplasty (J Hosp Infect 2005;60;201-12).
Perioperative prophylaxis with nasal mupirocin and topical Aquasept has continued to be used Trust-wide as an effective control measure for orthopaedic MRSA infection.  Repeat audits of compliance with this protocol have been carried out by the ICT, clinical area and Pharmacy.  Increased compliance has been achieved by use of a prescription chart where all prophylactic medicines are recorded.  Per protocol compliance needs to be improved further, and the audits highlighted prescription chart record keeping issues and the need to ensure that the prophylaxis is started on the day before surgery; these issues have been fed back and discussed fully with clinicians.
7. The previous sustained progress with reducing the number of wards closures caused predominantly by viral gastroenteritis has not been seen in 2005/06 (see table).  However, the mean length of time a ward is closed has reduced and the numbers of affected staff remains constant despite an increase in the number of patients affected (see Appendix C for full details).
	
	2002/03
	2003/04
	2004/05
	2005/06

	numbers of wards closed


	96
	62
	54
	69

	numbers of affected patients
	1187
	730
	637
	788

	numbers of affected staff


	426
	234
	242
	248


There had been an agreement to include questioning of A/E attendees about contact with people with possible viral gastroenteritis in order to reduce the admission of patients to inappropriate places in the Trust.  This was actioned and then rescinded by A/E.  Despite numerous requests to reinstate this process this has not occurred.

8. The Infection Control Laboratory offers molecular fingerprinting of microbes on demand.  This enables timely identification of clusters of related cases of infection, and thus permits earlier institution of control measures to prevent cross infection.  Recent examples of clusters of infection detected using this approach include S. aureus (MRSA) imported from another hospital, C. difficile (see 4 above), multi-resistant enterobacteria in urine samples, and pseudomonal colonization/infection in cystic fibrosis patients.
9. We have continued to screen for the emergence of vancomycin resistance in S. aureus.  No such resistance has been detected.  The endemic Staphylococcus aureus phage type 53/85 on LGI Neonatal Unit continues to be controlled by continuous surveillance and feedback.
10. Microbiological air sampling in both new and established operating theatres according to standard protocols has been undertaken throughout the year.  We have worked with Estates to minimize disruption to theatre activity.
11. Water sampling for microbiological quality (sampling of rinse water from automatic endoscope washers) is now standardized across the Trust.
12. The ICT coordinated and participated in the National Prevalence survey of Hospital Acquired Infections; the results are expected in late 2006.
 Infection control team organization / delivery

1. In line with Winning Ways (issued December 2003) the post of Director of Infection Prevention and Control (DIPC) has been established (Mark Wilcox).  DIPC reports directly to the CE via the Trust Headquarters Group (formerly Trust Management Group).
2. With the support of the Trust Chairman and Chief Executive Infection Control Objectives for Directors were agreed, and were developed and performance managed through the ICT.  Objectives were chosen that required considerable organizational input and trust wide implementation.  Significant progress was achieved with these objectives (Appendix D).
3. Each CMT has a named ICN who provides tailored support and surveillance feedback.

4. Each ICN has had a personal development plan established in line with Trust and Service objectives and individual needs.  A system of peer group clinical supervision is in place.

5. ICT administrative support needs have been reviewed and improved.

6. An Infection Control Specialist Advisor continues to be seconded half-time to Capital Planning, in particular to help planning for the Yorkshire Cancer Centre at SJUH.  The ICT has identified an increasing requirement for infection control input to the increasing number of other capital planning schemes.  Negotiations with Facilities/Planning to provide additional ICN resource are ongoing.

7. The Infection Control laboratory offers specialist support both to the Trust and other hospitals (NHS and independent).

Infection control standards

1. The Controls Assurance scheme for Infection Control was replaced in 2005 by an audit scheme based on balanced score card/traffic lighting (as set out in the DH Saving Lives: a delivery programme to reduce healthcare associated infection including MRSA).  The ICT lead on the self assessment and the resulting development of an action plan.  2005/06 Directors’ Objectives incorporated components of the action plan, and were developed and performance managed through the ICT.    http://www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidanceArticle/fs/en?CONTENT_ID=4113888&chk=X7lSqd

2. Infection Control has evaluated and revised the tool used to standardise the assessment of infection risk associated with capital planning projects.

3. Considerable progress has been made by Facilities to improve the delivery and monitoring of environmental cleaning.  Infection Control has worked closely with Facilities to ensure that changes to cleaning regimens have improved standards of hospital cleanliness, and have not increased the risk of infection to patients.  Further work is required to ensure that timely and effective cleaning of patient care equipment occurs.  Accessibility to out of hours cleaning services needs to be improved.
4. The ICC has met quarterly and reported to the Trust Board via Clinical Governance and Risk Management.  A record of attendance at the ICC is appended to this report (Appendix E).
5. We conducted a 12-month prospective observational study (Department of Health funded) of every infection control request for isolation in LGI.  We also carried out four point prevalence surveys of the usage of single rooms, which constitute 17% of the available beds.  Only a minority of the available single rooms was occupied for infection control reasons (12-19%).  There were 845 requirements for patient isolation of which 185 (22%) could not be met.  Three quarters of the requirements for isolation were due either to MRSA or Clostridium difficile.  The proportion of isolation failures was consistent for most organisms and conditions, but varied markedly between clinical specialties (0-57%) (see Appendix F).  Reasons for failure to isolate included no single rooms available, all single/isolation rooms occupied (for both isolation and non-infection control reasons), limitations on the use of single rooms in mixed sex wards and patient-specific reasons.  Therefore, either isolation capacity must be increased or evidence based risk assessment applied to situations where demand for isolation exceeds availability.
Occupational health

1. There is regular input by Occupational Health to the Infection Control Steering Group monthly meetings.

2. Infection Control and Occupational Health are continuing to develop new ways of working in respect of infection control issues for staff; in particular, the following areas have been covered: tb, needlestick, and VZV.  Following the introduction of new DoH guidelines plans an implementation plan has been established for the introduction of VZV vaccination of non-immune health care workers (initially those working with highly immunocompromised patients).  This is still an outstanding action for the Trust.
Audit

1. The ICT is leading work in collaboration with Matrons and clinicians to implement the 5 high impact interventions (HII) from Saving Lives (a delivery programme to reduce healthcare associated infection including MRSA).  Implementation of the HII should improve the reliability of clinical processes and have the potential to significantly reduce infection rates if these key activities are uniformally actioned.
2. The ICNs continued to undertake targeted clinical audits around principles of infection control, using a standardised approach, in conjunction with ward staff, manager and PSS.

3. Audit of the formulation, revision, circulation and implementation of policies has been undertaken.

4. An audit of 10 areas cross-site was completed to determine access to and completeness of infection control manuals (see Appendix G).  The summary shows that there is a need to improve access to hard copies of the IC policies in the clinical areas.

5. Production kitchens were audited Trust-wide. 

6. As part of the development of Trust guidelines for PEG insertion, PEG associated infections have been reviewed.  Using an updated surveillance scheme and Trust wide recommendations for use of prophylaxis against MRSA, PEG associated infections were monitored prospectively.  A decision was made to use a locally developed prophylaxis policy that targeted MRSA.  Surveillance data show a reduction in MRSA infection, and no increase in other infections, in PEG patients using this approach.
7. Audits of compliance with targeted infection control policies have been undertaken  for the following infection control policies: Hand hygiene, and MRSA.
8. Pest control audits have been undertaken trust wide.
Education

1. The ICT continues to participate in Trust-wide induction courses and other Trust educational programmes.

2. A database recording attendance figures/staff groups/feedback etc has been maintained allowing evaluation of the educational programme and objective forward planning.
3. The infection control course at the University of Leeds continues with educational input for Trust ICNs and ICDs.

4. A Trust-wide campaign to raise knowledge and awareness of issues surrounding Clostridium difficile was undertaken.

5. A trust wide Infection Control Newsletter continues to be circulated quarterly, providing up to date advice on current infection control issues.

6. All members of the ICT have attended relevant courses and conferences in line with continuing professional development.

7. ICN representation on regional and national working groups continues for Hand Hygiene, ‘Saving lives’, Infection Control Nurses Association Research and Development group and ICNA IT development.

Outstanding actions

It is a requirement that all actions that have not been completed for at least 12 months are highlighted in the Infection Control Annual Report.

There are two actions that remain outstanding (these have been highlighted above by underlined text):

VZV policy
Infection Control and Occupational Health are continuing to develop new ways of working in respect of infection control issues for staff; in particular, the following areas have been covered: tb, needlestick, and VZV.  Following the introduction of new DoH guidelines plans an implementation plan has been established for the introduction of VZV vaccination of non-immune health care workers (initially those working with highly immunocompromised patients).  This is still an outstanding action for the Trust.
Response:  A business case has been prepared by Occupational Health.

Viral gastroenteritis


There had been an agreement to include questioning of A/E attendees about contact with people with possible viral gastroenteritis in order to reduce the admission of patients to inappropriate places in the Trust.  This was actioned and then rescinded by A/E.  Despite numerous requests to reinstate this process this has not occurred.
Response: For action by A/E.
Research

1. The Department of Heath/NHS Estates/PPP Foundation funded project ‘What is the size and nature of the current need for single room isolation in hospital, and how does success or failure to isolate patients affect the control of methicillin-resistant Staphylococcus aureus (MRSA)?’ has been completed; a fully funded ICN was seconded fulltime for 3 years to study for a PhD (see Infection Control Standards, item 5 above).
2. The Department of Heath/NHS Estates/PPP Foundation funded project on MRSA in Care Homes in Leeds is described above in Surveillance item 4.
3. The Department of Health has agreed to fund a detailed risk factor analysis for MRSA bacteraemias in LTHT.
4. LTHT is participating in a Department of Heath funded project to examine the effectiveness of statistical process charts for the surveillance and control of MRSA infection.
5. There is an ongoing research programme on the epidemiology, risk factors and control of antibiotic diarrhoea caused by Clostridium difficile (see also Surveillance item 4 above).
6. Infection control related publications produced by members of the ICT in 2005-6 are listed in Appendix H.
LTHT Infection Control
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Appendix A
Number of MRSA bacteraemias LTHT 2001 – 2005
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Appendix B
Number of MRSA bacteraemias LTHT 2001 – 2005
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Appendix C
Wards closed due to diarrhoea/vomiting at LTHT 2005/2006

  Date  
         Ward
                     Site
Days closed
No. 
No. staff
Organism

06/04/2005
SJU 33
SJUH
7
12
9
Norwalk

11/04/2005
SJH Ward 31
SJUH
8
18
8
Norwalk

11/04/2005
SJH Ward 8
SJUH
12
22
14
Norwalk

14/04/2005
SJH Ward 33H
SJUH
5
8
2
Norwalk

16/04/2005
SJH Ward 64
SJUH
8
13
5
Norwalk

26/04/2005
wd 7
SJUH
3
10
2
none identified

11/05/2005
LGI Ward L38
LGI
3
5
2
none identified

21/05/2005
SJH Ward 10
SJUH
6
11
8
Norwalk

27/05/2005
LGI Ward L35
LGI
4
4
0
none identified

05/06/2005
SJH Ward 7
SJUH
8
14
11
none identified

13/06/2005
LGI Ward L46
LGI
4
13
1
none identified

13/06/2005
LGI Ward L26
LGI
3
13
4
none identified

20/06/2005
SJH Ward 7
SJUH
4
8
1
none identified

05/07/2005
SJH Ward 6
SJUH
6
9
0
none identified

10/08/2005
LGI Ward L35
LGI
5
4
5
none identified
   04/10/2005
LGI Ward L28
LGI
6
14
2
none identified

09/10/2005
LGI Ward L36
LGI
2
3
1
none identified

11/10/2005
SJH Ward 33H
SJUH
3
10
0
none identified

02/11/2005
CAH Ward 10
Chapel Allerton
3
5
0
none identified

17/11/2005
LGI Ward L46
LGI
5
4
0
none identified

18/11/2005
W51LGI
LGI
5
8
1
none identified

21/11/2005
LGI Ward L53
LGI
14
20
14
none identified

23/11/2005
LGI Ward L32
LGI
8
12
8

27/11/2005
LGI Ward L35
LGI
5
9
0
none identified

28/11/2005
LGI Ward L27
LGI
5
16
4
Norwalk

29/11/2005
LGI Ward L30
LGI
6
16
5
none identified

29/11/2005
LGI Ward L90
LGI
4
8
1
none identified

02/12/2005
LGI Ward L28
LGI
7
15
3
Norwalk

07/12/2005
SCH Ward R
Seacroft
8
14
1
Norwalk 


11/12/2005
SJUH Ward 34
SJUH
6
17
5
Norwalk

11/12/2005
SCH Ward S
Seacroft
6
17
9
Norwalk

12/12/2005
LGI Ward L30
SJUH
5
10
1
Norwalk

13/12/2005
ward 30
LGI
9
16
4
Norwalk

15/12/2005
ward 24
LGI
12
6
0
none identified

16/12/2005
69
SJUH
3
6
7
none identified

17/12/2005
LGI Ward L26
LGI
2
11
0
none identified

19/12/2005
WGH Ward 1
Wharfedale
6
13
8
none identified
  Date  
         Ward
                   Site
Days closed
No. 
No. staff    
Organism
  20/12/2005    LGI Ward L27
LGI
8
10
3
none identified

22/12/2005
LGI Ward L45
LGI
3
6
3
Norwalk

27/12/2005
LGI Ward L36
LGI
2
4
7
none identified

30/12/2005
LGI Ward L29
LGI
3
8
2
none identified


06/01/2006
LGI Ward L27
LGI
25
25
4
Norwalk

07/01/2006
34
SJUH
4
12
1
none identified

07/01/2006
CAH Ward 4
Chapel Allerton
5
6
7
Norwalk

16/01/2006
LGI Ward L28
LGI
8
15
3
Norwalk

23/01/2006
LGI Ward L30
LGI
8
17
2
Norwalk

23/01/2006
LGI Ward L29
LGI
7
7
2
none identified

30/01/2006
CAH Ward 6
Chapel Allerton
4
9
0
none identified

30/01/2006
SJH Ward 31
SJUH
8
14
2
Norwalk

02/02/2006
Ward 34
SJUH
12
20
2
Norwalk

06/02/2006
LGI Ward L29
LGI
6
11
2
Norwalk

06/02/2006
SJH Ward 8
SJUH
5
14
3
Norwalk

06/02/2006
SJH Ward 32
SJUH
8
15
12
Norwalk

06/02/2006
SJH Ward 33H
SJUH
8
13
3
Norwalk

07/02/2006
SJH Ward 17
SJUH
5
10
1
none identified

08/02/2006
LGI Ward L90
LGI
5
10
2
none identified

09/02/2006
LGI Ward L26
LGI
5
13
5
none identified

14/02/2006
SJH Ward 7
SJUH
5
11
4
Norwalk

14/02/2006
LGI Ward L30
LGI
7
10
1
Norwalk

14/02/2006
LGI Ward L28
LGI
6
7
3
none identified

14/02/2006
SJH Ward 30
SJUH
6
12
2
Norwalk

15/02/2006
SJH Ward 6
SJUH
3
5
0
Norwalk

20/02/2006
17
SJUH
5
12
0
Norwalk

24/02/2006
SJH Ward 30
SJUH
11
13
0
Norwalk

27/02/2006
SJH Ward 8
SJUH
8
13
2
Norwalk

06/03/2006
SJH Ward 7
SJUH
6
12
5
none identified

08/03/2006
SJH Ward 61
SJUH
12
15
15
none identified

08/03/2006
SJH Ward 17
SJUH
20
21
2
Norwalk

19/03/2006
SJH Ward 26
SJUH
3
4
2
none identified
Totals                                                                                458                      807                 253
In 2005/6, 70 wards were closed due to outbreaks of infection; mean length of time for closure was 6.5 days ( 6.9 in 2004/5).  Norwalk virus was identified in 32 of the outbreaks, C difficile in 1 and rotavirus in 0.  There was no positive identification of a causative organism in 36 outbreaks.
Appendix D
Infection Control Objectives for LTHT Directors, 2005-06
1. Implementation of second phase of needle safe devices: blood collection devices and devices for blood gas analysis.

Director
Emer McAteer/Gavin Boyle
IC Team 
Helen Jolly

Evaluation in clinical areas now completed for the two shortlisted devices for arterial blood gas sampling and venous blood sampling. Indicative costings done.  Results of user feedback (phlebotomy, A&E, respiratory medicine) have been analysed and final meeting arranged to agree final recommendation and action. 

2. Identification of nominated leads for IC in every service area/clinical directorate (not necessarily just one lead per area) – each CMT to identify lead or leads. 

Director
Phil Ayres



IC Team 
Gillian Hodgson

We have identified leads for AHP and Facilities and Nursing staff.  Phil has written to the head of each CMT asking them to identify a medical lead.  CMTs that do not have medical leads for infection control have been approached (with the backing of DOps) and nominations have been for most areas.

3. Ensure that an antimicrobial pharmacist is recruited and is utilised to improve antimicrobial prescribing (in liaison with Consultant Microbiologist and Infection Control).

Director
Neil Chapman/H Mascie-Taylor
IC Team
Miles Denton/New consultant

The DoH central funding for a FTE antimicrobial pharmacist post ceases at the end of the 05-06 financial year.  A second full time post has been filled, approximately 0.6 WTE of which is for antimicrobial pharmacist duties.  The plan is to use this post, alongside the recent appointment of a Consultant Microbiologist with lead responsibility for antimicrobial prescribing (Dr Jon Sandoe), to improve quality and efficiency of antibiotic use.  Completed.
4. Review the patient journey for elective and emergency admission with respect to infection control interventions to minimise patient movement, and to optimise segregation, including providing isolation where necessary.

Director
Nik Patten



IC Team
Sue Whitely/N Wigglesworth

This is a very significant challenge, and this objective will need rolling forward.  Neil Wigglesworth has met with Nik Patten to discuss what can realistically achieve given the other pressures on bed use. NP has enlisted the assistance of the Trust Audit department in conducting audits of compliance with patient movement. In progress.

5. Improve individual level of responsibility for infection control by identifying this as a key component in Job Descriptions for all staff (including utilising the appraisal pathway).

Director
Rachael Allsop/Pete Belfield
IC Team 
Sue Horvath/Nicola Young

Rachael Allsop is to liaise with Pete Belfield.  The inclusion of an appropriate statement in job descriptions relating to non-medical staff was considered by the TCNC who felt they would prefer to see it incorporated in KSF outlines - in order that staff would receive the appropriate training.  The paragraph has therefore been forwarded to Tracey Taylor and Mandy Bailey - Joint KSF Leads for incorporation there.  Uncertain progress with respect to medical staff.

6. Work towards reduction of sharps injuries after procedures by establishing point of use disposal for sharps.

Director
Mandy Bailey


IC Team 
Gary Thirkell/Helen Jolly

The trials of 2 systems have been completed in a variety of clinical areas and both systems received favourable feedback.  Supplies are currently approaching the 2 companies to begin discussions of the financial package in relation to the implementation of this objective.  Expect to complete by the end of July 06.

7. Establish mechanism(s) for delivering targeted aspects of infection prevention and control education to all LTHT staff annually.

Director
Cath Beardshaw

IC Team
Mike Horsley/Sue Horvath/N Young

Have agreed to progress e-learning packages, drop in sessions and posters for all staff groups.  CB to liaise with Pete Belfield to include doctors.  In progress.

8. Develop patient/public infection prevention and control information strategy.

Director
Ross Langford


IC Team
Adele Dyche/Richard Hobson

Audit of patient information leaflets, most using IC generated leaflets.  Updated leaflets have been agreed.  Need translating – funding and roll out to be agreed.  Pre-prepared press statements to be agreed. 

9. Implement MRSA bacteraemia action plans by specialty and target clinical areas with high or increasing numbers for additional infection control input.
Director
Mark Wilcox



IC Team
Gillian Hodgson/Miles Denton

The 20% target reduction in MRSA bacteraemias for 05/06 was met.  There is a comprehensive action plan in place to target key areas of LTHT activity, currently focussing on renal medicine, ITUs, gut surgery, liver unit.  Agreed funding from DoH to carry out risk factor analysis for cases occurring in Elderly Medicine/Medicine.

10. Identify mechanisms to ensure appropriate cleaning of patient care equipment in the clinical environment.

Director
Maureen Naughton


IC Team
Judith Hall

Extensive discussions about responsibilities between Facilities and Nursing.  Some progress with principles of who should clean what.  Unresolved about how to fund additional resources (unlikely to be available).  Proposals have been made to redirect some Facilities cleaning resource.  Implementation plan needed. 

11.
Demonstrate improved compliance with use of alcohol gel by staff and visitors to optimise hand hygiene.

Director
Neil McKay



IC Team
Adele Dyche/Kavita Sethi

Agreed to hold a Hand Hygiene summit in 2006 to raise awareness further.  Continuing collection of Clean Your Hands compliance data.  LTHT will get materials support for next phase of Clean Your Hands campaign.  Report on Hand Hygiene day (October 2005) to be presented to HQMG.

May 2006, MHW/GH Infection Control LTHT
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LTHT Infection Control Committee Membership Attendance

June 2005 – March 2006

	Member Name
	2 Jun 05
	1 Sept

05
	1 Dec

05
	23 Mar

06

	Prof Mark Wilcox (Chair)
	(
	(
	(
	Apols

	Ms Shona Airlie
	
	
	
	

	Ms Angela Butler
	
	
	Apols
	(

	Mr James Campbell
	
	
	
	

	Ms Audrey Caunt
	Apols
	
	
	(

	Dr Andrew Cohen
	
	
	
	Apols

	Ms Aileen Crabtree
	
	
	
	(

	Dr Rashaad Gossiel
	
	
	(
	(

	Prof Liz Kay
	
	
	Apols
	

	Mr Darryn Kerr  
	
	
	
	

	Ms Clare Linley
	
	
	
	(

	Mr Keith Lilley (replaced by Darryn Kerr)
	(
	
	
	

	Mr Nigel Lumb
	(
	(
	(
	(

	Ms Abimbola Olusoga
	
	
	
	(

	Mr Joe McGoldrick
	
	
	
	

	Mr Andrew Matthews 
	D
	(
	Apols
	(

	Dr Jane Minton
	(
	(
	(
	(

	 Dr Eric Monteiro
	
	(
	Apols
	Apols 

	Ms Kathryn Oddy – replaced by Angela Butler 
	(
	(
	Apols
	

	Ms Diane Palmer – replaced by Clare Linley 
	Apols
	Apols
	Apols
	

	Ms Ann Penny
	
	
	
	

	Ms Chris Porter
	(
	Apols
	(
	(

	Dr Martin Schweiger
	D
	
	(
	(

	Dr John Shepherd
	(
	D
	(
	(

	Dr David Tompkins
	
	
	
	

	Ms Jayne Upperton
	
	(
	(
	(

	Ms Anne-Marie Walsh
	
	
	
	

	Ms Karen Warner
	
	
	
	Apols

	Ms Jackie Whittle
	(
	
	Apols
	Apols

	Dr Mark Wright
	D
	D
	(
	(


   In attendance

	 Name
	2 Jun 05
	1 Sept

05
	1 Dec

05
	23 Mar

06

	Dr Nisreen Alwan
	
	
	
	(

	Dr James Clayton
	
	
	
	(

	Dr Mark Roons
	
	
	(
	


              Infection Control Team members

	Member Name
	2 Jun 05
	1 Sept

05
	1 Dec

05
	23 Mar

06

	Dr Tim Collyns
	
	
	
	

	Dr Miles Denton
	Apols
	(
	Apols
	(

	Mrs Adele Dyche (nee Whitmore)
	
	
	
	(

	Dr Tony Hale
	(
	Apols
	Apols
	(

	Ms Judith Hall
	
	
	
	

	Dr Richard Hobson
	D
	(
	(
	(

	Ms Gillian Hodgson
	Apols
	(
	(
	(

	Ms Sue Horvath (maternity leave from Feb 06
	(
	Apols
	(
	

	Mr Michael Horsley
	
	
	(
	

	Ms Helen Jolly
	
	
	
	(

	Ms Sharon Kelly
	
	
	
	

	Dr Christopher Nice
	
	
	
	

	Mr Peter Parnell
	Apols
	D
	(
	(

	Dr Jonathan Sandoe
	
	
	(
	(

	Dr Helmut Schuster
	
	(
	
	

	Dr Kavita Sethi
	Apols
	(
	(
	(

	Mr Gary Thirkell
	
	
	
	

	Mr Neil Wigglesworth
	
	
	(
	(

	Dr Nicola Young
	(
	(
	(
	(


D indicates that a deputy attended for the committee member.

Red indicates a change in post

Green indicates a new ICC member

Blue   indicates resignation from the committee

In June 2004 a new attendance list was drawn up including representation where necessary from all relevant areas including CMTs.
Appendix F
Numbers of beds and single rooms, isolation requirements and isolation failures per clinical specialty

	Specialty
	Total number of beds
	Median number of single rooms per ward
	Percentage of beds that are single rooms
	Number of isolation requirements per 1000 patient -days


	Number of failures to isolate per 100 requests

	Adult Intensive Care Units
	28
	2
	29
	8.6
	16

	Adult ENT
	50
	1
	4
	1.3
	0

	Cardiology
	66
	4
	15
	0.8
	10

	Cardiothoracic Surgery
	74
	4
	11
	1.7
	5

	Elderly Medicine
	117
	2
	8
	1.5
	33

	Gastroenterology
	30
	6
	20
	1.9
	6

	General Medicine
	88
	2
	8
	0.8
	37

	General Surgery
	113
	3
	11
	1.7
	35

	Haematology
	14
	14
	100
	1.7
	0

	Neonatal Units
	50
	1
	8
	0.3
	14

	Neurosciences
	65
	3
	14
	1.9
	571

	Obstetrics/ gynaecology
	78
	6
	23
	0.2
	0

	Orthopaedics
	70
	2
	10
	1.7
	11

	Paediatrics (all)
	125
	2
	26
	2.2
	7

	Renal
	23
	2
	9
	4.1
	5

	Respiratory Medicine
	73
	2
	12
	2.9
	32

	Vascular Surgery
	21
	3
	14
	3.9
	31

	Others
	52
	6
	38
	3.6
	0


Appendix G

Infection Control Policy Manual Audit – Results March 2006

	
	LGI

	No of wards/areas audited
	10

	No/percentage of wards where the manual was found
	6 (60%)

	No/percentage of wards where the manual was complete
	0 (0%)

	No/percentage of wards where at least 2 staff members could state where the manual is kept1
	4 (40%)

	No/percentage of wards where senior nurse informed of recent policy additions
	3 (30%)


1 
The audit tool refers to 4 members of staff being asked – 4 members of staff were rarely available to ask so the results were analysed to reflect at least 2 members of staff being asked.

Appendix H
Publications LTHT ICT 2005/6

1) Effects of piperacillin/tazobactam on Clostridium difficile growth and toxin production in a human gut model.  Baines S, Freeman J, Wilcox MH.  J Antimicrob Chemother 2005; 55: 974-982. 
2) Risk factors for acquisition of methicillin-resistant Staphylococcus aureus (MRSA) by patients with cystic fibrosis. Nadesalingam K, Conway SP, Denton M. J Cyst Fibros. 2005;4:49-52.

3) Increased rate of DNA recovery from United Kingdom epidemic Clostridium difficile PCR ribotype 1 strains stored cryogenically. Asha NJ, Fawley WN, Freeman J, Wilcox MH. J Clin Microbiol 2005;43:5794-5.

4) Molecular epidemiology of endemic Clostridium difficile infection and the significance of subtypes of the UK epidemic strain (PCR ribotype 1). Fawley WN, Parnell P, Verity P, Freeman J, Wilcox MH.  J Clin Microbiol 2005; 43: 2685-2696.

5) Antibiotic prescribing as a risk factor for MRSA.  M.H. Wilcox.  Hosp Med 2005: 66: 180-4. 

6) Health-care-associated infection: morbidity, mortality and costs.  Wilcox MH.  Hosp Med 2004; 65: 88-91.

7) Methicillin-resistant Staphylococcus aureus in trauma and orthopaedic practice. Giannoudis PV, Parker J, Wilcox MH. J Bone Joint Surg Br 2005;87:749-54.
8) Surveillance for mupirocin resistance following introduction of routine peri-operative prophylaxis with nasal mupirocin. Fawley WN, Parnell P, Hall J, Wilcox MH. J Hosp Infect 2006;62:327-32.
9) Comparison of the efficacy of ramoplanin vs vancomycin in both in vitro and in vivo models of clindamycin-induced Clostridium difficile infection. Freeman J, Baines SD, Jabes D, Wilcox MH. J Antimicrob Chemother 2005;56:717-725.

10) Antibiotic management of MRSA infection.  Wilcox MH. eBMJ 2005; http://www.bmjlearning.com/planrecord/servlet/ResourceSearchServlet?keyWord=%22wilcox%22&resourceId=5003226&viewResource=
11) Antibiotic resistance in hospitals.  Wilcox MH.  Wellcome Focus on Antibiotic Resistance. July 2005.
12) Surveillance for resistance to metronidazole and vancomycin in genotypically distinct and UK epidemic Clostridium difficile isolates in a large teaching hospital. Freeman J, Stott J, Baines SD, Fawley WN, Wilcox MH. J Antimicrob Chemother 2005;56:988-9.

13) Interventions to improve antibiotic prescribing practices for hospital in-patients. Davey P, Brown E, Fenelon L, Finch R, Gould I, Hartman G, Holmes A, Ramsay C, Taylor E, Wilcox M, Wiffen P.  Cochrane Database Syst Rev 2005;4:CD003543.
14) Urinary catheterization in care homes for older people: self-reported questionnaire audit of catheter management by care home staff. McNulty CA, Bowen J, Foy C, Gunn K, Freeman E, Tompkins D, Ejidokun T, Donald I, Smith GE. J Hosp Infect 2006;62:29-36.

15) Is there an opportunity to reduce urinary catheter-related infections? Exploring variation in catheterisation rates in care homes. McNulty CA, Bowen J, Foy C, Gunn K, Freeman E, Tompkins D, Brady A, Ejidokun T, Donald I, Smith GE. Brit J Infect Control 2006; 7: 22-28
16) Systematic review of antimicrobial drug prescribing in hospitals. Davey P, Brown E, Fenelon L, Finch R, Gould I, Holmes A, Ramsay C, Taylor E, Wiffen P, Wilcox M.
Emerg Infect Dis 2006;12:211-6.
17) Epidemic Clostridium difficile. Wilcox MH, Freeman J. N Engl J Med 2006;354:1199-203.
18) Measurement of toxin production by Clostridium difficile. Freeman J, Fawley W, Baines S, Wilcox M. Lancet 2006;367:982-3.
19) Prospective evaluation of hospital isolation room capacity. Wigglesworth N,  Wilcox MH.  J Hosp Infect. In press 2006.

20) Gram-positive hospital acquired infection in the ITU setting. Wilcox MH, Hodgson G.  Intensive Care Journal 2006.

21) Antibiotic-associated diarrhoea due to Clostridium difficile, Clostridium perfringens and Staphylococcus aureus: Comparative prevalence, risk factors and molecular epidemiology.  Asha N, Wilcox MH. J Clin Microbiol. In press 2006.
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