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Executive Summary: Overview of Infection Prevention and Control 
Activities and Achievements in the Trust 

This report sets out the arrangements for infection prevention and control within the 
Trust, and summarises the work and projects implemented in the past year to protect 
patients from the risk of healthcare associated infection (HCAI).  The report 
demonstrates that the Trust is meeting the requirements of the health and Social Care 
Act (The hygiene code). 
 

Key elements include: 
The Trust is registered without conditions with the Care Quality Commission.   
 
The Trust has met the allocated objective for Clostridium difficile infection (CDI) which 
is to have no more than 31 hospital attributed cases.  Five cases were recorded against 
the Trust trajectory.  
 
The Trust recorded one Meticillin resistant Staphylococcus aureus (MRSA) bacteraemia.  
 
The Infection Prevention and Control Team (IPCT) completed its audit plan for the year 
including audits of premises used by Sutton and Merton Community Services (SMCS).  
 
Audits for hand hygiene and hygiene codes have been completed and have 
demonstrated good compliance levels. 
 
The friends have generously donated a ‘Surewash’ hand hygiene training machine for 
use across the Trust in the coming year. 
 
The IPCT and housekeeping teams have carried out weekly operational audits of the 
patient environment in conjunction with the matrons. 
 
Good results were achieved in the patient led assessments of the care environment 
(PLACE), with the following scores for cleanliness: Sutton 99.06% and Chelsea 99.42%. 
 
High level disinfection with hydrogen Peroxide Vapour (Bioquell) continues to be used 
after discharge of patients with high risk infections especially Clostridium difficile Toxin 
(CDT)and Carbapenemase Producing Enterobactereacea (CPE). 
 
A novel UV technology for room disinfection is being successfully used in paediatrics  
and haemato-oncology to decontaminate rooms when the HPV service is unavailable. 
 
Antimicrobial stewardship has been promoted through weekly antibiotic ward rounds, 
regular audits, education sessions and promotion of European Antimicrobial Awareness 
Week.  
 
The Trust Antimicrobial Steering Group has advanced plans for increased stewardship 
and audit of compliance for antimicrobial prescribing in line with a CQUIN target for 
2017-18. 
 
The sepsis guidelines continue to be championed by CCU and other colleagues as part of 
the Sign Up to Safety ‘harm free care’ initiative and a forthcoming CQUIN for 2017-18. 
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A protocol for ‘universal decolonisation’ of patients undergoing surgery is in place to 
minimise harm to patients from the risk of surgical site infection and post-operative 
pneumonia 
 
Flu vaccination was carried out on a large number of frontline staff and the Trust 
achieved 69% vaccination across staff groups. 
 
Plans are being developed for future networking and benchmarking of data with other 
cancer centres, Christie and Clatterbridge. 
 
Lead Nurse Pat Cattini was awarded the British Journal of Nursing Infection Prevention 
Nurse of the Year 2017 award at a ceremony in London in March. 
 
Pat Cattini was elected as Vice President of the Infection Prevention Society.  This role 
will move to President in 2018. The IPS is a charity with the mission statement that ‘no 
person is harmed by a preventable infection’.  The IPS is the leading organisation for 
infection prevention professionals in the UK.  
 

Performance against the 10 criteria detailed in the Hygiene Code 

1.0 Criterion 1: Systems to manage and monitor the prevention and control 
of infection. These systems use risk assessments and consider the 
susceptibility of service users and any risks that their environment and 
other users may pose to them.  

1.1 The Infection Prevention and Control Team  

The Infection Prevention and Control Team (IPCT) is led by the Chief Nurse in his 
capacity as Director of Infection Prevention and Control (DIPC) and additionally 
comprises: 

 Lead Nurse Infection Prevention and Control/ Deputy DIPC 

 Matron Infection Prevention and Control: Hospital 

 Clinical Nurse Specialist Infection Prevention and Control: Hospital/Community 

 Team Administrator 

 Consultant Microbiologist/ Infection Prevention and Control Doctor 

 Antimicrobial Pharmacist 
 
Chief Nurse Shelley Dolan left the RM in September.  Chief Operating Officer Liz Bishop 
stood in as DIPC until end of January.  The new Chief Nurse Eamonn Sullivan assumed 
the DIPC role from February. 
 
The IPCT are appropriately trained and/or supported in further training in the 
specialty. The IPC Matron is currently preparing for the 3rd year of her MSc programme 
at Essex University 
 
Individual team members are given time to attend relevant training and conferences to 
ensure they remain up to date and in turn keep mandatory training sessions for staff 
refreshed and current. 
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1.2 Hospital Infection Prevention and Control Committee 

Infection prevention and control activity in the Trust is overseen by the Hospital 
Infection Prevention and Control Committee which meets quarterly. This is chaired by 
the Chief Nurse and comprises in addition to the above: 

 Divisional Director Clinical Services 

 Divisional Director Cancer Services 

 Divisional Nurse Director Clinical Services 

 Divisional Nurse Director Cancer Services 

 Pathology Services Manager 

 Microbiology Laboratory Manager 

 Decontamination Lead 

 Occupational Health Manager or deputy 

 Consultant Occupational Health Physician 

 Head of Risk Management 

 Head of Quality Assurance 

 Critical Care Consultant 

 Speciality Doctor in Paediatrics 

 Assistant Director of Estates 

 Head of Estates  

 Head of Facilities 

 Housekeeping Services Manager 

 Consultant in Health Protection North West London Health Protection Unit 

 Consultant in Health Protection South West London Health Protection Unit 

 Haemato-oncology Specialist Pharmacist 

 Chief Pharmacist 
The Hospital Infection Prevention and Control Committee reports to the Integrated 
Governance and Risk Management Committee, which in turn reports to the Quality, 
Assurance and Risk Committee, which is a sub-committee of the Trust Board.  
Terms of reference were reviewed in 2015. 

1.3 DIPC reports to the board  

As an executive member of the Trust Board the DIPC reports directly to the Chief 
Executive. The DIPC presents key performance indicators including MRSA bacteraemia, 
Clostridium difficile infection and any issues of note to the board every month.  In 
addition a quarterly report is presented summarising IPCT activity. Key performance 
data is also presented to the Quality, Assurance and Risk Committee (QAR) including 
any national or international key concerns and the RM’s response. From 2017-18 the 
IPC quarterly report will be sent to the trust Integrated Governance Review meeting 
(IGRM) 

1.4 Healthcare-Associated Infection: Performance against Key Targets: 

The Trust has continued to focus on driving down the key infections of most concern to 
the public: MRSA bacteraemia and Clostridium difficile infection and Carbapenamase 
producing organisms. MRSA bacteraemia and Clostridium difficile infections are 
reported to the national Mandatory Enhanced Surveillance System (MESS) along with 
Escherichia coli and Meticillin-sensitive Staphylococcus aureus (MSSA) bacteraemia 
and Carbapenemase producing organisms. 
The Trust had one case of MRSA bacteraemia. 
The Trust met the target for C.difficile with just 5 cases against the trajectory of 31. 
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1.5 Incidents and Datix Reports 

Chart 1 and 2 below gives a summary of incidents related to infection prevention and 
control which were reported on the Datix system. 
 

 
Chart 1 Datix incidents 

 

  
Chart 2 Datix incidents 

 
 
 
General infection control concerns includes the lack of availability of side rooms for 
isolation of patients with infection especially at Chelsea.  To mitigate, where needed, 
private rooms are utilised. 
 
 

Criterion 2. Provide and maintain a clean and appropriate environment in 
managed premises that facilitates the prevention and control of infections 
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2.1 Environmental Cleanliness 

The Trust continues with the collaborative cleaning contract with ISS, alongside The 
Royal Brompton NHS Foundation Trust and Chelsea and Westminster Hospital NHS 
Foundation Trust. The contract for the ‘Fulham Road Collaborative’ went out to Tender 
in 2016. A decision is expected in September 17 with the new contact due to start on 15th 
January 2018. 
 
Weekly and Monthly checks are carried out by supervisory staff across all areas. 
Monthly contract review meetings are attended by a member of the IPCT and Matrons 
to ensure constructive feedback and improvement where needed. 
 
The charts 3-6 below show the overall compliances with cleaning scores across the 
various areas cross site.95% is the pass mark. 
 
 

 
Chart 3 Sutton Very high risk areas (includes haematology and paediatric area) 

 
 

 
 

 
Chart 4 Sutton High risk – most wards and depts are in this category 
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Chart 5 Chelsea very high risk areas includes CCU, Theatres and haematology wards 

 

 
Chart 6Chelsea High risk most wards and departments 
 

A programme of ‘operational audits’ is in place to validate the scores submitted by the 
contractor.  These are held weekly on alternate sites and involve staff from 
housekeeping, IPCT and Matrons.  The contractor does not know in advance which area 
is to be audited.  High risk areas are audited approximately every 3 months. The audits 
have been valuable in picking up on areas that need attention in order to maintain 
standards. 
 
Checks of clinical areas against The Hygiene Code are carried out weekly by the ward 
sisters with a validation check monthly by the matrons.  The results are recorded on the 
Synbiotix system. The audits are RAG rated and areas of concern are flagged at the 
monthly matrons and sisters meetings. 
 
The Royal Marsden has once again scored highly and higher than the national average 
in the majority of the Patient Led Assessments of the Care Environment (PLACE) 
categories.  PLACE assessments provide a snapshot of how an organisation is 
performing against a range of non-clinical activities which impact on the patient’s 
experience of care. This includes cleanliness; the condition, appearance and 
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maintenance of healthcare premises; the extent to which the environment supports the 
delivery of care with privacy and dignity; the quality and availability of food and drink; 
and whether the facilities meet the needs of dementia sufferers. The inspections were 
conducted by assessment teams of staff and patient assessors earlier in the year.  
Our scores for cleanliness (June 2016) were: Chelsea 99.42% and Sutton 99.06%.  This 
compares with a national average of 97.57%. Scores for 2017 will be available in August. 
 
Checks of the community environment have been undertaken by an independent 
contractor from NHS Property Services and have been satisfactory.  Additional visits 
have been made by the Community Infection Prevention Nurse. Advice is given to 
address any issues as relevant. 

2.2Bioquell Hydrogen Peroxide    

Effective room decontamination is essential to prevent unwanted cross infection of 
pathogenic organisms between patients. This is particularly so with regard to 
Clostridium difficile Toxin (CDT) and for control of multi-drug resistant organisms 
(MDRO’s) including Carbapenem resistant enterobacteriaceae (CPE).   At RMH at any 
one time approximately a third of inpatients may have a multi resistant organism.  
Research and our own experience confirms that rooms occupied by patients with 
infection need to be cleaned with detergent or chlorine followed by high strength of 
Hydrogen peroxide vapour (HPV).  The importance of this was demonstrated in 
December when there was a CDT cross infection after a patient with CDT was 
discharged on a day when the service was unavailable and the room was used after only 
a chlorine clean. 
 
The Trust has a contract with Bioquell to provide high strength HPV decontamination to 
give assurance that rooms are safely disinfected.  The system is deployed by a dedicated 
engineer across both sites following discharge or transfer of patients with infections; 
after maintenance or refurbishment; and as part of the commissioning process for new 
builds.  
 

 
Chart 7 Bioquell: number of deployments per month 2016-17 
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The Bioquell service has been under review as it is a significant cost however the IPCT 
maintains that it is not only cost effective but saves money by significantly  reducing 
cross infection thus maintaining current high standards of patient safety.  
Effective room decontamination enables the Trust to reduce length of stay and make 
effective and safe use of beds. This enables continuity of service to meet contractual 
obligations of the CCGs. 
Current evidence from other trusts (UCLH and Imperial) indicate that use of low HPV 
system leads to high rates of infection with associated patient morbidity, mortality as 
well as financial consequences. 
 

 
Chart 8 Reason for Bioquell deployment Chelsea 
 

 
Chart 9 Reason for Bioquell deployment Sutton 
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2.3 UV-C Room Disinfection 

A new type of room disinfection system based on Ultra-violet-C light was purchased for 
paediatrics and a second for haemato-oncology at Sutton by the Friends of the Royal 
Marsden. This new system for room disinfection uses medical grade UV light to 
disinfect surfaces within minutes. The unit is portable and provides a quick solution to 
room disinfection. It does not provide the same level of effectiveness as hydrogen 
peroxide gas, as it relies on the light hitting the surfaces (some areas may be in shadow 
or inaccessible) , but it is a useful adjunct to our Bioquell service especially if the 
engineer is not available on site, or where the room was used only for a very short 
period.  The unit has been used successfully for 2 years in Sutton. The IPCT is seeking 
funds for a machine in Chelsea. 
 

           
Pictures show the UV light machine  ,           and the UV light in use at Sutton. 
 
 

2.4 Infection Prevention in the built environment, Estates and Capital 
Projects. 

The IPCT continues to work with the Estates and Capital Projects teams to ensure that 
buildings and facilities meet the appropriate standards to enable good infection 
prevention practices. 
 
This year the IPCT has contributed to the following projects: 
 

 Works in Radiology to facilitate the new MRLINAC 

 Markus Wing refurbishment 

 Wilshire ward creation of new isolation rooms 

 Planning for new private facility in Cavendish square 

 Planning for new Care and research facility at Sutton 

 Radiotherapy and CT upgrades in Chelsea 
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2.5 Water Hygiene Risk Management 

The Water Hygiene Risk Management Committee has met quarterly throughout the 
year. Routine testing for Legionella and Pseudomonas contamination has been carried 
out as part of the Trust’s planned preventative maintenance strategy and according to 
governmental advice both from DH, HSE and HTM guidance.  
 
High risk areas such as CCU or the haematology Oncology wards are managed through a 
combination of regular testing, localized decontamination and the use of water filters on 
selected outlets.  There have been no cases of infection with Legionella or Pseudomonas 
associated with any patient infection. 
The water quality including temperatures and flushing regimes continues to be 
rigorously monitored and the Trust has regular liaison with our appointed water 
hygiene specialist consultants. 
 
There has been an ongoing issue identified with Pseudomonas aeruginosa colonisation  
in some rooms on Robert Tiffany Ward since the refurbishment last year.   
This issue has been addressed by the Trust’s Water Hygiene Group and the Estates 
Department. Considerable effort and resources have been applied which have reduced 
the extent of the colonisation but certain locations remain persistently contaminated. 
Short term measures such as disinfections and the fitting of point-of-use filters have 
been applied in order to protect patients, whilst investigations continue.  
An independent expert has concluded that P. aeruginosa is associated with specific 
outlets, rather than the whole water system; That the pattern of outlets affected has 
been room sinks (which are provided for healthcare staff) and showers; That the focus of 
action has been on the Estates team rather than domestic staff or healthcare workers; 
And that there is a disconnect in the causes of colonisation by P. aeruginosa, which are 
likely to be ward based, and the responsibility for preventing and controlling such 
contamination which is perceived as resting with the Estates team. 
 
25 recommendations have been put forward, covering both technical and management 
issues to facilitate the elimination of P. aeruginosa and these will be followed up by the 
water safety group 
 
The conclusions are that the persistent colonisations appear to be due, in the case of 
room sinks, to shortcomings in usage and flushing, and in the case of showers, there 
may also be an effect of using flexible hose types rather than fixed pipe/head.  

2.6 Decontamination 

The Trust Decontamination Committee meets quarterly to address any issues with 
decontamination of medical devices throughout the Trust, and to monitor the 
performance of the Trust’s contractors for decontamination and for maintenance of 
Trust decontamination equipment.  

2.7 Surgical Instrumentation: 

Surgical instruments from both the Sutton and Chelsea sites are reprocessed by 
InHealth Sterile Services Ltd. (IHSS) at their South Ruislip site. Instruments for 
podiatry services in Sutton Community services are processed at Synergy Sterile 
Services based in Guildford. 
 
IHSS service continues to be monitored on monthly basis through the number of non-
conformances reported. Both the providers and users are working closely together to 
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reduce the number of non-conformances particularly relating to missing or damaged 
instruments. Any organic or inorganic contamination is investigated and reported by 
IHSS which is then logged through the Trust DATIX reporting system. In the last year 
there have been 2 incidents of evidenced organic contamination which were discussed at 
the decontamination Committee. The Trust processed a total of 17,517 trays and 8,746 
supplementary instruments in 2016 through IHSS. 
 
Synergy Podiatry service is difficult to monitor due to lack of cooperation from the 
provider but this is being reviewed by the Service Manager and the Decontamination 
Lead for the Trust. Provisions are being made to ensure the same monitoring processes 
are adhered to as IHSS has in place and the provider is being made accountable for the 
service provision. 

2.8 Endoscopes:  

Centralised endoscope decontamination has been discontinued on the Sutton site. The 
automated washer disinfectors have reached the end of their life and use of endoscopes 
at Sutton is minimal making replacement of the AERs not cost effective. There are plans 
to start a bronchoscopy service in Sutton for which it has been agreed with the clinicians 
that disposable bronchoscopes would be more suitable following a thorough cost 
effective exercise by the respective business manager.  The service at Chelsea continues 
using the new Wassenburg ‘pass through’ machines.  Chelsea is currently providing a 
service for Sutton nasoendoscopes. The long term plan is to move the decontamination 
of Sutton nasoendoscopes to IHSS who now provide an accredited sterile service for 
Endoscopes. This will be in place shortly following procurement processes. 
 

2.9 Decontamination Audits:  

Annual Audits of the external decontamination service have been carried out in 
conjunction with the Trust’s Authorised Engineer (Decontamination) (AE(D) and the 
reports demonstrate improvements made in the service. IHSS are also audited annually 
by regulators to ensure their compliance with ISO: BN 13485 2012 Decontamination, 
packing and sterilisation of medical and surgical devices using steam and gas plasma 
processes and the Decontamination of flexible Endoscopes. 
 

3.0 Criterion 3. Ensure appropriate antimicrobial use to optimise patient 
outcomes and to reduce the risk of adverse events and antimicrobial 
resistance 

Antimicrobial resistance is the biggest global challenge to modern healthcare. In the 
‘Review on Antimicrobial resistance’ commissioned by the Prime Minister, Lord Jim 
O’Neill reported in May 2016 that  ‘We estimate that by 2050, 10 million lives a year and a 

cumulative 100 trillion USD of economic output are at risk due to the rise of drug resistant 
infections.   Even today, 700,000 people die of resistant infections every year. Antibiotics are a 
special category of antimicrobial drugs that underpin modern medicine as we know it: if they 
lose their effectiveness, key medical procedures (such as gut surgery, caesarean sections, joint 
replacements, and treatments that depress the immune system, such as chemotherapy for 
cancer) could become too dangerous to perform.’ 
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RM Approach to Stewardship 
Antimicrobial stewardship and good infection prevention practices lie at the heart of 
tackling antimicrobial resistance and are therefore an important aspect of the infection 
prevention work within the Trust. This is reflected by a new CQIN target focussing on 
recognition of sepsis and good antimicrobial stewardship which will roll out in 2017-18. 
 
There is a weekly Antimicrobial Ward Round on each site which includes the Consultant 
Microbiologist, IPC Nurse, Antimicrobial Pharmacist and the Ward Pharmacists. Each 
patient who is on antimicrobials is reviewed and concerns discussed with the patients 
clinician. Patients can be referred by any member of healthcare staff for inclusion on the 
Antimicrobial ward rounds.  
 
The Antimicrobial Pharmacist is a key part of the IPCT and attends team meetings 
regularly.  
The substantive Antimicrobial pharmacist was on Maternity leave for much of the year 
and the post was covered by two other pharmacists, one on each site. 
 
The Antimicrobial Stewardship Committee (ASC) meets five times a year and reviews 
audit and progress towards improved stewardship. Membership includes two 
Consultant Intensive Care physicians (one of whom is the Chair), the Chief pharmacist a 
Consultant Haemato-oncologist, the Lead for antifungal stewardship, IPC Nurses and a 
Junior Doctor. The ASC maintains the Trust antimicrobial policy as well as empiric 
guidelines, surgical prophylaxis guidelines, specialty specific guidelines and patient 
group directions. The pocket guide and antimicrobial guidelines have been updated and 
are awaiting approval from the Drugs and Therapeutics Committee (DTC). 
 
Key antimicrobials are restricted as part of the Trust antimicrobial policy including 
broad spectrum antimicrobials and those that are high cost. New antimicrobials are 
critically appraised. Antimicrobial related incidents are reviewed for trends and any 
required learning points are incorporated into teaching.   
 
Clinical staff are encouraged to practice good infection prevention to reduce the need for 
antibiotics and to adhere to the antimicrobial prescribing policy. Antimicrobial 
resistance and antimicrobial stewardship is a core part of mandatory and other training 
sessions delivered by the IPCT, including Core medical trainees and General 
practitioner vocational training scheme and Non-medical prescribers.  Several resources 
are available to help including the Antimicrobial Trust guidelines, pocket guide, 
Paediatric supportive care guidelines and information inside the Antimicrobial section 
of the drug charts. The IPCT has produced an e-learning tool for doctors which includes 
a section on antimicrobial resistance. The Microbiology service guide gives information 
on what tests are available, suitable specimen containers and time to results. 
 

Targets 
A new national 2 year CQUIN  on ‘Reducing the impact of serious infections’ 
includes four elements which must be audited quarterly : 

 Timely identification of sepsis: The percentage of patients who meet the criteria 
for sepsis screening (NEWS 3+) and were screened for sepsis.  

 Timely treatment for sepsis:  The percentage of patients who were found to have 
sepsis and received IV antibiotics within 1 hour. 

 Assessment of clinical antibiotic review between 24-72 hours:  Percentage of 
antibiotic prescriptions documented and reviewed by a competent clinician 
within 72 hours 

http://rmintranet/sorce/apps/sorce_doc_manager/Actions/view_doc.aspx?docid=56868&revid=72778
http://rmintranet/sorce/apps/sorce_doc_manager/Actions/view_doc.aspx?docid=56108&revid=71306
http://rmintranet/sorce/apps/sorce_doc_manager/Actions/view_doc.aspx?docid=45647&revid=54716
http://rmintranet/sorce/apps/sorce_doc_manager/Actions/view_doc.aspx?docid=55126&revid=69375
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 Reduction of antibiotic consumption per 1,000 admissions – This is not applied 
to RM patients due to the medical urgency of antimicrobial treatment for 
neutropaenic sepsis. 

The purpose of this CQUIN proposal is to embed a systematic approach towards the 
prompt identification and appropriate treatment of life-threatening infections, while at 
the same time reducing the chance of the development of strains of bacteria that are 
resistant to antibiotics.  
The CQUIN is being rolled out from April 17, however formal data submission will not 
commence until July 17. 
 

Antimicrobial audits 
The antimicrobial pharmacists undertake bi annual antimicrobial prescribing 
audit/point prevalence survey to determine how systemic antimicrobials are being 
prescribed and used on the inpatient wards.  The most recent audit was in April 2017 
which showed approximately 52% of patients were receiving antimicrobials. There was 
an overall reduction in the documentation of indication on drug charts and a reduction 
with compliance of 48-72 hour review, however prescribing in accordance with Trust 
guidelines remained high. The results of this audit can be compared to previous years 
and highlights priority areas for improvement of stewardship and prescribing.  
 

European Point Prevalence Survey 
The Trust participated in the 5th National Point Prevalence Survey (PPS) on 
Healthcare-associated infections  and 2nd National PPS on antimicrobial prescribing 
quality indicators which was run by colleagues at Public Health England on behalf of the 
European Centre for Disease Control (ECDC).  The full survey is still underway in some 
countries. 
 
The early feedback indicates the following results for Royal Marsden: 
155 patients were included 
44% of patients had a peripheral vascular access device, 54% had a central vascular 
access device and 17% had an indwelling urinary catheter. 
19 had a healthcare associated infection giving a prevalence of 12.3 
The national rate unpublished due to Purdah is approx. 6.3. 
The RM rate though higher was anticipated and is in line with other specialist cancer 
centres according to PHE officials. 
Most HCAI at RM was in medical specialties rather than surgical 66% vs 34% 
Antibiotic usage reflected this. 
With respect to distribution of HCAI, 25% were pneumonia, all of which (n4) were 
ventilator associated. 
45% of infections were neutropaenic sepsis. 
There was a prevalence of 15% for surgical site infection. 
There were no IV Device related infections. 
Most antimicrobial use was for medical prophylaxis followed by treatment for hospital 
or community acquired infection. Some 45% of antimicrobial use did not have a  clearly 

documented intention (as viewed by the auditor). 
The most common antibiotics used were (in order) 

1. Ciprofloxacin 
2. Pip/Taz 
3. Co-amoxiclav 
4. Meropenem 
5. Septrin 
6. Teicoplanis 
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7. Posaconazole 
8. Gentamicin 
9. Metronidazole 
10. Fluconazole 

Further information will be available when the report is published by Public Health 
England. 

4.0 Criterion 4. Provide suitable accurate information on infections to 
service users, their visitors and any person concerned with providing 
further support or nursing/ medical care in a timely fashion 

The IPC Nursing team undertake to ensure all key results are communicated both 
internally and to external agencies as appropriate maintaining patient confidentiality. 
 
Information leaflets are available for staff to discuss with patients and the IPCT provides 
further support as requested.  
 
Audit feedback is given directly to ward staff at the time and is published in the 
quarterly IPC bulletins. 
 

5.0 Criterion 5. Ensure prompt identification of people who have or are at 
risk of developing an infection so that they receive timely and appropriate 
treatment to reduce the risk of transmitting infection to other people. 

5.1 Meticillin Resistant Staphylococcus aureus (MRSA) bacteraemia (blood 
stream infection) 

The MRSA objective for 2016/17  was zero trust-acquired or attributable cases.  
 
In July there was an MRSA bacteraemia in a patient at Sutton.  The case was fully 
investigated and a post infection review was undertaken with West Kent CCG. 
 
Upon investigation it was agreed that the specimen was on balance of probability, 
contaminated when it was taken.  
 
The patient who was on a clinical trial was known to be MRSA positive and did not 
exhibit any overt signs of blood stream infection.  The initial presentation suggested that 
there may be infection associated with his port device.  The port was removed and he 
was given treatment for MRSA bacteraemia   Multiple peripheral blood culture 
specimens were negative for MRSA as was the port device after removal.  
 
The gentleman had been an outpatient when he presented for blood cultures and as 
such this may not have been attributable to the Royal Marsden, however when reporting 
as a contaminant, the responsibility lies with the organisation who took the specimen 
and thus it became attributable. 
The Trust have agreed with the CCG for training on the collection of blood cultures to be 
highlighted in Trust mandatory training for the next 12 months. 
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Chart 10  MRSA Bacteraemia at The Royal Marsden 2005 – 2017  
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Chart 11 MRSA screening isolates at The Royal Marsden 2005 – 2016 
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Chart 12 MRSA bacteraemia’s April 2016 - February 2017 RM in comparison to other South West London trusts and other cancer 
centres 
 

5.2 Meticillin-sensitive Staphylococcus aureus (MSSA) Bacteraemia 

There is no PHE objective (target) set for MSSA bacteraemia.  
 
The Trust reported 9 cases of MSSA bacteraemia in 2016/17, there were 17 the previous 
year. 
Efforts have been made to screen patients for surgery or intravenous line insertion and 
decolonise those identified as Staph aureus carriers as colonisation before surgery or 
line insertion is associated with increased risk of blood stream infection. 
 

5.3 Clostridium difficile 

Clostridium difficile infection 
The C. difficile objective was met for 2016/17. 
 
All stool samples found to be C. difficile toxin (CDT) positive are reported to the Public 
Health Data Collection Scheme (DCS). Those cases which occur within 72 hours of 
admission are deemed as community attributed. Cases which may have been 
preventable are deemed ‘lapse in care’ and recorded against C. difficile toxin objective 
target of 31. 
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There were 85 cases of CDT in 2016/17.  Of these, 46 were DCS reportable as post 72 
hours. 
All cases have been reviewed with the commissioner and there have been 5 cases which 
have been assigned as lapse in care against the Trust trajectory.  
 
The trajectory remains at no more than 31 lapses in care for 2017/18. 
 

 
Chart 13  CDT cases at The Royal Marsden 2016/17  

 
On 10th February a batch of Ribotyping results was received from the Clostridium 
difficile Ribotyping network (CDRN). The results covered a period from October 2016 to 
January 2017. There were several patients with the Ribotype 015 and on review of the 
cases possible links were established between 4 recent cases.  
On further examination of the spread sheet of cases for the year it would appear that the 
Ribotype 015 appears to account for almost 24% of our C. difficile Toxin positive cases 
and these patients are mainly haematology patients (8 of 9 cases). Ribotype 015 
currently accounts for about 10% of cases in the London area. 
[For context in 2015/16 we had 3 Haematology patients with Ribotype 015, out of a total 
38 patients who had CDT post 72 hours, two of these were TCTU patients] 
A clinical review of the 4 most recent cases was carried out to collate information on bed 
placements. Two of these cases were considered as possible cross infection and 
therefore lapse in care following discussion with the commissioner from NHSE. This 
was flagged as a period of increased incidence and appropriate actions were initiated.  
Relevant colleagues including ward Sisters and Matrons were informed about the 
increased incidence and possible significance. Ward audits including commodes and 
hand hygiene were carried out to elicit any specific cause. 
It was noted that rooms had not always been Bioquelled after discharge of patients with 
CDT as per policy. 
After discussion with PHE, samples were sent for Multi-Locus Variate Analysis (MLVA) 
(aka Genetic fingerprinting).  The results confirmed that the two suspected link cases 
were identical. All other specimens though ribotype 015, were unrelated and therefore 
not cross infection. 
 
Following the initial assessment further action was taken to ensure all rooms on the 
haematology unit were Bioquelled.  The use of the wooden pass-through cupboard for 
bedpan removal was ceased with immediate effect and each cupboard sealed after 
Bioquelling.  The IPCT have initiated more effective records of CDT (and CPE) 
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discharges to ensure the rooms are Bioquelled.  The ambition is to have 100% 
compliance. Staff have been reminded that rooms need to be taken out of service until 
properly decontaminated after discharge of patients with CDT.  
 
A new process is in place to alert the domestic staff about any rooms with isolated 
patients that need daily chlorine cleans.  Regular ward rounds continue to focus on 
clean commodes, hand hygiene and correct isolation precautions. 
 

 
Chart 14 Clostridium difficile Infection April 16 - February 17 RM in comparison to other South west London trusts and cancer 
centres 

5.4 Escherichia coli Bacteraemia 

E.coli bacteraemia   
The DH and NHS improvement have set a new objective for the UK to halve healthcare 
associated E.coli bacteraemia rates by 2021. Reporting of E.coli bacteraemia is already 
mandatory through the DCS reporting system. The enhanced data set will require 
associated clinical data regarding source of the infection. In the first year they will 
require a 10%reduction.  A series of resources has been highlighted that Trusts can use 
to target areas which may be driving up their rates.  The IPCT at RM have previously 
noted a decline in E.coli bacteraemia since 2014 which may be due to use of 
Ciprofloxacin prophylaxis in neutropaenic patients or introduction in late 2015 of the 
film dressings for vascular access devices.  Most cases are still seen in haematology 
patients and are thought to be caused by translocation of gut flora because of damage to 
the gut caused by chemotherapy. The IPCT will continue to review each case in line with 
the new guidance. It is anticipated that the DH may extend the monitoring to include 
Klebsiella sp and Pseudomonas in the future.  The IPCT will be monitoring these in 
preparation for this. 
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Chart 15 E.coli Bacteraemia per quarter from 2014 to 2017 
 
There were 46 patients who had E. coli bacteraemia reported to the MESS during 
2016/17 compared with 67 in 2015/16. 
E. coli bacteraemia is more common in neutropenic patients because of translocation of 
gut organisms into the bloodstream; and thus a significant proportion of patients were 
haemato-oncology patients.  

5.5 Carbapenamase ProducingEnterobacteriaceae.  

There is growing concern worldwide about the threat of antimicrobial resistance 
especially in multi-drug resistant gram negative bacteria. Some of these organisms 
including Escherichia coli and Klebsiella pneumoniae are showing resistance to the 
antibiotics of last resort the Carbapenams and even Colistin.  These organisms which 
are usually found in the gut, and are associated with a high mortality rate in vulnerable 
patients.  They tend to be found most commonly in overseas private patients from 
countries where these organisms are prevalent recognition of carriers of these highly 
resistant gut organisms is considered vital in limiting their spread. They pose a 
particular problem for oncology patients in particular those undergoing bone marrow 
transplantation or in critical care.  Robust infection prevention and control is essential 
for preventing spread and limiting the exposure of other patients. Swift and appropriate 
action will achieve this. 
 
The Trust policy for control of CPEs has been reviewed and forms the core of most of the 
teaching sessions delivered by the IPCT to clinical staff.  
An electronic form is available on Clinical Documentation for risk assessment of new 
patients.  The IPCT audits CPE screening monthly with feedback to the wards. 
The Trust has seen at least 10 patients with confirmed positive CPE in 2016/17 and 
another 14 suspected. 

5.6 Vancomycin resistant enterococci (VRE) 

Enterococci are bacteria which live harmlessly in the gut (colonisation). They are 
capable of causing infections if they get into the wrong place including wounds, the 
blood stream or urinary tract. Vancomycin resistant Enterococci are Enterococci which 
have developed resistance to the antibiotic called Vancomycin.  VRE can be ‘induced’ by 
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repeated exposure to antibiotics as well as through cross infection.  Risk of spread is 
enhanced if the patient has loose stool.  It is not usually of clinical significance though it 
can cause blood stream infection. 
 
It has been anecdotally noted by the IPCT that many of the haematology patients are 
colonized with VRE (concerns were expressed last year from a hospital in Malta which 
sends us patients for stem cell transplant that their patients were returning from RM 
with VRE).  Carriage of VRE is likely associated with the high use of antibiotics in this 
patient group. There has also been an increase among patients in CCU, some of whom 
are haematology patients.  These samples have been typed and the results do not show 
cross infection. The perceived rise has been discussed with staff on the unit and one of 
the Registrars has delivered additional teaching to colleagues along with hand hygiene 
auditing.  A spot audit by the IPCT and Matron did not identify any specific concerns, 
however attention is being given to use of personal protective equipment and whether 
the use of gloves and aprons reduces the impetus for individuals to clean their hands. 
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Chart 16 New VRE cases  

 

Criterion 6. Systems to ensure that all care workers (including contractors 
and volunteers) are aware of and discharge their responsibilities in the 
process of preventing and controlling infection. 

6.1 Link Practitioners 

Each clinical area has an allocated Link Practitioner for Infection Prevention. These 
individuals take a lead in embedding infection prevention into their clinical area. 
This includes undertaking hand hygiene audits and giving feedback to colleagues as well 
as disseminating key information. 
 
Monthly meetings are held across both sites and comprise an educational component 
and presentation on an infection-related topic and the opportunity for the link 
practitioners to feed back items of concern or interest.  
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6.2 Education and Training 

All staff members are trained annually in Infection Prevention and Control. Their own 
responsibility for infection prevention and control is made clear to all staff within 
training.  
In 2016 the IPCT launched a new e-leaning tool for level 1 and level 2 IPC training. In 
2017 this was upgraded to include a specific module for medical staff.  The e-learning 
software has also allowed the addition of other resources such as links to guidance and 
links to educational content such as TED talks.  Thus far it is being well received. 
 
Contractors are given specific instruction with the Estates team supported by the IPC 
Nurses. 
 
The chart below shows training compliance figures for hospital and community. The 
overall compliance is down from 91% last year to 87%. 
 
 

Chart 17 Training records 

 
 
A decision has been made that community staff will receive their IPC training via e-
learning.  The IPC is looking at ways to supplement this with face to face sessions to 
address their specific needs. 

6.3 Hand Hygiene Audit and Observational Data 

The Infection Prevention Link Practitioners continue to carry out hand hygiene auditing 
in the clinical areas which is recorded on the Synbiotix system. The audits are carried 
out monthly in each clinical area and are available to view on the Trust intranet via 
Synbiotix.  Secondary audits by the IPCT are used to validate the scores.  The IPCT 
continues to actively promote hand hygiene throughout the trust. 
 
Hand Hygiene was an area mentioned by the CQC in their report from the inspection 
undertaken in April 2016. Overall comments were positive other than in a couple of 
areas.  This is being addressed directly with these areas. 
 
The Friends from Sutton have kindly made a donation for the IPC team to purchase a 
‘Surewash’ portable.  This is a training tool which teaches and assesses staff in hand 
hygiene technique. The Surewash will be used in training from Summer 2017. Use of the 
Surewash will give assurance that staff are competent in hand hygiene technique and 
through use of a quiz, that they understand key infection prevention principles. 
 

Mandatory 

training 

topics 

Update 

frequency 

requirement (in 

years) 

Overall 

Trust 

compliance 

rate 

Quarter 2 

2016/17 

Overall 

Trust 

compliance 

rate 

Quarter 3 

2016/17 

 

 

Overall Trust 

compliance rate 

Quarter 4 

2016/17 

Cancer 

specialist 

compliance 

rate  

Community 

Services 

compliance 

rate  Target 

Infection 

prevention 

and control 

1 (clinical) 

3 (other) 89% 87% 

 

 

87% 87% 86% 90% 



 25 

 
Chart 18 Hand Hygiene Compliance 2016/17 

 

7.0 Criterion 7. Provide or secure adequate isolation facilities 

7.1 Provision of Isolation Facilities 

The Trust maintains a high proportion of single rooms for source isolation of patients 
with infection. The ability to isolate in the care of patients with cancer is extremely 
important to prevent cross infection.  This is especially so with the increase in multi 
resistant organisms. The increase in rooms for private care in Chelsea has put a strain 
on availability, however private beds are released for isolation of NHS patients where 
needed.  
The ability to effectively and rapidly turn around these rooms is enhanced by the use of 
Bioquell or the UV light (available at Sutton only). 
 
Appropriate signage is used throughout the Trust depending on the type of isolation 
required. Nurses and other clinical staff are regularly updated through mandatory and 
other training on key aspects of isolation. 
 

7.2 Ventilation  

The Trust has several specialist ventilation isolation rooms that not only protect patients 
from transmitting harmful organisms to each other but also in protecting staff from 
teratogenic drugs such as nebulised  Ribavirin and Pentamidine which may be 
administered to our vulnerable haematology patient group.   
 
The IPCT in conjunction with estates has undertaken considerable work to assess and 
plan for the required upgrading of ventilation systems.  Of particular note Bud Flanagan 
East has been recommended to have an upgrade to improve the fabric of the ward and 
install HEPA filtration as per JACIE and HTM guidance.  The work is scheduled for the 
late summer 2017 and pending completion is listed on the Trust Risk Register. 
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Criterion 8. Secure adequate access to laboratory support as appropriate. 

CPA accredited microbiology services are provided on site at the Royal Marsden in 
Sutton. The IPCT act upon email alerts from the microbiology lab for key organisms and 
conditions to ensure information is appropriately communicated.  Microbiology results 
are also available to staff via the EPR.  A review is underway to evaluate the IT systems 
used by the IPCT as the current systems are cumbersome and inefficient. 
 

Criterion 9. Have and adhere to policies, designed for the individual’s care 
and provider organisations that will help to prevent and control infections 

9.1 Policy provision 

All policies are maintained on the Trust intranet. They are subject to annual review for 
accuracy and update as per key national policies.  
Policy information including new changes is communicated to staff via mandatory 
training, via the link nurses and via copies of the quarterly bulletin 
 

9.2 Saving Lives High Impact Intervention Care Bundles 

Saving Lives audits continue to be completed by relevant clinical areas and submitted 
via the Synbiotix system, where they are available to view via the Trust intranet. Areas 
audited include central Intravenous (IV) catheters, peripheral IV catheters, blood 
culture sampling, prevention of surgical site infection, prevention of ventilator 
associated pneumonia and care and maintenance of urinary catheters. 
The results for each area are generally excellent, but documentation is the recurrent 
theme which stops some areas being 100%.  
 

9.3 Screening for MRSA 

The IPC Team are auditing the MRSA screening policy every month to encourage 
compliance following a review in 2015. 
The policy targets high risk groups such as surgical and chemotherapy patients. There is 
a separate policy for management of patients who are found to be MRSA positive.   

9.4 Universal Decolonisation 

The procedure for universal decolonisation to minimise harm to patients from the risk 
of surgical site infection and post-operative pneumonia has been implemented.  
All patients who are due for surgery are being given a bottle of antiseptic body wash to 
use for three days prior to surgery and for two days post surgery along with an 
instruction/information leaflet.  This reduces the number of potentially harmful micro-
organisms on the skin and will help reduce surgical wound infection. 
 
Patients are also encouraged to brush their teeth while nil by mouth.  They are also 
offered an antiseptic mouthwash to gargle with just before going to Theatre, in order to 
reduce potential pathogens in the mouth and reduce the risks of troubling post 
operative cough, and hospital or ventilator associated pneumonia.  Reduction in 
infections contributes to improved patient outcomes and plays a part in reducing 
antimicrobial use. 
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Criterion 10. Providers have a system in place to manage the occupational 
health needs and obligations of staff in relation to infection. 

10.1 Occupational Health Service 

The Occupational Health service work closely with the IPCT to ensure that any staff 
concerns with regard to infection are appropriately addressed so that staff feel safe and 
supported in their work. 

10.2 Seasonal and Pandemic Influenza Planning 

The Occupational Health Department and IPCT also work closely in planning the 
seasonal flu prevention campaign.  The number of staff vaccinated this year was 
improved at 65%.  
 

Conclusion 

The Trust can demonstrate compliance with requirements of the Hygiene Code across 
all its sites.  This is further summarised in Appendix 1. 
 
The IPCT continues to work with staff across the organisation to ensure Infection 
Prevention is fully embedded in everything we do so that our patients and staff are 
protected from avoidable infection. 
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Appendix 1: Strategic Framework for the Prevention and Control of Infection and compliance with the Hygiene 
Code 2016-17  

Criteria of Hygiene 
Code 

Key recommendations Forward plan for 2015 – 2016  Responsible 
lead 

Date to be 
accomplished 
(or monitoring 
method for 
ongoing 
activities) 

1. Systems to 
manage and monitor 
the prevention and 
control of infection. 
These systems use 
risk assessments and 
consider the 
susceptibility of 
service users and 
any risks that their 
environment and 
other users may 
pose to them.  

Appropriate management 
and monitoring 
arrangements 
Risk Assessments 
DIPC 
Assurance Framework 
Cleanliness programme 
Cleanliness infrastructure 
Movement of service users 

The Chief nurse is Director of Infection 
Prevention and Control. 
The lead nurse is the deputy DIPC. 
DIPC and IPCT report to Board and other 
appropriate management and staff groups  
Monthly Quality Account and quarterly and 
annual reports are presented to the Board by the 
DIPC, including statistics on incidence of alert 
organisms including MRSA, CDT, VRE and RSV. 
The Infection Prevention and Control Annual 
Report is published on the Trust website. 
A risk register is maintained and reviewed 
regularly. 
Root cause analysis will be carried out on all 
MRSA bacteraemias; cases of Clostridium 
difficile infection and any outbreaks or 
unexplained rises in incidence of any infection 
The IPCT consists of three specialist nurses, a 
consultant microbiologist / infection prevention 
and control doctor and an administrator. 2.5 
nurses cover the RMH and 0.5 nurse cover for 
Sutton Community. 
There is 24-hour on-call access to a Consultant 
Microbiologist. 
Divisional Teams ensure adequate resources are 

Chief 
Nurse/DIPC 
 
DIPC and 
IPCT 
 
 
 
 
 
 
 
 
 
 
 
IPCT / 
Matrons 
 
 
 
 
 
 
 

In place 
 
 
 
Quarterly and 
annual 
reporting 
 
 
 
 
 
 
 
 
 
 
 
 
 
As required 
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in place for IPC service provision  
There is an appropriate over arching Trust policy 
in place for Infection Prevention and Control and 
appropriate specific policies. 
All staff to receive sessions on infection 
prevention and control at induction and 
mandatory training. 
There is a plan of regular audit encompassing 
IPC. 
Policies for Infection Prevention and Control are 
reviewed annually 
The Service Manager for Clinical Services is 
designated as the decontamination lead 
 

 
 
IPCT 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
In place 
 
 
 
 
 
 

2. Provide and 
maintain a clean and 
appropriate 
environment in 
managed premises 
that facilitates the 
prevention and 
control of infections.  

Policies on the 
environment 
Cleaning Services 
Decontamination 
 
 

The Head of Facilities is the designated lead for 
cleaning 
IPCT participate in contract review meetings and 
operational audits of the environment.  
Senior nurses inspect clinical areas to ensure 
Hygiene Code compliance. Areas that require 
attention will be reported and remedied in a 
timely manner 
Wards will display cleaning schedules 
Hand hygiene facilities are provided 
appropriately including alcohol handrub at the 
point of care. 
IPCT will provide input to all refurbishments and 
capital projects to ensure  
 

Facilities 
Head 
 
IPCT / 
Matrons 
 
 
 
IPCT / 
Facilities 
Head 
Ward sisters / 
Matrons 
IPCT / Estates 

Annual review 
 
 
In place 
 
 
 
 
In place 
 
 
 
In place 
 

3. Ensure 
appropriate 
antimicrobial use to 
optimise patient 
outcomes and to 
reduce the risk of 

Systems to manage and 
monitor use of 
antimicrobials 
Antibiotic Stewardship 
Committee 
Antimicrobial policy 

There is an antimicrobial pharmacist who 
undertakes antimicrobial ward rounds with the 
consultant microbiologist. 
There is an antimicrobial steering group which 
includes drs from key clinical areas. 
There is an antimicrobial policy which is audited 

Antimicrobial 
Pharmacist 
 
Consultant 
Microbiologist 

Part time 
pharmacist 
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adverse events and 
antimicrobial 
resistance.  

Microbiology laboratory 
support 
Training for prescribers 

regularly for all doctors 

4. Provide suitable 
accurate information 
on infections to 
service users, their 
visitors and any 
person concerned 
with providing 
further support or 
nursing/ medical 
care in a timely 
fashion.  

Information for service 
users and visitors 

Patient information is reviewed annually in 
conjunction with PALS and patient 
representatives with feedback to clinicians. 
Training is undertaken. 
New leaflets are written as needed following a 
patient inclusive process. 
Staff are encouraged to be clear and transparent 
when describing risks of infection and where 
giving patient advice / instruction 

IPCT /PALS In place 

5. Ensure prompt 
identification of 
people who have or 
are at risk of 
developing an 
infection so that they 
receive timely and 
appropriate 
treatment to reduce 
the risk of 
transmitting 
infection to other 
people.  

Ensure appropriately 
trained infection 
prevention team 
Must be clear that 
infection prevention is 
everyone’s responsibility 

Appropriately trained infection prevention and 
control team. 
All staff have annual refresher training and are 
made aware of IPC responsibilities. 
Staff are encouraged to take appropriate samples 
from patients with signs of possible infection. 
Microbiology laboratory communicates positive 
results. 
IPCT ensure results are communicated and 
appropriate infection control precautions are 
implemented. 

IPCT  
 
 
 
 
 
Micro lab 

In place 

6. Systems to ensure 
that all care workers 
(including 
contractors and 
volunteers) are 
aware of and 
discharge their 
responsibilities in 

Infection Prevention in 
Job descriptions 
Appropriate training  

IPC is included in induction and mandatory 
training.  
E-learning now available for level 1 and level 2 
IPC training. 
Link practitioners meet monthly and assist in 
devolving information to their departments.  
Staff in departments undertake hand hygiene 
and environmental audits. 

Managers / 
IPCT 
 
Link staff 
 
 
 
Estates / IPCT 

In place 
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the process of 
preventing and 
controlling infection.  

Evidence of contractor training and compliance 
Estates use ‘permission to work’ system. 
Contractors given IPC induction. 

7. Provide or secure 
adequate isolation 
facilities.  

Allocation of isolation 
facilities based on risk 
assessment 

The Trust has a reasonable number of single 
rooms and is able to isolate as appropriate in 
most circumstances. 
The IPCT is consulted in respect of new builds 
and refurbishments. 
Requirements for special ventilation are included 
in relevant policies. 

IPCT In place 

8. Secure adequate 
access to laboratory 
support as 
appropriate.  

Accredited microbiology 
lab 

Microbiology laboratory is CPA accredited Micro In place 

9. Have and adhere 
to policies, designed 
for the individual’s 
care and provider 
organisations that 
will help to prevent 
and control 
infections.  

Policies must be in place 
 

All relevant policies are in place, and are subject 
to annual review.  
Policies are published on the intranet 
Standard precautions 
Aseptic technique 
Outbreaks of infection 
Isolation 
Sharps 
BBVs 
Closure of wards 
Decontamination of reusable medical devices 
Single-use medical devices 
Antimicrobial prescribing 
MRSA 
CDT 
GRE 
CROs 
CJD 
TB 
Respiratory viruses 
Diarrhoeal infection 

IPCT In place 
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Packing and handling of specimens 
Care of deceased patients 
 

10. Providers have a 
system in place to 
manage the 
occupational health 
needs and 
obligations of staff in 
relation to infection.  

Occupational Health OH services available to all staff employed in the 
Trust. 
All vaccines, including travel vaccines offered 
free of charge to employees based on risk 
assessment  
Electronic records are maintained 
immunisations  
Appropriate education for occupational health 
protection is included in induction and 
mandatory update training (e.g sharps injury 
prevention, flu protection and mask fit testing). 
The Learning and Development Team monitor 
records of training 
Infection prevention and control responsibilities 
are reflected in job descriptions and reviewed at 
annual appraisal 
All employees are screened on employment 
 

Occupational 
Health Team 
 
Occupational 
Health 
Consultant 
 
Occupational 
Health Team 
 
 

In place 
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Appendix 2   Infection Prevention and Control Audit Programme 2017-18 

 
Planned Lead Priority Proposed Audit Title or Topic Prof 

forum 
Professions to be 

involved 
Guidelines or 

standards to be 
audited against 

CQC 
Key 

areas 

Planned 
start 
date 

Started, Rolling, 
Abandoned 
Completed, 

Awaiting results 
form 

IPCT 1 Annual evaluation of compliance 
with recommended practice for 
disposal of contaminated sharps    

IPCC IPCT, Daniels 
Rep 

HTM 07-01 Safe 
Management of 
Healthcare Waste, 
EU Sharps 
Directive. 

3.8 May 17 Not started 

IPCT 1 Infection control Ward Audit 
programme focussing on  

 Isolation 

 Hand hygiene 

 IV Lines 

 Urinary catheters 

 Decontamination of 
equipment 

IPCC IPC Nursing team HSCAEPIC 
Guidelines 
 

2 April 17 Rolling 

IPCT/ Breast 
Team  

 Plan and implement programme 
for Surgical Site surveillance 

IPCC IPC 
Information 
Team 
Surgical team 
Theatre Staff 

PHE SSI Protocol 
which is nationally 
benchmarked with 
other trusts. 

2 On hold Unable to start 
data collection as 
resource limited.  
Will be reviewed 
quarterly. 

Antimicrobial 
pharmacist 

 Antimicrobial prescribing audit 
carried out x 2 per year  

 Antimicrobial 
pharmacist and 
Consultant 
microbiologist  

Health and Social 
care Act 2008 
NICE Guidance 

4 Apr 17 
ongoing 

Rolling 
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Matrons 1 Monthly hygiene code check 
including mattress integrity, 
commodes, cleanliness and hand 
hygiene. 
  

HIPCC Matrons, Trust 
Wide. 

Health and Social 
care Act (HSCA) 

3.8 April 17 Rolling 

IPCT 1 Monthly audit of hand hygiene 
entered onto symbiotix 
Review of hand hygiene strategy 
and roll out of ‘surewash’ training. 

HIPCC IPCT Link  staff RMH Policy, RMH 
procedure manual, 
National 
Standards 

3.8 April 17 
 
June 17 

Rolling 

IPCT and 
Facilities 

 Weekly operational audit of ward 
environment 

 IPCT and 
Facilities 

National cleaning 
standards 

2 April 17 Rolling 

IPCT CNS: 
Community 

1 Audit of IPC in community settings 
against Health and Social Care Act 
2008. 

HIPCC Community IPCT 
Nurse  

RMH Policy                              
DH 

3.8 April 17 Rolling 
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Appendix 3 Infection Prevention and Control Team Planned Activity 2016 / 17 

In addition to the activities identified in the Strategic Framework the Infection Prevention and Control Team will: 
 
Provide strong and visible leadership for infection prevention and control throughout the Trust 
 
Notify wards, departments and individual clinicians when necessary when alert organisms are isolated from clinical specimens 
 
Provide advice on the management of patients identified as infected or colonised with alert organisms or suffering from other 
infection 
 
Provide advice on the prioritisation of isolation facilities within the Trust 
 
Manage patients with Tb, ensuring referral to the correct local TB team following discontinuation of the previous SLA with 
Chelsea and Westminster. 
 
Reinforce the importance of good infection control practice and ensure infection control priorities are embedded within all Trust 
activity 
 
Provide data on alert organisms isolated from clinical samples and on designated infections for internal and external reporting 
 
Provide feedback to clinical areas on compliance with particular infection prevention and control interventions, in particular 
Hand hygiene 
MRSA screening 
Clostridium difficile and MRSA bacteraemia root cause analyses  
 
Provide expert guidance for estates and capital projects on issues relating to infection prevention and control 
 
Attend and contribute to relevant specialist committees and governance bodies within and outside the Trust. 
 
Keep IPC policies up to date. 
 
Maintain own knowledge and development by attending relevant training or events and maintaining evidence for appraisal / 
revalidation. 
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Network with infection prevention teams at Christie Hospital and Clatterbridge Hospital to benchmark performance data and to 
share ideas and learning to promote infection prevention in the field of cancer care 
 
 


