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EXECUTIVE SUMMARY
This report provides a brief summary of the main issues raised in the second report from the public
inquiry into the events at Mid Staffordshire hospital carried out by Robert Francis QC, and includes
the main recommendations from that report which have significance for the CCG. The report
importantly details the processes the CCG has in place to ensure that the recommendations are
fully considered and responded to by the Governing Body and highlights the key areas for further
action.
The full report and executive summary of the second Francis Inquiry can be found at:
http://www.midstaffspublicinquiry.com/report

FURTHER ACTION REQUIRED:

As noted within the report
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Executive Summary
The CCG has previously received briefing papers on the Mid Staffordshire NHS Foundation Trust
Public Inquiry (Francis Report) and the Governments response to the Frances Report. This report
details processes that the CCG has and will put in place to ensure that the recommendations from this
second inquiry by Robert Francis QC are fully considered and responded to at a Governing Body level
and highlights key areas for further action.
1.0

Introduction
The second and final report of the public inquiry into Mid Staffordshire NHS Foundation Trust
(Mid Staffs) provided a detailed and systematic analysis of what contributed to the failings in
care at the Trust. It identified how the extensive regulatory and oversight infrastructure failed to
detect and act effectively to address the Trust's problems over a significant time period, even
when the extent of the problems were known.
Between 2005 and 2008 conditions of appalling care were able to flourish in the main hospital
(Mid‐Staffs) serving the people of Stafford and its surrounding area. During this period of time
the Trust had come under close scrutiny in relation to its application for Foundation Trust status
by the Department of Health (DH), the Strategic Health Authority (SHA), Monitor, the Healthcare
Commission (HCC), and the NHS Litigation Authority (NHSLA) alongside local scrutiny groups
and public involvement groups all of which had found that the Trust met the applicable
standards and found no systematic failings. The truth was uncovered in part by attention being
paid to the true implications of its mortality rates, but mainly because of the persistent
complaints made by a very determined group of patients and those close to them.
A Focus on Patients
1.1

The Francis Report recognises that what happened in Mid Staffs was a system failure,
as well as a failure of the organisation itself. Rather than proposing a significant reorganisation of the system, the Francis Report concludes that a fundamental change in
culture is required to prevent this system failure from happening again, and that many of
the changes can be implemented within the current system. It stresses the importance of
avoiding a blame culture, and proposes that the NHS collectively and individually adopt
a learning culture aligned first and foremost with the needs and care of patients.

1.2

The Francis Report made 290 recommendations, which focus primarily on securing a
greater cohesion and culture across the system, which ‘will not be brought about by
further “top down” pronouncements, but by the engagement of every single person
serving patients’. However, no single recommendation should be regarded as the
solution to patient safety. Patients must always come first if the NHS is to deliver the
best and safest care possible.

1.3

While the inquiry was confined to Mid Staffs, there is evidence that there are other
places where unhealthy cultures, poor leadership and an acceptance of poor standards
are too prevalent. Robert Francis' first recommendation is for everyone in the NHS to
consider and review what happens in their own organisation in light of the inquiry's
findings, and identify any actions they may need to take to ensure what happened in
Stafford does not happen in their organisation.
It was therefore agreed at the Governing Body meeting on 28 May 2013 that the CCG
would produce its own report to identify the CCGs current level of compliance and to
identify areas were further action is required and present this to the Governing Body
1
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meeting on 23 July 2013. This work was to be led by the Quality and Safety Team on
behalf of the Clinical Governance Committee.
1.4

The Francis Report stated a desire for more transparency and real-time information for
both the public and providers that will ensure the spread of accountability at all levels of
the NHS. In addition, by providing clarity over who is responsible for improvements in
quality we have a real mandate for change. The Robert Francis' view is that the whole
system must revolve around quality and that ‘top-down’ management is no longer viable.
To achieve this will take real commitment from CCGs. It is clear that the levers for the
transformation of services are already embedded in the system.
Francis does not lay the blame at any individual's door and the report is clear that MidStaffs was a reflection of a system-wide failure.

2.0

The National Quality Board (NQB)
The NQB released a draft report in May 2012, finalised at January 2013: Quality in the new
health system; maintaining and improving quality. The report focused on how the new health
system should prevent, identify and respond to serious failures in quality and provides a
collective statement from the NQB members as to:

3.0

§

The nature and place of quality in the new health system;

§

The distinct roles and responsibilities for quality in the different parts of the system;

§

How the different parts of the system should work together to share information and
intelligence on quality to ensure an aligned and co‐ordinated system wide response
in the event of a quality failure; and

§

The values and behaviours that all parts of the system will need to display in order to
put the interests of the patient and public first and ahead of organisational interests

Summary of the Recommendations
3.1

Ensuring Implementation of the Inquiry's Recommendations
At the heart of the Francis Report (the Report) is a determination that the inquiry's
recommendations and findings be implemented and not suffer the same fate as many
previous inquiries. Its first recommendation sets out requirements for oversight and
accountability to ensure implementation of its proposals.

3.2

Creating the Right Culture
The Report highlights the importance of establishing a shared positive safety culture that
permeates all levels of the healthcare system, which aspires to prevent harm to patients
and provide where possible, excellent care and a common culture of caring, commitment
and compassion.
Leaders of organisations are expected to adopt the shared culture themselves, and be
seen to do so. This should be supported by measures such as open board meetings,
personally listening to complaints, and an open and honest admission where there is an
inability to offer a service. At a system level, this should be demonstrated by constantly
considering how the wellbeing of patients is protected or improved by proposed
measures.
As the NHS evolves into a network of increasingly autonomous units, the overall culture
will define what the NHS means and does. However, a positive culture will not emerge
2
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through the good intentions of those working in the system. It needs to be defined,
accepted by those who are to be part of it, and continually reinforced by leadership,
training, personal engagement and commitment. This will be the principal means to
ensure uniformity of the standard of care and treatment.
3.3

Putting the Patient First
The Report underlines the importance of making patients the main priority in all that the
healthcare system does. Within available resources, patients must be expected to
receive effective services from caring, compassionate and committed staff, working to
a common culture. They must also be protected from avoidable harm and any
deprivation of their basic rights.

3.4

Fundamental Standards of Behaviour
The Report proposes that enshrined in the NHS Constitution should be the
commitment to fundamental standards which need to be applied by all those who work
and serve in the healthcare system. Behaviour at all levels needs to be in accordance
with at least these fundamental standards.

3.5

An Integrated Hierarchy of Standards of Service
The Report proposes establishing an integrated hierarchy of service standards to
promote the likelihood that a service will be delivered safely and effectively. Standards
would range from mandatory fundamental service standards to discretionary
developmental standards, with clear expectation of zero‐tolerance towards any
organisation providing services that do not comply with the fundamental standards. The
standards should be evidence‐based and measurable, and be clear about what needs to
be done to comply. They should also be subject to regular review and modification.

3.6

Responsibility for, and Effectiveness of, Healthcare Standards
The Report highlights the importance of simplifying the regulation regime for NHS Trusts
to eradicate overlap and minimise the gaps between the functions of the different
regulators. It proposes significant changes to the current division of regulatory
responsibilities between Monitor and the Care Quality Commission (CQC), with the
creation of a single regulator for all Trusts, including foundation trusts. Monitor would
retain its residual role as a regulator of the health economy. It suggests that these
changes be implemented incrementally after thorough planning, and should not be used
to justify reducing resources allocated to regulatory activity. It also stresses the
importance of retaining the corporate memory of both organisations. Recommendations
cover:
§
§
§
§
§
§

3.7

Creating a single regulator for all trusts
Monitoring compliance with standards
Setting standards and developing evidence‐based compliance
Effective assessment of compliance with standards
Effective assessment of compliance and enforcement of compliance with
standards
CQC independence, strategy and culture

Responsibility for, and Effectiveness of, Regulating Healthcare Systems
Governance
This area of recommendations covers the following issues:
§
§
§
§

Consolidating Monitor's regulatory functions
Authorisation of Foundation Trusts (FTs)
Role of FT Governors
Accountability of Directors
3
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3.8

Commissioning for Standards
The section on commissioning for standards pulls out the reflections and lessons
learned by the Primary Care Trust (PCT). The report suggests commissioning as a
practice must be refocused to procure the necessary standards of a service as well as
what it provides as a service (outcomes in quality as well as activity).
This section should be an area of particular focus for the CCG and contains 21
recommendations specifically for commissioning organisations with six of these
specifically around the role of commissioners in performance management and
oversight of quality. The CCGs current position in relation to these recommendations is
set out within appendix one.

3.9

Performance Management and Strategic Oversight
In relation to the work of the local SHA, Francis points to "a significant gap between the
legislative and policy theory of the role and their capacity to carry this role out." For
example, he highlights concerns around the prioritisation of "targets not patients" and
"an over‐ready acceptance of action plans" from the Mid Staffs Board, without ensuring
robust scrutiny was undertaken. The importance of communication and clear information
flow from performance managers to regulators was highlighted in the recommendations
in this section.

3.10

Patient, Public and Local Scrutiny
The Report concludes that the standard of representation of patient and public concerns
declined since the abolition of Community Health Councils (CHCs) in 2002. It suggests
that Patient and Public Involvement Forums and local involvement networks (LINKs)
failed to offer a route through which patients and members of the public could link into
health services and hold them properly to account. It makes several recommendations in
relation to how this should be addressed moving forward into the new quality
architecture.

3.11

Effective Complaints Handling
The Report recognises that there should be a uniform process for managing complaints
and that the “recommendations and standards suggested in the Patients Association’s
peer review into complaints at the trust should be reviewed and implemented nationally”.

3.12

Openness, Transparency and Candour
The Report concludes that "insufficient openness, transparency and candour lead to
delays in victims learning the truth, obstruct the learning process, deter disclosure of
information about concerns, and cause regulation and commissioning to be undertaken
on inaccurate information and understanding”.

3.13

Nursing
The Report recognises that, "much high‐quality, committed and compassionate nursing
is carried out day in and day out, often with inadequate recognition." However it states,
"it is clear that the nursing issues found in Stafford are not confined to that hospital but
are found throughout the country' and argues the NHS needs to give the highest priority
to 'reversing the scandalous decline in standards." The report focuses on the culture of
caring requiring more focus on delivering compassionate care at the point of recruitment,
in training and through annual appraisal. The report also examines and makes
recommendations in relation to the role of nursing leadership and that of healthcare
support workers.

3.14

Leadership
The Report focuses on the leadership and development of a staff college or training
system to:
4
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§
§
§
§

Provide common professional training on leadership and management;
Promote healthcare leadership and management as a profession;
Administer an accreditation scheme, and
Promote and research best leadership practice.

A code of ethics to be produced and enforced by employers, any serious
non‐compliance will disqualify Board Directors and Managers from holding such
positions in the future. Regulation of Managers is also to be considered after reviewing
the impact of a licensing provision for Managers. Consideration is to be given to the
regulatory oversight of the competence and compliance of appropriate standards by Non
Foundation Trusts Boards of similar rigour to Foundation Trusts.
3.15

Caring for Older People
The Report concludes that “the true measure of the NHS’s effectiveness in delivering
hospital care can be found in how well the elderly are looked after” and makes several
recommendations in relation to this area in relation to the role of the senior clinician,
named nurses, the importance of team working, regular ward rounds, private areas for
patients and families, appropriate discharges well planned and timed, and other
recommendations.

3.16

Information
The Report is clear about the positive role that information can play, encompassing
issues such as: highlighting inadequate performance; accountability; informing the
public; and supporting patient choice. Francis advocates an integrated system with
common information practices, while acknowledging that the Government's Information
Strategy "appears to contain most if not all" of his suggested elements.

3.17

Medical Training and Education and Professional Regulation of Fitness to
Practice
A brief summary of the workforce‐related recommendations, including those relating to
medical training and education and professional regulation of fitness to practice, can be
found on the NHS Employers website.

3.18

Enhancement of the Role of Supportive Agencies
The report suggests that the resources of the National Patient Safety Agency (NPSA)
need to be well protected and defined, and recommended that consideration should be
given to transferring the resource provided by the National Reporting and Learning
System (NRLS) from the NHS Commissioning Board to a semi‐independent system
regulator.
Care Quality Commission (CQC): the Report recommended that the CQC be enabled
to exploit the potential of the safety information obtained by the NPSA or its successor to
assist it in identifying areas for focussing attention. There needs to be a better dialogue
between the two organisations concerning how they can assist each other.
Health Protection Agency (HPA): the Report concludes that more robust
arrangements for sharing infection control concerns with regulators and performance
managers are needed. It calls on the HPA and its successor to work with the Health and
Social Care Information Centre to coordinate the collection, analysis and publication of
provider data, relating to Health Care Associated Infections (HCAIs). Where the HPA or
its successor is concerned that a provider is not adequately managing HCAIs to protect
the public and patients, they should immediately inform commissioners, the CQC and,
where relevant, Monitor of their concerns.

5

Page 104

4.0

5.0

3.19

Coroners and Inquests
Terms of registration/authorisation should oblige healthcare providers to provide all
relevant information to enable the Coroner to perform his function.

3.20

Department of Health Leadership
The Francis Report argues that the DH lacks a sufficient unifying theme and direction
with regard to patients' safety. It also says that the DH has struggled to get the balance
right between "light touch" regulation and the need to protect service users from harm. In
addition, the report argues that while the DH asserted the importance of quality of care
and patient safety, it failed to recognise that the structural reorganisations have on
occasion made such a focus very difficult in practice, it also found that at times DH
officials were too far removed from the reality of the service they oversee. The report
sets out recommendations to address these issues.

The CCG Priorities
4.1

Patients must always come first. In support of this the CCG has in place a Strategy for
Quality and believes that patient care is everyone's responsibility and that quality is the
vein that will run through everything that the CCG does.

4.2

The CCG fully acknowledges that implementing some of the recommendations will
prove difficult, but are in full agreement this is the right thing to do and it also why the
CCG has taken time to fully consider the Francis' recommendations. The
recommendations noted at appendix one will be aligned and integrated with the CCG
service objectives to ensure good practice and to support the achievement of the
desired outcomes for improvements in care delivery.

4.3

Robert Francis' first recommendation is for everyone in the NHS to urgently consider
and review what happens in their own organisation in light of the findings of the Inquiry,
and to identify any actions they may need to take to ensure what happened in Stafford
does not happen in their organisation or in the case of Wigan Borough CCG that this
does not happen in any of the services that we commission on behalf of the residents of
the Wigan Borough.

4.4

As a priority the CCG is ensuring that quality standards that are embedded within
contracts for 2013/2014 and beyond are duly robust and reflective of the
recommendations within the Francis Report.

Key Risks
The CCG needs to ensure the recommendations from this inquiry are fully considered in its role
as a commissioning organisation and that this is reflected within the organisations Corporate
Objectives.

6.0

Recommendations
6.1

As highlighted within the previous briefing papers received by the Governing Body all
Governing Body members have a responsibility to ensure that they have familiarised
themselves with the Francis Report and all the recommendations. The full report and
executive summary can be found at: http://www.midstaffspublicinquiry.com/report.

6.2

The CCG must request Providers to describe how they are implementing the Francis
Report locally inclusive of how they are engaging with front line staff. This will be
actioned by the Provider Quality, Safety and Safeguarding Groups (formerly known as
the Clinical Quality Review Groups). The Chairperson for the individual QSS groups will
6
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report directly to the CCG Clinical Governance Committee. In addition, the
Providers will to be requested to attend the CCG Clinical Governance Committee to
formally present their action plans.
6.3

The Quality and Safety Team is to identify those recommendations where CCG
assurance is required and produce an update position statement on compliance with
Francis. Once approved the intention is that this will be monitored by the CCG Clinical
Governance Committee on a quarterly basis. See appendix one - Current position of the
CCG in relation to recommendations 123‐ 144.

6.4

The CCG must develop an action plan to address any known gaps or areas were
improvement is required. The plan must be approved by the CCG Governing Body.
Following approval the action plan will be monitored by the CCG Clinical Governance
Committee on a quarterly basis and any risks or areas of concern escalated by the
Chairperson to the Governing Body. See appendix two - WBCCG response to the Mid
Staffordshire NHS Foundation Trust Public Inquiry.

6.5

It is therefore the CCGs key priority to respond to the section within the Francis report
“Commissioning for Standards” and the recommendations within that section. It is also
the intention of the CCG to learn lessons from the Francis report to develop a culture
that will drive the continuous improvements in quality and safety. The opportunity
to learn and adopt best practice from all the recommendations from within the report is
an opportunity that the CCG wishes to embrace. For example creating the right culture,
putting patients first, fundamental standards of behaviour are all values that should be
embedded throughout the NHS and are principles which this CCG will actively
encourage.

6.6

As Francis clearly noted “the true measure of the NHS’s effectiveness in delivering
hospital care can be found in how well the elderly are looked after” and makes several
recommendations in relation to this area in relation to the role of the senior clinician,
named nurses, the importance of team working. Rather than isolating this
recommendation literally, this CCG recognises that this can be replicated and reflected
across all commissioned services to influence and enhance standards from a wider
health economy approach. Agreeing multi agency data and intelligence sharing across
the wider health economy both locally and regionally will also support this.

7
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Appendix 1

Wigan Borough CCG - Position in relation to recommendations 123 - 144 at 30 June 2013
Commissioning for Standards
STANDARD
123 Responsibility for
monitoring delivery
of standards and
quality

GPs need to undertake a monitoring role on behalf of their patients
who receive acute hospital and other specialist services. They should
be an independent, professionally qualified check on the quality of
service, in particular in relation to an assessment of outcomes. They
need to have internal systems enabling them to be aware of
patterns of concern, so that they do not merely treat each case on
its individual merits. They have a responsibility to all their patients
to keep themselves informed of the standard of service available at
various providers in order to make patients’ choice reality. A GP’s
duty to a patient does not end on referral to hospital, but is a
continuing relationship. They will need to take this continuing
partnership with their patients seriously if they are to be successful
commissioners.

CURRENT CCG POSITION
The CCG has Locality structures and processes in place to actively
engage with GPs on a continuous basis. This builds on structures that
the CCG has had in place previously. Alongside the opportunity that
each GP has to gather feedback at each consultation this allows
patients and GPs to come together to discuss experience and
concerns with care.
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The CCG Clinical Governance Committee is chaired by the Governing
Body Clinical Director, and has overall responsibility for and oversight
of quality; safety, clinical effectiveness and patient experience.
The CCG Quality and Safety Team hold responsibility for ensuring
provider compliance with quality standards. Compliance with the local
NHS Providers is monitored through the Provider Quality Safety and
Safeguarding Groups. In relation to independent providers e.g.
Intermediate Care a member of the Quality and Safety Team is
included on the membership of the Contract Monitoring Group
meetings held with Providers. All assurances and or concerns/risks
highlighted at the contract monitoring meetings are reported through
to the Finance and Performance Committee.
Commitment to Quality demonstrated by the appointment of a
Director of Quality and Safety, non-voting member of the Governing
Body providing corporate leadership for the Quality agendas.
The Nurse member of Governing Body represents the nursing view
point with a special interest in Quality and Safety and is also a
member of the CCG Clinical Governance Committee. Nurse Leadership
is also provided by the Associate Director for Quality and Safety and is
focussed on building relationships with providers and external
agencies
Clinical Directors have been appointed and will champion quality in
primary care as well as commissioned services. The CCG will look to
further refine this role and also the role of all GP members in relation
to their monitoring role within the action plan. The CCG Head of
Primary Care Quality is also in post and is responsible for leading the
development of quality and safety across Primary Care.
8
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Duty to require and
monitor delivery of
Fundamental
standards

The commissioner is entitled to and should, wherever it is possible
to do so, apply a fundamental safety and quality standard in respect
of each item of service it is commissioning. In relation to each such
standard, it should agree a method of measuring compliance and
redress for non-compliance. Commissioners should consider
whether it would incentivise compliance by requiring redress for
individual patients who have received sub- standard service to be
offered by the provider. These must be consistent with fundamental
standards enforceable by the Care Quality Commission.

To support this work during 2013/2014 Safeguard Ulysses (essentially
a risk management system) will be rolled out across the Wigan
Borough Localities to enable GPs to capture and report intelligence
based on patient feedback. The data will then be integrated and
analysed to capture emergent themes/trends. The Head of Primary
Care Quality and Locality Officers will use the data to work at a
Practice and Locality level which will assist to inform and drive
improvements in quality and safety of commissioned services. The
Quality and Safety Team will also use the intelligence gathered to
work with Social Care Commissioners and other agencies to inform
local intelligence sharing, currently the CCG link with Wigan Council
and the CQC going forward as detailed with the Quality and safety
delivery Plan the intention is to develop a Local Surveillance Group,
these surveillance processes with then feed into the Greater
Manchester Surveillance Group which is attended by the CCG Chief
Officer.
The CCG has an approved Strategy for Quality 2012 - 2015 in place.
The Quality and Safety Delivery Plan 2013 - 2014 sets out how the
CCG plans to develop and deliver on Quality in the first year. Quality
indicators are included within contracts in respect of patient
experience, complaints, patient safety incidents, serious incidents at
every stage of the commissioning cycle starting with procurement.
The CCG has always had quality standards in contracts, which Trusts
currently provide assurances against. The Francis requirements aim to
further enhance these to ensure that there are consistent quality
standards and reporting requirements against these in the contracts
with providers that are also reflective of CQC requirements and best
practice.
The CQUIN schemes for 2013-2014 have been agreed with the
Providers. The Quality and Safety Team will ensure the monitoring of
compliance with the agreed indicators at each milestone and progress
will be reported to the respective Provider Quality Safety and
Safeguarding Group (QSSG) on a monthly basis. As a matter of routine
the QSSG Chairperson will ensure that the CQUIN dashboard is
updated and forwarded for inclusion on the Clinical Governance
Committee agenda quarterly. Should a significant concern/risk arise at
any point this will be escalated for the attention of the Clinical
Governance Committee or the Governing Body should the risk be
extreme.
9
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Responsibility for
requiring and
monitoring delivery
of enhanced
standards

In addition to their duties with regard to the fundamental standards,
commissioners should be enabled to promote improvement by
requiring compliance with enhanced standards or development
towards higher standards. They can incentivise such improvements
either financially or by other means designed to enhance the
reputation and standing of clinicians and the organisations for which
they work.

The CCG has developed relationships with the CQC at a local level and
shares information and intelligence on any issues or concerns in
relation to providers. As an interim arrangement the Quality Team has
co-opted into the Wigan Council meetings with the CQC. As captured
within the Quality and Safety Delivery Plan the intention going
forward is to establish a local surveillance group inclusive of the CCG;
Wigan Council; CQC; Monitor, GM Local Area Team and Wigan
Healthwatch.
As stated above the CCG has had quality standards around central
areas such as patient safety, patient experience and clinical
effectiveness in contracts. To secure improvements in quality of
services and better outcomes for patients the CCG is working with
stakeholders to review the incentives, rewards and sanctions within
the NHS Standard Contract, including CQUIN, and other available
levers to inform the 2014 -2015 planning round. This will further
develop standards in areas such as safe staffing, integrated care, care
and compassion and collaborative working.
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As noted at 124 CQUIN schemes for 2013-2014 have been agreed with
the Providers. The Quality and Safety Team will ensure the monitoring
of compliance with the agreed indicators at each milestone and
progress will be reported to the respective Provider Quality Safety and
Safeguarding Group (QSSG) on a monthly basis. As a matter of routine
the QSSG Chairperson will ensure that the CQUIN dashboard is
updated and forwarded for inclusion on the Clinical Governance
Committee agenda quarterly. Should a significant concern/risk arise at
any point this will be escalated for the attention of the Clinical
Governance Committee or the Governing Body should the risk be
extreme.

126

Preserving
corporate memory

The NHS Commissioning Board and local commissioners should
develop and oversee a code of practice for managing organisational
transitions, to ensure the information conveyed is both candid and
comprehensive. This code should cover both transitions between
commissioners, for example as new clinical commissioning groups
are formed, and guidance for commissioners on what they should
expect to see in any organisational transitions amongst their
providers.

QIPP Schemes for 2013 – 2014 have also been agreed and progress is
monitored by the QIPP Group and assurances on compliance reported
through to the Finance and Performance Committee.
Robust structures are in place in relation to the facilitation of a safe
transition. The transition arrangements for PCTs into CCGs were set
and are monitored by the DH. The CCG fully recognised that the
transition was complex and posed risks to the system. To this end,
Quality was and is continuing to be monitored carefully.
Post transition the CCG has retained a strong cohort of staff with only
a small numbers of activities having been outsourced to the Greater
Manchester CSU. There have also been increased numbers of staff
10
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Resources for
scrutiny

The NHS Commissioning Board and local commissioners must be
provided with the infrastructure and the support necessary to
enable a proper scrutiny of its providers’ services, based on sound
commissioning contracts, while ensuring providers remain
responsible and accountable for the services they provide.
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Expert support

Commissioners must have access to the wide range of experience
and resources necessary to undertake a highly complex and
technical task, including specialist clinical advice and procurement
expertise. When groups are too small to acquire such support, they
should collaborate with others to do so.

recruited to or; being recruited to posts within the Quality and Safety
Directorate which is reflected of the CCGs commitment to quality. In
relation to organisational transitions between providers these are
covered and governed by the CCGs policies on procurement. The CCG
will input into any work undertaken by the NCB in relation to a code of
practice for transition.
The CCG has recognised the responsibilities it has in relation to the
proper scrutiny of providers. The CCG Strategic Plan and Strategy for
Quality sets out the CCGs ambition to do things differently, to
commission for a culture of change and quality improvement, and for
the CCG to be a more visible presence within the Borough.
As noted at 126 the CCG has retained a strong cohort of staff with
only a small numbers of activities having been outsourced to the
Greater Manchester CSU. There have also been increased numbers of
staff recruited to or; being recruited to posts within the Quality and
Safety Directorate which is reflected of the CCGs commitment to
quality. Having already set up Quality, Safety and Safeguarding Groups
for each of the NHS Trusts; and becoming involved in commissioning
walk rounds, this “hands on” approach will enable closer scrutiny and
further development of the “critical commissioner” role the CCG
intends to foster.
The CCG is providing a ‘TPM-style’ service to all GM CCG’s on a
reciprocal basis (i.e. not funded) for the WWLFT contract in 2013/14.
This is on the basis that the CSU provides a TPM service back to WB
CCG for the other GM Trusts. An area of concern relating to Quality
aspects of TPM is reported to the CCG Quality and Safety Team.
The CCG recognises the importance of having access to specialist
clinical expert advice in the development and monitoring of contracts.
The CCG has clinical leads with specialist skills in different specialist
areas that act as part of this specialist advice.
The CCG has recognised this need through the authorisation process
and structured itself in a way to ensure that it has the expert resource
available in relation to the areas of commissioning that the CCG is
responsible for.
As captured at points 126 and 127 the CCG has retained a strong
cohort of staff and covers all aspects of Quality, Safety, Contracting;
Performance, Medicines Management, Continuing Healthcare etc..
The CCG also has adheres to an ethos of providing a strong focus on
Clinical Leadership as detailed within section 123.
11
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Ensuring assessment
and enforcement of
Fundamental
standards through
contracts

In selecting indicators and means of measuring compliance, the
principal focus of commissioners should be on what is reasonably
necessary to safeguard patients and to ensure that at least
fundamental safety and quality standards are maintained. This
requires close engagement with patients, past, present and
potential, to ensure that their expectations and concerns are
addressed.

Some expert support has been sourced through collaborative
arrangements across Greater Manchester through the Commissioning
Support Unit (CSU). However, in the main specialist expertise has
been retained within the CCG.
The CCG has and will maintain and develop quality standards in
contracts in line with the Strategy for Quality and the Quality and
Safety Delivery Plan. Providers are asked to provide assurance against
these standards. Some of the assurances that the CCG receives are
copies of internal reports, assurances from commissioner visits to the
Provider(s) and going forward through involvement and membership
of provider’s internal governance committees.
The CCG has processes in place using traditional methods alongside
the development and use of modern media to engage with and gain
feedback and input from patients and the public.
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130

Relative position of
commissioner and
provider

Commissioners – not providers – should decide what they want to
be provided. They need to take into account what can be provided,
and for that purpose will have to consult clinicians both from
potential providers and elsewhere, and to be willing to receive
proposals, but in the end it is the commissioner whose decision
must prevail.

Patient and public engagement needs to be further enhanced and
mechanisms are being developed to ensure that views captured are
considered and fed in to each stage of the commissioning and
contracting cycle in systematic way. The CCG are also working to
develop links with Wigan Healthwatch
As captured within the Corporate Objectives the CCG’s role is to
improve the health of the local population through its commissioning
activity, and as a CCG has stressed the importance of commissioning
for improved outcomes. The CCG recognises the strength of
collaborative working with partners across the health and social care
system and will consistently works towards having a joint vision for
quality outcomes and patient care.
This vision is particularly mobilised locally through the Long Term
Conditions Steering Group (LTCSG). The LTCSG is multi agency focused
and shares a vision for integration and quality. The aim being to
develop outcomes that are meaningful to local people. At a Greater
Manchester level the CCG also works collaboratively on the ‘Healthier
Together’ programme.
The CCG holds the accountability and makes the final decisions on all
commissioning decisions but this collaborative approach ensures all
decisions are clinically led to provide high quality and safe patient
care.
The CCG will continue to consider at each commissioning cycle how to
12

131

Development of
alternative sources of
provision

Commissioners need, wherever possible, to identify and make
available alternative sources of provision. This may mean that
commissioning has to be undertaken on behalf of consortia of
commissioning groups to provide the negotiating weight necessary
to achieve a negotiating balance of power with providers.

132

Monitoring tools

Commissioners must have the capacity to monitor the performance
of every commissioning contract on a continuing basis during the
contract period:

§
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§

§

§

Such monitoring may include requiring quality information
generated by the provider.
Commissioners must also have the capacity to undertake their
own (or independent) audits, inspections, and investigations.
These should, where appropriate, include investigation of
individual cases and reviews of groups of cases.
The possession of accurate, relevant, and useable information
from which the safety and quality of a service can be
ascertained is the vital key to effective commissioning, as it is to
effective regulation.
Monitoring needs to embrace both; compliance with the
fundamental standards and with any enhanced standards
adopted. In the case of the latter, they will be the only source of
monitoring, leaving the healthcare regulator to focus on
fundamental standards.

133

Role of
commissioners in
complaints

Consideration should be given to whether commissioners should be
given responsibility for commissioning patients’ advocates and
support services for complaints against providers.

134

Role of
commissioners in
provision of support
for complainants

Consideration should be given to whether commissioners should be
given responsibility for commissioning patients’ advocates and
support services for complaints against providers.

work collaboratively with Providers and Clinicians to be more defined
as to the determinants of quality KPIs within the contracts to further
advance quality.
In line with the CCG’s policies in relation to procurement the CCG
undertakes procurement processes that are in line with the
requirements as set out by the Co-operation and Competition Panel.
The CCG recognises the importance of ensuring that Any Qualified
Providers (AQPs) meet the strong quality standards that are currently
in all NHS contracts and that all procurement processes are
underpinned by the principles of patient choice. The CCG is
increasingly working with Primary Care and Local Health and Social
Care Providers to develop services at a local level, closer to home.
As stated in section 127 above, the CCG has recognised the
responsibilities it has in relation to the proper scrutiny of providers.
The CCG also has a Strategy for Quality and a Quality and Safety
operational delivery plan in place, with a robust Performance
Framework which sets the strategic direction in relation to how
quality and performance will be monitored, improved and reported to
the Governing Body.
The Provider Quality, Safety and Safeguarding Group(s) hold the
delegated authority in relation to the oversight and scrutiny of quality.
The Group(s) meet on a monthly basis and report any areas of risk or
exception to the CCG Clinical Governance Committee and Governing
Body. Performance is monitored through the Provider Contract
Monitoring meetings any areas of risk or exception are reported
through Finance and Performance Committee to the Governing Body.
Performance Reports are also included on the Clinical Governance
Committee for robustness.
The CCG will be looking to review its internal arrangements for the
monitoring, audit and scrutiny processes going forward.
Current legislation enables CCGs to do this. The CCG also receives
assurances from providers in relation to how they handle complaints,
a quarterly summary of all complaints including a trend and theme
analysis of this.
The CCG will await the response from the Government in relation to
this and comply with any new governmental guidance.

13

135

Public accountability
of commissioners
and public
engagement

§

§

§
§

§
§
§

Commissioners should be accountable to their public for the
scope and quality of services they commission. Acting on behalf
of the public requires their full involvement and engagement:
There should be a membership system whereby eligible
members of the public can be involved in and contribute to the
work of the commissioners.
There should be lay members of the commissioner’s board.
Commissioners should create and consult with patient forums
and local representative groups. Individual members of the
public (whether or not members) must have access to a
consultative process so their views can be taken into account.
There should be regular surveys of patients and the public more
generally.
Decision-making processes should be transparent decision
making bodies should hold public meetings.
Commissioners need to create and maintain a recognisable
identity which becomes a familiar point of reference for the
community.
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Public accountability
of commissioners
and public
engagement
Intervention and
sanctions for
substandard or
unsafe services

Commissioners need to be recognisable public bodies, visibly acting
on behalf of the public they serve and with a sufficient infrastructure
of technical support. Effective local commissioning
Commissioners should have powers of intervention where
substandard or unsafe services are being provided, including
requiring the substitution of staff or other measures necessary to
protect patients from the risk of harm. In the provision of the
commissioned services, such powers should be aligned with similar
powers of the regulators so that both commissioners and regulators
can act jointly, but with the proviso that either can act alone if the
other declines to do so. The powers should include the ability to
order a provider to stop provision of a service.

At 1 April 2013 the CCG became the publicly accountable body
responsible for commissioning services for the local population. In
relation to the specific points within this recommendation the CCG’s
current position is as follows:
§

The CCG has a membership system, which operates across the six
Localities of Ashton Leigh and Wigan.

§

The CCG Governing Body meets in public. Minutes of the meeting
are posted on the CCG public website.
There is lay membership on the CCG Governing Body, including a
lay member with specific responsibility for patient and public
engagement.

§

§

The CCG consults with patient forums, Patient and Participation
Groups and is keen to develop strong links with Wigan Health
Watch

§

Surveys of patients and the wider public take place; as well as
other opportunities being taken to elicit feedback and views.

§

The Strategy for Quality and the Quality and Safety Deliver Plan
also has a specific objective in relation to communication and
engagement of the strategy.

The CCG’s has a strong desire to be open and honest in everything it
does, and with every decision made. It is also recognised that this is an
area which will be reviewed further as part of the future revision and
development of the Strategy and the Quality and Safety Delivery Plan.
As stated above the CCG became the ‘Accountable Body’ at 1 April
2013. As it has done previously the CCG aims to continue to use both
traditional methods alongside modern media to engage with and gain
feedback and input from patients and the public.
The CCG has levers described in contracts presently that give it certain
powers of intervention; guidance and legislation in relation to
safeguarding children and vulnerable adults also give CCGs such
powers to intervene. The CCG has used these powers of intervention
and will continue to escalate concerns to the Governing Body when
and where there have been any concerns in relation to substandard or
unsafe care. Concerns are also escalated through the Exec to Exec
meetings.
The Quality and Safety Team are currently developing a refined early
14

warning system with an escalation process that triggers any
interventions at the appropriate time and level. These interventions
can involve measures such as service improvement plans,
unannounced commissioner walk rounds and inspections of providers
to the decommissioning of services.
LOCAL SCRUTINY
138 Commissioners should have contingency plans with regard to the protection of patients
from harm, where it is found that they are at risk from substandard or unsafe services.

CURRENT CCG POSITION
The CCG through existing contract arrangements is able to ensure that
there are contingency plans in place for provision, and to be deployed
when significant patient safety issues have been identified that are
unable to be mitigated in a timely manner. This recommendation
provides a challenge in relation to the provision of care by larger
providers and ensuring contingency plans are in place. The CCG
currently has processes in place in regards urgent care provision which
are enacted as and when required this can be sometimes require daily
conference calls with the acute provider to manage activity during
periods when acute services are pressured.
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The CCG philosophy is one of ‘openness’ between providers leading by
Exec to Exec relationships that encourages sharing of information and
concerns at every stage so that as the Commissioner of local health
services we can support providers and be part of seeking a positive
resolution to difficult situations as and when they may arise.
PERFORMANCE MANAGEMENT AND STRATEGIC OVERSIGHT
139 The need to put
The first priority for any organisation charged with responsibility for
patients first at all
performance management of a healthcare provider should be
times
ensuring that fundamental patient safety and quality standards are
being met. Such an organisation must require convincing evidence
to be available before accepting that such standards are being
complied with.

CURRENT CCG POSITION
The Strategy for Quality describes the importance and the ethos of
putting the patient at the centre of everything we do. The CCG has
always had quality standards in contracts, against which Trusts
provided assurances. The inclusion of compliance with “Francis”
within contracts aims to further enhance these to ensure that there
are consistent quality standards and reporting requirements against
these in the contracts with providers for 2013-2014 and these are
reflective of CQC requirements and best practice
Each provider will also be requested to formally present their Francis
action plans to the CCG Clinical Governance Committee.
Francis is also an agreed Provider CQUIN scheme for 2013 – 2014 and
will be monitored by the respective Provider Quality, Safety and
Safeguarding Group (s) and reported through to Clinical Governance
Committee.
15

Performance
Managers working
closely with
regulators

Where concerns are raised that such standards are not being
complied with, a performance management organisation should
share, wherever possible, all relevant information with the relevant
regulator, including information about its judgement as to the safety
of patients of the healthcare provider.

141

Taking responsibility
for quality

142

Clear lines of
responsibility
supported by good
information flows

Any differences of judgement as to immediate safety concerns
between a performance manager and a regulator should be
discussed between them and resolved where possible, but each
should recognise its retained individual responsibility to take
whatever action within its power is necessary in the interests of
patient safety.
For an organisation to be effective in performance management
unambiguous lines of referral and information flows must exist to
ensure that the performance manager is not in ignorance of the
reality.
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140

143

Clear metrics on
quality

Metrics need to be established which are relevant to the quality of
care and patient safety across the service, to allow norms to be
established so that outliers or progression to poor performance can
be identified and accepted as needing to be fixed.

The CCG holds the patient at the centre of everything it does and
commits to sharing pertinent information in relation to patient safety,
quality and performance with the relevant regulatory bodies; CQC,
Monitor, HSE, Coroner and the Police as and when this is required.
The CCG will work collaboratively across the health and social care
system and is linking into the new architecture of quality monitoring
that is emerging including the local and regional Quality Surveillance
Groups being established by the NCB which will include
representatives from the CQC and Monitor within its membership.
The CCG welcomes an open dialogue with CQC and Monitor in
relation to this recommendation and this aspiration will be reflected
in the Quality and Safety Delivery Plan.

The CCG has Governance Framework in place that details the current
reporting arrangements to the CCG Governing Body, this supports the
‘top down’ – ‘bottom up’ view in respect of communications and
information flows ‘to’ and ‘from’ the CCG Governing Body.
The CCG Commissioned Services Leads have and will continue to look
at what information they have access to in relation to being assured
on the management of provider performance and will ensure that the
information they have access to is as up to date as practicable and
reflects the real team position in terms of service delivery. It also
recognises its role to work with member practices and the NCB Area
Team to secure improvement in quality and safety in primary care.
The CCG has quality and performance standards in contracts, against
which contracted services provide assurances. The reporting
requirements against these in the contracts with providers for
2013-2014 are reflective of CQC requirements and best practice.
The CCG is looking at what information it holds and has access to in
relation to quality and performance from a national; regional and a
local perspective. Going forward the qualitative data within reports
were practicable will be outcomes focused and systematic, this may
prove difficult given specifically that this is concerning the quality of
something? We should also be mindful that Francis warned against
merely counting the numbers? It is about capturing the essence of
what cannot be counted by performance management. However it is
clear that we do need to have quality KPIs that are measurable
16

144

Need for ownership
of quality metrics at
a strategic level

The NHS Commissioning Board should ensure the development of
metrics on quality and outcomes of care for use by commissioners in
managing the performance of providers, and retain oversight of
these through its regional offices, if appropriate.

relevant to the quality of care and patient safety across the services.
Norms to be established so that outliers or progression to poor
performance can be identified and accepted as needing to be fixed.
This has been reflected with the current CQUIN schemes agreed with
the providers for 2013/2014 and this is an area of work that the
Quality and Safety Team will focus on going forward.
The CCG recognises that to achieve this ambitious aim it will need to
work closely with the NCB GM Area Team. The CCG will monitor trend
and themes in relation to the quality of local services and input into
any work undertaken through the NCB in relation to quality standards
and this will be reflected in the CCG Quality and Safety Delivery Plan.
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Appendix 2

Wigan Borough Clinical Commissioning Group (WBCCG)

DRAFT

WBCCG RESPONSE TO THE MID STAFFORDSHIRE NHS FOUNDATION TRUST PUBLIC INQUIRY
(FRANCIS REPORT 7 FEBRUARY 2013)
This action plan is intended to support the CCGs Clinical Governance arrangements in respect of evidencing assurances on compliance with the Francis Report.
Ref
No

1
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2

3

4

5

6

7

Action

The Governing Body and Senior Leadership Team to receive and review
both the Francis Report Executive Summary and Chapter Seven as a
minimum requirement.
Quality and Safety Team to review the Francis Report and provide a
briefing paper for inclusion on the WBCCG Governing Body agenda 26
March 2013
The Associate Directors following their review of the Executive Summary
and Chapter Seven are to identify the relevant elements and map these
through to their service objectives. This will be linked to the WBCCG
Corporate Objectives for 2013 - 2014.

Quality and Safety Team to review the Government response to the
Francis Report - Patients First and Foremost and provide a briefing paper
for inclusion on the WBCCG Governing Body agenda 28 May 2013
The CCG Communications lead to ensure that; the full Francis Report, the
Governments response to Francis and the CCG response (position
statement 30 June 2013) is placed on the CCG public website following
approval by the Governing Body at July 2013.
The Clinical Governance Committee will request that the Locality Clinical
Leads confirm that the Francis Report (Executive Summary and Chapter
Seven as a minimum) and the Governments Response to Francis has
been/will be included on their Locality meeting agendas to identify
actions for Primary Care Services.
WBCCG will request Providers to describe how they are implementing the

Lead(s)

Date set for
Completion

Date
Completed

RAG

Position Statement/Supporting
Evidence

TA
MT JS JM

26/03/13

26/03/13

G

Completed

SF LM

26/03/13

19/03/13

G

Completed

JS
All ADs

23/07/13

23/07/13

G

First draft of the Wigan Borough CCG Position in relation to recommendations
123 - 144 at 30 June 2013 reported to
Governing Body at the July meeting. To
be then monitored by the CCG Clinical
Governance Committee on a quarterly
basis.

SF LM

28/05/13

25/04/13

G

Completed

AM

31/08/13

A

AA JS

31/10/13

R

SF

31/03/14

A
18

8

9

10
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11

Francis Report locally and specifically how they are engaging with front
line staff. This will be monitored through the Provider Quality, Safety and
Safeguarding Group. The Chair of the individual groups will report directly
to the WBCCG Clinical Governance Committee.
NHS Providers (as noted below) will be requested to formally present
their action plans (inclusive of the implementation; monitoring, audit and
review processes) to the Clinical Governance Committee.
8.1

WWLFT (Acute NHS Health Services Provider)

LM

31/12/13

A

8.2

BCHCT (Community NHS Health Services Provider)

HC

31/12/13

A

8.3

5BP (Mental Health NHS Services Provider)

LM

31/12/13

A

HC LD

31/03/14

R

LM

31/03/14

A

LM

31/03/14

A

The Quality and Safety Team to work collaboratively to host an
engagement event for primary care practices to start the debate on
Patients First and Foremost in Wigan.
The Quality and Safety Team to ensure that the Francis Update Position
(inclusive of this action plan) is included as a standing item on the Clinical
Governance Committee agenda until all the required actions have been
completed.
The Quality and Safety Delivery Plan 2013 – 2014 (detailing the annual
programme of work for quality, inclusive of Francis) will continue to be
progressed and will be reported to Clinical Governance Committee on a
quarterly basis.
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MEETING:

Governing Body

Item Number: 8.6

DATE: 23 July 2013

REPORT TITLE:

Draft Strategy for the Management of Health Care
Associated Infections 2013 - 2014 (Inclusive of the Provider
Annual Programmes of Work )

REPORT AUTHOR(S):

WBCCG Quality and Safety Team
Wigan Council Health Protection

PRESENTED BY:

S. Forshaw
Associate Director for Quality and Safety

RECOMMENDATIONS/DECISION
REQUIRED:

The Governing Body are asked to review and comment on
the final draft of the Strategy for the Management of Health
Care Associated Infections 2013 - 2014

EXECUTIVE SUMMARY
The proposed Strategy sets out the arrangements, responsibilities and plans for the management of
HCAIs. This intention is to provide WBCCG with a framework that will support and provide assurance
on the management of HCAIs across the Wigan Borough. This will require close communication and
partnership working with all providers of care.

FURTHER ACTION REQUIRED:




Consultation with Primary Care Localities and Member
Practices.
WBCCG IPC Surveillance and Audit Lead will need to
work collaboratively with all stakeholders in
implementing and operationalising this Strategy.
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Executive Summary
Wigan Borough Clinical Commissioning Group (WBCCG) has a responsibility to ensure that, in so far
as is reasonably practicable, systems and processes are in place to support the management,
prevention and control of Health Care Associated Infections (HCAIs). This Strategy will support the
delivery of clinically effective safer healthcare and drive improvements in the care delivery across the
Wigan Borough.
The Health Act 2006 (as updated at 2008 and 2010) introduced a statutory duty on all NHS
organisations to observe the provisions of the Code of Practice for the Prevention and Control of
HCAIs. The code sets out criteria by which Managers of all NHS organisations are to ensure that
patients are cared for in a clean environment and as a result the risk of HCAIs will be mitigated.
The National Context:
Over the past two decades HCAIs have been identified as a significant risk to patient safety. They also
have a financial cost to the NHS and a physical, social, psychological and often financial cost to both
patients and relatives. Awareness of the risk of healthcare interventions and the potential for acquiring
an infection, in addition to the primary health care need, has increased both in secondary and primary
care environments. In response to this the Department of Health (DH) produced a range of guidance
to support primary and secondary care organisations manage and mitigate these risks.
The Health Act was updated in 2008 to include the Code of Practice for the Prevention and Control of
HCAIs (frequently referred to as the Hygiene Code). The intention being to ensure that prevention of
HCAIs is embedded across the whole health economy. This legislation now forms the spine of all
standards, assessments, policy and guidance issued to healthcare organisations.
The Care Quality Commission (CQC) is tasked with monitoring all NHS and Social Care organisations
in relation to the core standards which incorporates the Code of Practice. The CQC undertake
announced and unannounced inspections as part of the monitoring process to assess organisations
compliance against the standards.
A Zero Tolerance approach is now prevalent in relation to avoidable HCAI and challenging targets
have been set to reduce the incidence of Clostridium difficile Infection (CDI) for primary and secondary
care organisation’s (PCO’s).
The Local Context
WBCCG recognises that all patients have a right to receive care and treatment in safe, clean
environments in compliance with good practice (Clean Safe Care: Reducing Infections and Saving
Lives, DH January 2008). Patients are discharged from secondary care within shorter timeframes and
interventions are increasing in complexity and diversity which can increase risk.
Primary Care is now subject to the same infection prevention and control regulations as other parts of
the NHS. Primary Care providers should ensure that their services are compliant with the legislation
and regulations governing safe practice. In common with the wider NHS, Primary Care faces
challenges posed by antimicrobial resistance to traditional pathogens and new infectious agents. It is
therefore vital that all Providers work together towards ensuring a whole health economy approach in
ensuring Zero Tolerance of Health Care Associated Infections. To this end, Wigan Borough Providers
have developed and shared their planned annual programmes of work for 2013 – 2014. The CCG will
also consult with Primary Care Localities and Member Practices in regards the development and
implementation of a Primary Care Infection Prevention and Control (IPC) programme of work.
Going forward the WBCCG IPC Surveillance and Audit Lead will work with all stakeholders in
implementing and operationalising this Strategy.

2
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1

Introduction
There is an expectation that Commissioners and Providers of Health and Social Care must not
accept that Health Care Associated Infections (HCAIs) are an inevitable part of, or an acceptable
risk related to, health and social care. There is a responsibility on Commissioning Organisations
to ensure that they support all Providers, whilst holding them to account for their performance in
the surveillance of HCAIs and in the implementation and sustained improvement of infection
prevention and control practices and procedures to reduce HCAIs.
The National focus has been on Meticillin Resistant Staphylococcus Aureus (MRSA)
bacteraemias. However attention is also equally directed towards Clostridium difficile (C.difficile)
infections. This focus of attention was influenced by the Health Care Commissions (now the Care
Quality Commission) investigations into C. diff outbreaks at a number of NHS Trusts. It should
also be highlighted that as of 1 January 2011 there has also been a mandatory requirement for all
NHS Non Acute Trusts to report Meticillin Sensitive Staphylococcus aureus (MSSA) and from
June (2011) all E-Coli bacteraemias.
The NHS Commissioning Board (NHSCB) has published the Quality Premium: Guidance for
CCGs 2013/2014 (December 2012). CCGs will now be rewarded for measurably improving the
quality of commissioned services, associated improvements in health outcomes and reducing
inequalities.
The distribution of the quality reward includes prevention of HCAIs as noted in figure 1
Figure 1: Overall distribution of quality reward

The trajectories that have been set for MRSA Bacterimia’s and Clostridium difficile infections by
NHS England (formally the NHS Commissioning Board) are noted in figure 2.
Figure 2
Organisation
WBCCG (This includes)
Primary Care
Acute Services NHS Provider WWLFT
Other Acute Providers

C. difficle Trajectory
90
NB: the trajectory for WWLFT specifically is 25

Community Healthcare NHS Provider
BCHCT

No specific target but will impact on the overall trajectory (noted
above) as patients are Wigan Borough residents

Mental Health Services NHS Provider
5BPs

No specific target but will impact on the overall trajectory (noted
above) as patients are Wigan Borough residents

4
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Organisation
WBCCG
This includes
Primary Care
Acute Services NHS Provider WWLFT
Other Acute Providers

MRSA Bacterimia Trajectory

Community Healthcare NHS Provider
BCHCT

No specific target but will impact on the overall trajectory (noted above)
as patients are Wigan Borough residents

Mental Health Services NHS Provider
5BPs

No specific target but will impact on the overall trajectory (noted above)
as patients are Wigan Borough residents

Zero Tolerance

In pursuit of a Zero Tolerance approach to HCAIs Commissioners will set, agree, systematically
monitor and review surveillance data against nationally set trajectories for specific organisms and
other agreed indicators.
2

Purpose
The purpose of this Strategy is to set out the WBCCG arrangements, responsibilities and plans
for the management of HCAIs. This will provide WBCCG with a framework that will support and
provide assurance on the management of HCAIs across the Wigan Borough. This will require
close communication and partnership working with all providers of care to enable WBCCG to:




3

Establish ownership of infection prevention and control at all levels of the organisation from
the Governing Body to the individual clinicians providing healthcare.
Demonstrate how it will ensure compliance with the Health Act 2006 (as updated 2008;
2010).
Ensure that safe and effective, infection prevention and control is embedded into the
everyday practice of the Providers of contracted and commissioned services.

Definitions and Terms
Infection, Prevention
and Control (IPC)

IPC refers to policies, practice and procedures used to minimise the risk of infection, in all health care
facilities, by all staff.

Healthcare Associated
Infections (HCAIs)

The term HCAI covers a wide range of infections. The most well-known include those caused by
meticillin-resistant Staphylococcus aureus (MRSA), meticillin-sensitive Staphylococcus aureus (MSSA),
Clostridium difficile (C. difficile) and Escherichia coli (E. coli). These are infections that patients contract
as a result of care delivered by healthcare staff both within the hospital and community settings.

Meticillin Resistant
Staphylococcus Aureus
(MRSA)

MRSA is a gram positive bacteria responsible for several difficult-to-treat infections in humans. It is also
called multidrug-resistant Staphylococcus aureus and oxacillin-resistant Staphylococcus aureus
(ORSA).

Meticillin Sensitive
Staphylococcus Aureus
(MSSA)

MSSA is a gram positive bacteria commonly present on skin. May cause infection of the skin, blood
stream, lung etc. It is sensitive to meticillin and a fair wide range of antibiotics.

Clostridium difficile
(C. difficile )

C. diff is a bacteria that can cause symptoms ranging from diarrhoea to life-threatening inflammation of
the colon. Illness from C. difficile most commonly affects older adults in hospitals or in long term care
facilities and typically occurs after use of antibiotic medications.

Escherichia coli
(E. coli)

E. coli is one of several types of bacteria that normally inhabit the intestine of humans and animals
(commensal organism). Some strains of E. coli are capable of causing disease under certain conditions
when the immune system is compromised, or disease may result from an environmental exposure.

Post Infection Review
(PIR)

A Post Infection Review is required after all cases of MRSA bloodstream infection. The purpose of the
review is to identify how the infection occurred and to identify actions that will prevent it reoccurring.

5
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4

Responsibilities for Wigan Borough Clinical Commissioning Group (WBCCG)
WBCCG is required to ensure:














4.1

A proactive approach is taken in relation to the management and reduction of HCAIs in
line with nationally set objectives.
The reporting of deaths where a HCAI is noted on any part of the death certificate
according to local policy and procedures.
Contractual performance and quality monitoring processes are in place for all Providers
relating to quality and performance standards, NICE guidance and other nationally agreed
policies.
All reported HCAIs incidents are followed up with the relevant NHS Provider through the
Quality Safety and Safeguarding Groups that take place on a monthly basis and evidence
of how the lessons learned have been embedded in clinical practice will be requested.
Primary Care related HCAIs incidents are followed up by the CCG IPC Surveillance and
Audit Lead; who will liaise with Medicines Management as appropriate to the event. The
Practice will be supported with respect to any corrective actions that may be required.
Member Practices share lessons and actions taken with the Practices within their own
Locality. Each Locality should then produce anonymised data on wider lessons learned
that can be shared across the Borough to drive improvements in quality and safety.
A full Root Cause Analysis (RCA) or Post Infection Review (PIR) following a HCAI
infection is undertaken and any lessons learned communicated and shared in a timely
way. The WBCCG specific responsibilities relating to the PIR process are detailed within
section 4.1.
A systems wide approach is taken in respect of the management of HCAIs. To ensure
support compliance RCA/PIRs will be collectively reported through Clinical Governance
Committee on a quarterly basis. This report will enable the identification and analysis of
themes/trends and will assist to ensure the recommendations within the RCA/PIR are
implemented.
RCA/PIR actions and recommendations are monitored and audited by the CCG IPC
Surveillance and Audit Lead.
Provider compliance with the Care Quality Commission (CQC) requirements (Outcome 8).
Notably, if concerns are identified by the CQC, it can lead to regulatory enforcement
activities, including suspension of services.
Provider Annual Programmes of Work include information on compliance with the Health
Act 2006 (updated 2008; 2010) and good practice guidance and clearly describe their
internal arrangements to support the effective management of HCAIs. This is further
defined within section ten of the strategy.
Responsibilities for Local Authorities
Under the new healthcare arrangements from 1 April
local population: the new health protection duty of
Authorities (Public Health Functions and Entry to
Representatives) Regulations 2013’; Local Authorities

2013, ‘Protecting the health of the
local authorities under the Local
Premises by Local Healthwatch
have a responsibility to take steps
6
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to ensure plans are in place to protect the health of the population. This will involve
supporting organisations to make appropriate arrangements on health protection and
infection control issues. The Local Authority Public Health function will have in place a
Health Protection Committee that will include multi agency representation from across the
whole health economy.
4.2

Key Responsibilities for the Post Infection Review (PIR)














The NHS Commissioning Board (NHSCB) issued revised guidance on 6 March 2013
regarding the reporting and monitoring arrangements for MRSA blood stream
infections from April 2013. This guidance supports the Zero Tolerance expectation
set out in “Everyone counts: planning for patients 2013-14”.
The PIR requires strong partnership working by all those involved in the patient’s
care pathway. The PIR must be undertaken using the standard tool kit and
documentation, which will provide consistency and improved quality of the data
provided. The PIR replaces the existing Root Cause Analysis (RCA following MRSA
infection and will be conducted by a multi-disciplinary clinical team.
WBCCG is required to instigate a Post Infection Review (PIR) in all cases of ‘pre 48
hour’ MRSA bloodstream infections (‘pre’ 48 relates to an infection that would have
been incubating prior to hospital admission in the community), following a positive
blood culture specimen.
Provider organisations will lead the PIR for all cases of ‘post 48 hour’ MRSA
bloodstream infections.
On notification of a HCAI the lead organisation must ensure that the PIR is
undertaken within one week. As noted above it should be conducted by a multidisciplinary clinical team inclusive of:
-

Staff who have been involved in the care of the patient (any organisation) in the
two (2) weeks preceding the infection.

-

The Local Director of Infection Prevention and Control (DIPC) and/or the
Infection and Prevention and Control Team/Nurse.
The CCG responsible for the patient.

-

Public Health England (PHE) may be involved in some cases.

The final assignment of the most appropriate organisation to ensure lessons are
learnt and acted upon must be logged on the National Data Capture System (DCS)
within 7 days of initial assignment. In exceptional cases where the NHS Trust and
CCG are unable to determine within one week, which organisation should be
assigned lead, the Director of Public Health (DPH) will lead the PIR.
The DCS will automatically notify the relevant DPH if no final assignment has been
made within seven days of the PIR being initiated. The DPH will report onto the
DCS within fourteen (14) days.
The Head of the organisation (e.g. Chief Executive) assigned as lead, or a
designated deputy, will record on the DCS the outcome of the PIR and the agreed
organisation to which the MRSA will be finally assigned for surveillance purposes.

7
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If the duly assigned organisation is the same as the organisation leading the PIR
this will end the process of recording the data on the DCS. If the duly assigned
organisation is different from the organisation leading the PIR, the system will notify
the duly assigned organisation and they will need to indicate on the DCS that they
agree with the outcome of the PIR.



The Acute Trust hosting the Laboratory that processes the sample should enter data
on behalf of the CCG. The CCG needs to be assured of this process. On the DCS
only the summary information is mandatory. However; full information from the PIR
must be retained by the responsible organisation.



Local administrators of the system will be key staff within the WBCCG Quality and
Safety Team.

 A RCA will be required following other HCAIs; i.e. MSSA; C.difficile and E.coli.
Process Maps extracted from the; Guidance on the reporting and monitoring
arrangements and post infection review process for MRSA bloodstream infections from
April 2013 (NHSCB, March 2013) have been included for information at appendix 2.
The full document can be accessed online at: http://www.england.nhs.uk/wpcontent/uploads/2013/03/pir-guidance.pdf
5

What are the Quality Outcomes that are important to the CCG?



6

Ensuring patients receive care that is clinically effective and have a positive experience of
that care.
To attain the required reduction in the incidence of HCAIs in line with the trajectories set
by NHS England and further defined within:
-

The NHS Quality and Outcomes Framework: Domain 5 Treating and Caring for
People in a Safe Environment and Protecting them from Harm requires a reduction
in the incidents of Health Care Associated Infections i.e. MRSA, C.difficile.

-

Everyone Counts: Planning for Patients 2013/14 outlines the incentives and levers
that will be used to improve services from April 2013, the first year of the new
NHS, where improvement is driven by clinical commissioners.

How will WBCCG achieve the outcomes?





The Chief Officer has delegated the responsibility for the effective management of IPC and
HCAIs to the Director for Quality and Safety. A Clinical Director for Medicines
Management and a Clinical Director for Quality are also in post and will ensure the
provision of a strong clinical focus.
The CCG Director for Quality and Safety and Clinical Leads will be proactive in ensuring
that the CCG leads a health economy wide approach to ensuring the effective
management of HCAIs.
Compliance with the principles of the Health Act 2006 (updated 2008; 2010) will be
included within accreditation standards and contracts for NHS and Non NHS
Commissioned Services and for any Locally Enhanced Services.
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Commissioners will ensure through their contracting, procurement and quality assurance
processes that Providers have approved IPC policies in place and, where relevant, the
related policy is complaint with the NHSLA Risk Management Standards.
Providers will be required to supply the Commissioners with their approved Annual
Programmes of Work detailing how they plan to management and mitigate against HCAIs.
Medicines management will play a crucial role in relation to achieving the desired
outcomes as detailed within section seven.
IPC and HCAIs will be an integral component of the CCGs Provider Quality, Safety and
Safeguarding Group agendas. This will ensure standards and targets i.e. MRSA
bacteraemias and C.difficile cases in patients over 2 years of age and key indicators are
monitored on a monthly basis. Any high risk areas will be escalated to the Clinical
Governance Committee and extreme risks will be reportable directly to the Governing
Body.
A Primary Care HCAI Annual Programme of Work is being developed. The IPC
Surveillance and Audit Lead will engage with the Practices across the Localities during
2013 - 2104 to support Practices with implementation.
The WBCCG, IPC Surveillance and Audit Lead will be responsible for the monitoring,
review and audit of the Primary Care HCAI Annual Programme of Work following
implementation.
Through the processes outlined within this Strategy Commissioners will gain assurance
from their Providers that will support the achievement of the Quality Premium (2013 2014).
Clinical Governance Committee Chairperson will exception report on any significant
concerns/risks relating to the management of HCAIs to the Governing Body on a monthly
basis.
Clinical Governance Committee will also receive and review the IPC Annual Reports from
the Providers.
Strong and effective communication and working relationships will be developed at all
levels of the organisation and across all Providers within our local health economy,
ensuring all staff are aware of their responsibility in relation to infection prevention and
control.
It is the intention of WBCCG to establish a CCG led Infection Prevention and Control
borough wide working group.This group will report through the CCG’s Clinical Governance
Committee with regard to:
-

Reviewing all IPRs;

-

Sharing good practice and learning across all parts of the borough and all
providers;

-

Bringing challenge into the system and across all stakeholders;

-

Sharing plans and developments;

-

Taking action, being proactive in implementation of plans and developments, and
9

Page 129

7

Developing a shared borough wide plan in addition to each organisations plan.

Medicines Management
The Medicines Management Group (MMG) will review all antibiotic prescribing at Practice level
and compare that to regional and national benchmarked data. MMG will then agree which
Practices require additional support to review their prescribing of antibiotics. The following actions
will be completed with all Practices:




All Practices will be provided with their own prescribing data on antibiotic items and the
prescribing of cephalosporins and quinolones.
All Practices will participate in a peer review with other practices from their Locality. The
peer review will include a discussion of the causative role of antibiotics in C.difficle
infection. Practices in these reviews will share best practice.
Practices with high level prescribing of either items, or cephlasporins or quinolones, will be
asked to review this area of their prescribing within year and to make reductions.

The following actions will be completed with Practices that are identified for additional support.




8

The Clinical Director for Medicines Management will write to these Practices to inform them
that they are a national outlier for this prescribing practice and that it is essential for
evidence based practice that they significantly decrease their antibiotic prescribing.
Practices will be asked by the Clinical Director to attend recognised training within this area
of prescribing and to include this request within revalidation. Prescribers will be told that
they must ensure that they take ownership of their own prescribing.
GP Prescribing Clinical Champions along with the Medicines Management Team will have
an additional peer support session with the Practice on antibiotic prescribing.
The Medicines Management Team will support these Practices to review their prescribing
of antibiotics.

Risks Related to the Implementation of the Strategy
WBCCG recognises and accepts that to deliver this strategy and to monitor and demonstrate an
improvement in outcomes the support of a suitable qualified professional IPC advisor will be vital.
Other areas of potential risk are outlined as follows:



Commissioner expectations not clearly defined and/or communicated to Providers
resulting in a potential failure to secure engagement and subsequent non-compliance.
Provider non-compliance with legislation, Health Act 2006 (updated 2008; 2010) and good
practice guidance.



Potential weaknesses in contracts and contract monitoring processes.



Provider non compliance with medicines management prescribing guidelines.



Quality assurances process not clearly defined and embedded.

10

Page 130

9

Reporting Structure - High Level Overview
GOVERNINGBODY
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&
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ExecChair
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Corporate
Governance
Committee
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Service
Design & Impl
Committee

IPC

10 HCAIs Annual Programmes of Work - Providers
The Provider Annual Programmes of Work should include information on compliance with the
Health Act 2006 (updated 2008; 2010) and good practice guidance and clearly describe their
internal arrangements to support the effective management of HCAIs. Programmes of work will
vary dependent on the Provider and may include for example:




.


The Provision of IPC expert advice and support.
Defining the Link Practitioner role to act as a conduit between the IPC Lead/Team and the
clinical staff/teams.
Training and Education. Ensuring all staff have an appropriate level of knowledge (in
relation to their role and level of responsibility for IPC) to prevent and manage HCAI and
ensuring that practical skills are assessed and not assumed.
Participation in Post Infection reviews (PIR)
Evidence of assessment of HCAI related risk(s) and risk reduction strategies wherever it is
reasonably practicable to do so.



Reporting mechanism for any related service delivery problems.



Identification of a programme of audit (annually as a minimum).

The programmes of work/actions plans for each of the following Providers have been included in
appendix one as follows:





Acute Healthcare Services NHS Provider (WWLFT)
Community Healthcare NHS Provider (BCHCT)
Mental Health Services NHS Provider (5BPs)
Wigan Borough CCG Localities
1.
2.
3.
4.
5.
6.

Atherleigh (AL)
Patient Focus (PF)
Tyldesley, Atherton, Boothstown and Astley (TABA)
United League Consortia (ULC)
Wigan Central
Wigan North

The IPC Surveillance and Audit Lead will work with our Intermediate Care Services to ensure
similar plans are provided.

11
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11 Engagement
It is vital that Commissioners and Providers work together towards ensuring a whole health
economy approach in ensuring Zero Tolerance of Health Care Associated Infections, to this end
Wigan Borough Providers have developed and shared their planned annual programmes of work
for 2013 - 2014 (see appendix one). This work Includes learning from RCA’s and PIR’s.
Going forward engagement and partnership working will be required at a Primary Care Locality
and Practice level. It is the intention of WBCCG to secure engagement on the development of this
Strategy and the Primary Care Annual Work Programme to ensure that this work is developed in
partnership with General Practices across the Borough.
12 Innovation and New Developments
12.1

Use of Probiotics for Adults on Antibiotic Therapy
Probiotics are food ingredients found in products such as fermented milk drinks or
yoghurts that contain “good” bacteria that reach the gut alive in sufficient amounts to
benefit the body and maintain a healthy digestive system. It is widely recognised that
antibiotics affect levels of these ‘good’ bacteria in the gut which can then allow other
organisms such as C.difficile to flourish leading to infection. Recent studies have shown
that probiotic use may be helpful in reducing the risk of patients developing a C.difficile
infection when taking antibiotics and may also reduce the risk of a future recurrence post
C.difficile infection.
The local NHS Acute Trust is currently trialling this within their Medical Directorate.
Progress and outcomes will be reported to the WBCCG Clinical Governance Committee
by the Associate Head of Health Protection (Wigan Council).
It is suggested that it would be appropriate for WBCCG Medicines Management
Group/Leads to determine suitability for a similar trial within Primary Care.

13 Equality, Diversity and Human Rights:
Promoting equality, valuing diversity and upholding human rights is closely related to the pursuit
of quality and actions to address and reduce gaps in health inequalities. The NHS Equality
Delivery System (EDS) was launched in November 2011. This is a self assessment process that
involves assessing performance for the nine ‘protected’ characteristics in the Equality Act 2010
(Age, disability, gender re-assignment, marriage and civil partnership, pregnancy and maternity,
race, religion or belief, sex, sexual orientation), and other disadvantaged groups (e.g. homeless
people, asylum seekers and refugees, carers).
A quality service is one that:
 Recognises the needs and circumstances of each patient, carer, community and staff
member;
 Ensures that services are accessible, appropriate, safe and effective for all;
 Ensures that workplaces are free from discrimination where staff can thrive and deliver.
A service cannot be described as a quality service if only some patients achieve good outcomes
whilst others do not (NHS Equality Delivery System 2011). EDS aims to ensure equal quality for
patients and staff in the NHS based on the following performance goals:
GOAL
Better Health Outcomes for All

The NHS should achieve improvements in patient health, public health
and patient safety for all, based on comprehensive evidence of needs
and results
12
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Improved Patient Access and Experience

Empowered, Engaged and Supported Staff

Inclusive Leadership at all levels

The NHS should improve accessibility and information, and deliver the
right services that are targeted, useful, useable and used in order to
improve patient experience
The NHS should increase the diversity and quality of the working lives
of the paid and non-paid workforce, supporting staff to better respond
to patients’ and communities needs
NHS organisations should ensure that equality is everyone’s business,
and everyone is expected to take an active part, supported by the
work of specialist equality leaders and champions

All residents of the Borough are potentially at risk of developing infections, some equality target
groups (for example the elderly and disabled) access healthcare more frequently and are
therefore at a higher risk than the general population.
14 Implementation, Monitoring, Audit and Review









A fundamental principle of IPC in relation to HCAIs is the creation and maintenance of the
environment and processes that ensure safety for patients, visitors and staff. The
implementation of this Strategy will assist to enhance and promote the commissioning and
delivery of quality, safe services.
Once the Strategy has been approved by the WBCCG Governing Body, the Director for
Quality and Safety will ensure the Strategy is communicated internally and placed on the
intranet and the WBCCG public website for access.
WBCCG will monitor and review performance in relation to HCAIs and the continuing
suitability and effectiveness of the systems and processes in place to manage associated
risk through the oversight of the Governing Body, Senior Leadership Team and the
Governing Body Committees’ as detailed at section 9, Interim Reporting Structure - High
Level Overview.
HCAIs will also be captured within the Quality and Safety reports received and reviewed
by the Clinical Governance Committee and CCG Governing Body on a quarterly basis.
WBCCG IPC Surveillance and Audit Lead will agree the IPC annual programme of audits
in relation to HCAIs as detailed within the Provider annual programme of work.
The IPC S&A Lead will review the Strategy six months following its approval by the
Governing Body. If there are no issues or concerns to note regards the content of the
Strategy or with the implementation and review processes, the Strategy will from that
point be updated on an annual basis or earlier if mandated by any changes to
legislation, regulation or codes of practice.

15 Reporting Arrangements




The WBCCG Clinical Governance Committee will agree and ratify all clinical policies,
procedures and guidelines.
WBCCG will ensure that there are robust governance arrangements in place with
delegated responsibility and accountability to ensure that this Strategy is implemented;
monitored and reviewed.
NHS Providers will be required to report on HCAIs on a monthly through the WBCCG
Quality, Safety and Safeguarding Group as detailed within this Strategy. Any areas of
significant risk and or concern will be escalated for the attention of the Governing Body.
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Reports on PIRs will be received by WBCCG Clinical Governance Committee on a
Quarterly basis.

Going forward, further engagement and partnership working will be required to ensure that all
parties have a clear understanding of how the process will work at a Primary Care level and
importantly who will undertake the required data collection, collation, inputting and analysis. This
is particularly important with regard to C.difficile and MRSA. It is the intention that the Wigan
Borough Localities General Practice Annual Programme of Work will include and map this out in
further detail.
16 Conclusion
This Strategy is about designing and commissioning quality services for the residents of the
Wigan Borough that are safe and effective. It is also about continuity and change. Continuity
comes from the Strategy's links with the founding principles of the legislation and good practice in
relation to Infection Prevention and Control and the work that has been undertaken and
established previously by Public Health. Change will come from a stronger focus on local
priorities, such as shared ownership which will be vital in respect of the development of a health
economy wide approach and the involvement of local people wherever practicable in the
commissioning and delivery of health services.
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Appendix1

PROVIDER ANNUAL PROGRAMMES OF WORK/ACTION PLANS 2013 – 2014

PROVIDER

Programme

Bridgewater Community Healthcare NHS Trust

BCHCT Annual
Programme 2013-14.d

5 Boroughs Partnership NHS Foundation Trust

Wrightington Wigan and Leigh NHS Foundation Trust

Wigan Borough Localities - General Medical Practice

12 4 10 1 5BP
2013-14 IPC SERVICE

WWLFT HCAIs Work
Plan 2013 2014.doc

In Development
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Appendix2(a)
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Appendix 2 (b)
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Appendix2(c)
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Infection
Prevention and
Control
Infrastructure

Subject

Assurance and
Reporting
arrangements with
Bridgewater
community Trust.

Quarterly assurance report
executive summary to include:
performance update for hand
hygiene, MRSA bacteraemia, and
CDI, policies, training, audit and
progress/ position statement
around the code of Practice.
CQC compliance
CQC position statement
Progress with work plan
Quarterly divisional update.
Divisional assurance frame work
for commissioners.

DW

Lead Person

April 2013

Completion Dates

Under restructure

Minutes of
Bridgewater IGC

Local Data Bases

Evidence of Success RAG

Bridgewater Community Healthcare NHS Trust, Infection Prevention and Control Annual Programme 2013/14

x
x
x
x
x

x

Ensuring Sufficient Resources infection
control service

Action/progress

Bridgewater Community Health Care Trust Infection Prevention and Control Work Plan April 2013 to March 2014
IP&C Leads: Sandra Holt, Peter Morgan, , Sue Wynne
DIPC DW- Dorian Williams
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Subject

Hand Hygiene

x

x

x

x

x

Monthly audits of hand
hygiene practice following the
tool which measures
compliance with 6 step
technique, five moments and
bare below the elbows
Collate hand hygiene returns
and incorporate them into the
monthly assurance framework
Returns for Commissioners
and Summarise for Quarterly
assurance reports for the
Bridgewater Community trust
IGC
Participate in national
campaigns

Roll out of ES staff self-audit

To ensure all clinical staff
performing Asepsis practices
receive training and are
assessed for competence.

Action/Progress

PM/SH/SW

PM/SH/SW/

Lead Person

April 2013 – March 2014

April 2013 – March 2014

Completion Dates

Corporate and
Divisional
Newsletters, Posters
and other promotional
material

Quarterly divisional
returns

Quarterly divisional
returns

ES audit results

Local training
registers and audit
results

Evidence of
Success
Completion

Bridgewater Community Healthcare NHS Trust, Infection Prevention and Control Annual Programme 2013/14

Aseptic Non Touch
Technique
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RAG

Subject

Infection
Prevention and
Control other
initiatives

Infection
Prevention and
Control
Policy/Guideline
development
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Presenting the DIPC annual
report to the board

Divisional input into developing
annual report

Development of Corporate
waste policy which is compliant
with the strategy for ISO14001

Divisions to review guidance
documents every two years

Harmonisation of IPC Manual
across Bridgewater

PM/SH/SW

Dorian
Williams

PM/SH/SW/

Waste sub
group

PM/SH/SW

Lead Person

April 2013 – March 2014

July 2013

July 2013

April 2013 – March 2014

Completion Dates

Corporate and
Divisional
Newsletters, Posters
and other promotional
material

Bridgewater
Environmental group
meeting minutes

Minutes of Q&S &
Bridgewater Board

Bridgewater intranet
Submission and
approval Bridgewater
IGC

Local divisional data
bases

Evidence of Success
Completion
Policies approved at
appropriate
governance meeting
(Bridgewater IGC
minutes)

Bridgewater Community Healthcare NHS Trust, Infection Prevention and Control Annual Programme 2013/14

x Developing Bridgewater wide IPC
assurance group and
membership

x Promote seasonal flu uptake
amongst staff groups across
all the divisions

x

x

x

x

x

Action/Progress

RAG

Subject

Provide a summary of RCA findings to
CCG and Bridgewater Q&S
Provide exception reports on request
to commissioners for community
attributed MRSA bacteraemia & CDI
Monitor HCAI strategy for the
reduction of CDI and MRSA in line
with the operating framework
Monitoring prevalence of E Coli
bacteraemia and MSSA
Monitoring responses to Incident
reports relating to HCAI

Business development and
income generation including
opportunities for the delivery of:
infection prevention and control
services, Contract arrangement
with local stakeholders,
collaborative arrangements with
Public teams, Joint ventures.
Bespoke training, audit, policy
development
x Implement the EU directive on
needle safe devices
Follow up all community attributed cases
of MRSA bacteraemia using PIR and CDI
including completion of Root Cause
Analysis (RCA)

x

Action/Progress

PM/SH/SW

April 2013 – March 14

PM/SH/SW/PB

April 2013 - March 2014

Local SLA’s,
memoranda of
understanding, formal
contracts,
commissioning
arrangements.

April 20123– March 2014

PM/SH/SW/PB

Minutes of the
DMT/local infection
control group
Ulysses reporting
system

Divisional Exception
reports

Quarterly divisional
reports for
Bridgewater IGC

Bridgwater IGC
report

Corporate position
statement / audit
reports

Evidence of Success
Completion

Completion Dates

Lead Person

Bridgewater Community Healthcare NHS Trust, Infection Prevention and Control Annual Programme 2013/14

Surveillance
Reporting of MRSA
bacteraemia and
CDI and other alert
organisms

Infection
Prevention and
Control other
initiatives
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RAG

Subject

Waste management

Infection
Prevention and
Control Audits

x

x
x
x
x

x

x

x
x

x

Inspect and Monitor Link with
the Primary Care Dental Team
to provide audit and review of
dental practices
Audit of home loans
Training of staff
Local training registers.
Provide Divisional assurance
for Bridgewater community
Trust
Review and update of
divisional evidence

Annual Audit of waste
segregation

IP&C and Quality
improvement inspections
audit and visits to ensure
Compliance with code of
practice CQC standard (8) 12
.
Involvement of patient groups
and links in audit and
inspection of premises

Action/Progress

PM/SH/SW

Michael Smith
Colin Scales
Sue Wynn
Karen Jones

Estates team
assisted by
divisional IP&C
teams

PM/SH/SW/

Lead Person

April 2013 - March 2014

April 2013 - March 2014

April 2013 - March 2014

April 2013 - March 2014

Completion Dates

Quarterly divisional
reports for
Bridgewater IGC

Environmental waste
management group
papers
Dental audit results
Quarterly reports
Data from audit
Trained
decontamination
leads.

Minutes from
Divisional patient
involvement
meetings and
feedback from patient
representative
Bridgewater Waste
sub group minutes

Divisional inspection
reports, Summaries
in quarterly
Bridgewater
assurance returns

Evidence of Success
Completion

Bridgewater Community Healthcare NHS Trust, Infection Prevention and Control Annual Programme 2013/14

Assurance
evidence (PCA) for
the Code of practice
criteria 1-10

Decontamination
of Reusable
Instruments
Home loans
Medical Devices
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RAG

Subject

Infection
Prevention and
Control Training

Occupational health
provision

Service and
buildings
development
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Involvement of infection control,
teams in new build and
refurbishment to ensure IP&C in
the build environment

Develop IPC intra and internet
web pages

Deliver RSPH training course all
hands on care staff

Monitoring Training uptake

Delivery of 1 hour IP&C update for
clinical staff groups at their team
meeting

Review of Bridgewater e-learning
IP&C module

Providing assurance that there are
systems for ensuring staff health
and wellbeing

Estates &
PM/SH/SW

PM/SH/SW

Training team

PM/SH/SW

PM/SH/SW

HR/
occupational
health
providers
&
PM/SH/SW/PB

Lead Person

April 2013 - March 2014

April 2013 - March 2014

April 2013 - March 2014

Completion Dates

Divisional reports

IT services

Training

Divisional training
data bases

Evidence of Success
Completion
Occupational health
policy

Bridgewater Community Healthcare NHS Trust, Infection Prevention and Control Annual Programme 2013/14

x

x

x

x

x

x

Action/Progress

RAG
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Engagement and Partnership
Working - 2

Well Governed - 1

Financial Viability - 1

Organisational Development - 1

Workforce Management and
Experience - 1

4.

5.

6.

7.

8.

V1 ¼ report
JH Apr 13

Total = 12

3.

Effective and Efficient
Organisation - 1
Clinical Leadership and Service
Improvement -1

2.

Trust High Level Objectives
2013-14
(CQC – Outcome 8 – Cleanliness and
infection control incorporated into
Trust objectives and other DOH
directives – e.g. NICE Guidance ,
NHSLA )
1.
Service Quality and Patient
Experience - 4

x

x

x
x

Implementation of safety devices fully across Trust

Laboratory access

Amalgamating audits with CHS
Service user involvement in CHS

Points for Discussion/Noting from service plan delivery/
Exception reporting

Q Q Q Q Q Q Q QQ Q Q
1 1 1 2 2 2 3 3 3 4 4

INFECTION PREVENTION AND CONTROL SERVICE PLAN
– DASHBOARD/RAG RATINGS- 2013-2014

INFECTION PREVENTION AND CONTROL SERVICE PLAN 2013-14

Q
4
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DOH MRSA Zero
tolerance directive April
13

EU Sharps Safety Device
Implementation May 13

Decontamination of
dental and podiatry
instrument

Description

V1 ¼ report
JH Apr 13

1677

ID

Ensure that audit and monitoring systems remain in
place including robust assurance framework to monitor
and manage compliance. All General Dental Practices
are now achieving Best Practice, following the baseline
review, apart from one who is meeting Essential Quality
Requirements. Pans in place to achieve this, which will
continue to be monitored. A Dental Nurse is also on
secondment to the IPCT for 3 months to monitor and
train.
Task and Finish Group led by H&S have undertaken a
scoping exercise. MH services suing safety devices for
IM and insulin but not for all venepuncture as product
needs to be compatible with acute trust labs that
provide blood collection bottles. Similar issues in CHS
(6 labs). Roadshows and training in progress to
address
Ensure that audit and monitoring processes are in
place including robust assurance framework to monitor
and manage compliance with practice. To work with
CCG under community specifications and acute trusts
to undertake joint RCA

Progress

RISK REGISTER
Initial Rating
9

8

12

4

Current
rating

INFECTION PREVENTION AND CONTROL SERVICE PLAN 2013-14

Good

Good

Adequacy of
Control
To enter on risk
register

Entered on risk
register
19/3/13
Reviewed
17/4/13

18/4/13
To remove from
Risk Register

Last Review
Date

DIPC/NCIS

H & S Lead
CHS IPC Lead Nurse

CHS IPC Lead Nurse

Responsible Owner
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V1 ¼ report
JH Apr 13

- NHS LA 2
3.2.8, 3.4.9
Essence of
Care 10e, i
- AIMS
2.10,
22.2,3,4,5
Trust
Values 2 ,
4, 5
Safety

CQC
Outcome 8
– C1c, e,
2f,I,j

- Trust
Values 2 , 5
NICE
Guidance
CG 139

CQC map.

1.2

1.1

- CQC
Outcome 8
– C1a
- NHS LA
3.4.9

- Trust HLO
1.1
- AIMS
- EOC

No

Links to
other
DOH
directives

x To have a robust
audit and
surveillance
programme in place
to monitor
compliance with the
Health Act and
quality delivery

x To provide the Trust
Board and CCG with
assurance of
compliance with the
Health Act and other
national and local
directives

Objective

DIPC
ADN

DIPC

Sponsor

NCIC
MM
ICD/
AM
CHS
Lead

NCIC
CHS
Lead

Owner

x Planned programme of
IPC audits in
accordance with Annual
Work Programme and
Community
Specifications agreed by
Trust Board and CCG
x Programme to include
cleanliness,
environment, clinical
practices, antimicrobial
prescribing, mandatory
surveillance of HCAI

x Monthly Performance
Report to Board
x Quarterly report to IPCC
and CR%CG exception
reporting
x Quarterly Assurance
Framework reports to
Commissioners and
escalation reports as
required according to
contract specifications
x IPC Annual Report

Responsible AD Method of assurance

Strategic Objective One:SERVICE QUALITY AND PATIENT EXPERIENCE.

Monthly

Monthly
Quarterly

Timescale
for
delivery

INFECTION PREVENTION AND CONTROL SERVICE PLAN 2013-14

Jan 13
Mar13

Oct 12
Dec 12

Jul -12
Sep 12

Apr-12
Jun 12

Q2:

Q1

Q4:

Q3:

Q2:

Q1:

Progress/Current situation/
Exception reporting

n/a

n/a

n/a

Risk
register
rating

Page 148

1.3

No

V1 ¼ report
JH Apr 13

CQC
Outcome 8
C1d
Trust
values 2, 4
NICE
Guidance
CG139

Thermomet
er (CAUTI)
E4E
NICE
CG139

Links to
other
DOH
directives

To provide regular
communication to
Trust Board, staff and
service users

Objective

DIPC

Sponsor

NCIC
ICD
CHS
Lead

Owner

x Modern Matrons to work
with IPCT to action any
issues identified in
audits. Audit results and
action plans to be
disseminated and
discussed at IPCC and
QPR Locality
Forum/IPCC Link
Meetings
x To continue to
amalgamate MH/LD
audits with CHS
x To feedback audit
reports to
commissioners and
escalate any untoward
concerns within agreed
timescale
x To ensure robust
systems of
communication of NHS
guidance/directives/HC
AI information in place

Responsible AD Method of assurance

Strategic Objective One:SERVICE QUALITY AND PATIENT EXPERIENCE.

Ongoing

Timescale
for
delivery

INFECTION PREVENTION AND CONTROL SERVICE PLAN 2013-14

Jan 13
Mar13

Oct 12
Dec 12

Jul -12
Sep 12

Apr-12
Jun 12

Q4:

Q3:

Q2:

Q1:

Q4:

Q3:

Progress/Current situation/
Exception reporting

n/a

Risk
register
rating

1.4

C Outcome
8 C3 D5
NICE
Guidance
CG139

V1 ¼ report
JH Apr 13

No

Links to
other
DOH
directives

x To ensure engage
ment of Service User
Representatives in
infection prevention
and control

Objective

DIPC

Sponsor

NCIC
CHS
Lead

Owner

x Service Users
represented on IPCC
Service Users and
involved in IPC audit
programme/spot checks

Responsible AD Method of assurance

Strategic Objective One:SERVICE QUALITY AND PATIENT EXPERIENCE.

Ongoing

Timescale
for
delivery

INFECTION PREVENTION AND CONTROL SERVICE PLAN 2013-14

Jan 13
Mar13

Oct 12
Dec 12

Jul -12
Sep 12

Apr-12
Jun 12

Page 149

Q1:
Q2:
Q3:
Q4:

Progress/Current situation/
Exception reporting

n/a
n/a
n/a

Risk
register
rating

To provide a quality
infection prevention
and control team and
support systems to
deliver service to
Trust and community
specifications SLA

2.1

CQC
Outcome 8
C1/D2/3/5/6
/8 D9
D2/3/4/7/8/
9
C1 D2 /3
C2 D4 C5
D7 C8 D10

Page 150

V1 ¼ report
JH Apr 13

NHS LA
NICE
Guidance
CG 139

THLO
3.7,8, 9

Objective

No

Links to
other
DOH
directives

DIPC

Sponsor

NCIC
CHS
Lead
Nurs
e
CM
HF

Owner

place to
x Job descriptions
x PDP process
x Regular service review
process
x To review terms of
reference of IPCC and
IPCLM annually
x To ensure prompt and
efficient laboratory
services
x IPCT to receive reports or
electronic access form/to
all laboratory services
x Provide expert IPC
advice/ support and work
closely with all levels of
the Trust and community
specifications SLA. e.g.
clinical, medical
devices/decontamination/
Modern
Matrons/Facilities/Procur
ement
x Work with Estates re
annual Legionella control
plans

x Appropriate skill mix in

Responsible AD Method of assurance

Strategic Objective Two:EFFECTIVE AND EFFICIENT ORGANISATION

Ongoing

Timescale
for
delivery

INFECTION PREVENTION AND CONTROL SERVICE PLAN 2013-14

Jan –
Mar 13

Oct –
Dec 12

Jul Sep 12

AprJun 12

Q4:

Q3:

Q2:

Q1:

Progress/Current Situation/
Exception reporting

n/a

Risk
register
rating

3.1

CQC
Outcome 8
C5, D7, C9,
D11NHS
LA

V1 ¼ report
JH Apr 13

TTHLO –
3.7 7.2

No

Links to
other
DOH
directives

x To develop IPC
training courses and
capacity

Objective

ADN

NCIC

Sponsor Owner

x Continue to work with
Training and
Development and HEI to
review current provision
x Work with clinical
areas/audit and
research department to
look at projects
x Expand Student
Placement Programme
x Network with other
areas/teams locally and
nationally
x Review PDP and
team/service
x Develop IPCT skills in
RCA for HCAI
x Continue to develop
Service User
Involvement strategy

Responsible AD Method of assurance

Strategic Objective Three:CLINICAL LEADERSHIP AND SERVICE IMPROVEMENT

Ongoing

Timescale
for
delivery

INFECTION PREVENTION AND CONTROL SERVICE PLAN 2013-14

Jan –
Mar 13

Oct –
Dec 12

Jul Sep 12

AprJun 12
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n/a
n/a

Q2:
Q3:
Q4:

n/a

Risk
register
rating

Q1:

Progress/Current situation/
Exception reporting

Page 152

4.1

CQC
Outcome 8
C9
THLO 4.
10, 11, 12
NHS LA
NICE
Guidance
CG139

V1 ¼ report
JH Apr 13

No

Links to
other
DOH
directives

x Progress and
develop links with
other agencies to
improve service
delivery

Objective

DIPC

Sponsor

ICD
CM
NCIC
HR
OH
CHS
Lead
Nurs
e
Imms

Owner

x Work with community
service and other
organisations where
applicable to promote
the uptake of relevant
vaccination for
inpatients, targeting
particularly at risk
groups
x Work with partner
organisations including
CCG to continue to
reduce HCAI across the
whole health economy
such as MRSA,
Clostridium difficile, UTI,
E coli
x To work with the Health
Protection Agency,
report infection control
adverse incidents e.g.
outbreaks

Responsible AD Method of assurance

Strategic Objective Four:ENGAGEMENT AND PARTNERSHIP WORKING
Timescale
for
delivery

INFECTION PREVENTION AND CONTROL SERVICE PLAN 2013-14

Jan –
Mar 13

Oct –
Dec 12

Jul Sep 12

AprJun 12

Q4:

n/a

n/a
Q2:

Q3:

n/a

Risk
register
rating

Q1:

Progress/Current situation/
Exception reporting

4.2

CQC
Outcome 8
3,4,9
NHS LA
NICE
Guidance
CG139

V1 ¼ report
JH Apr 13

No

Links to
other
DOH
directives

x To continue to
develop service
user engagement
and empowerment

Objective

DIPC

Sponsor

NCIC
IPCP

Owner

• SU actively engaged in
agenda attending IPCC,
undertaking joint audits
Etc.
• To inform users and
carers of how they can
participate in good
infection prevention
x To ensure good
communication via
various channels

Responsible AD Method of assurance

Strategic Objective Four:ENGAGEMENT AND PARTNERSHIP WORKING

Ongoing

Timescale
for
delivery

INFECTION PREVENTION AND CONTROL SERVICE PLAN 2013-14

Jan –
Mar 13

Oct –
Dec 12

Jul Sep 12

AprJun 12

Page 153

n/a
n/a
Q3:
Q4:

n/a

Risk
register
rating

Q2:

Q1:

Progress/Current situation/
Exception reporting

Page 154

5.1

CQC
Outcome 8
C1 D2 C9
D4
THLO 5.13,
15 NHS
LA
3.2.8, 3.3.6,
3.4.9
NICE
Guidance
CG139

V1 ¼ report
JH Apr 13

No

Links to
other
DOH
directives

x To the Trust and
CCG continues to
comply with the Health
Act 2010 Code of
Practice for health and
adult social care on the
prevention and control
of infections and
related guidance and
CQC Outcome 8:
Cleanliness and
infection control

Objective

Strategic Objective Five:WELL GOVERNED

ADN

Sponsor

NCIC
CHS
Lead

Owner

x CQC evidence template
on ‘G’ drive
x To ensure robust
assurance frameworks
in place
x .Policies and process in
place including audit of
policy to practice and
other outcome
measures
x IPC embedded in job
descriptions and PDP of
all staff

Responsible AD Method of assurance

Quarterly

Timescale
for
delivery

INFECTION PREVENTION AND CONTROL SERVICE PLAN 2013-14

Jan –
Mar 13

Oct –
Dec 12

Jul Sep 12

AprJun 12

n/a
n/a

Q2:
Q3:
Q4:

n/a

Risk
register
rating

Q1:

Progress/Current situation/
Exception reporting

6.1

CQC
Outcome 8
NHS LA

V1 ¼ report
JH Apr 13

THL) –
6.16

No

Links to
other
DOH
directives

x To ensure that the
Trust is not
adversely affected
financially by
HCAI/IPC

Objective

Strategic Objective Six:FINANCIAL VIABILITY

AND
DIPC

Sponsor

NCIC
CHS
Lead
DHE

Owner

Responsible AD

• To provide an
infection prevention and
control budget that
reflects requirements of
the service plan
including resources are
allocated in the annual
Estates Business Plans
for required infection
control improvements
2013/2014
x To ensure that
the Trust and
CCG is not
adversely
affected by
DOH Zero
Tolerance
MRSA directive

Method of assurance

Ongoing

Timescale
for
delivery

INFECTION PREVENTION AND CONTROL SERVICE PLAN 2013-14

Jan –
Mar 13

Oct –
Dec 12

Jul Sep 12

AprJun 12
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Q4:

Q3:

Q2:

Q1:

Progress/Current
situation/Exception reporting

No 1112
R= 4

Risk
register
rating

7.1

CQ
Outcome 8
1,6,9,10
NHS LA
3.2.8, 3.3.6,
3.4.9
THLO – 7.
19 and 20

V1 ¼ report
JH Apr 13

No

Links to
other
DOH
directives

x To ensure IPCT are
involved in relevant
organisational
development
initiatives to
improve staff and
service delivery
.

Objective

Strategic Objective Seven:ORGANISATIONAL DEVELOPMENT

AND
MD

Sponsor

NCIC
ICS
Lea
MM
IPCP
ICD
CM
AP

Owner

Responsible AD

x . To ensure that the
curriculum content of
the Trusts Infection
Control induction and
statutory course
meets NHS LA level
1/2/3 requirements,
report and monitor
attendance.
x To ensure that all staff
receive relevant
training via TNA
including IPCT
x To ensure that the
curriculum content of
the Trusts Infection
Control induction and
statutory course
meets NHS LA level
1/2/3 requirements,
report and monitor
attendance.
x To ensure IPCT are
involved in relevant
work streams to
improve care delivery
e.g. sickness and
absenc,e clinical
competencies groups

Method of assurance

Ongoing

Timescale
for
delivery

INFECTION PREVENTION AND CONTROL SERVICE PLAN 2013-14

Jan –
Mar 13

Oct –
Dec 12

Jul Sep 12

AprJun 12
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n/a
Q2:

Q4:

Q3:

n/a

Risk register
rating

Q1:

Progress/Current
situation/ exception
reporting

Page 157

8.1

CQC
Outcome 8
1,6,9,10
NHS LA
3.2.8, 3.3.6
Essence of
Care
NICE
Guidance
CG 139
THLO – 8
21, 22

V1 ¼ report
JH Apr 13

No

Links to
other
DOH
directives

x To develop
workforce capacity
to deliver high
quality service and
improve both staff
and patient
experience
.

Objective

DIPC
ADN

Sponsor

AND
NCIC
CHS
Lead
MM
IPCP

Owner

Responsible AD

Strategic Objective Eight:WORKFORCE MANAGEMENT AND EXPERIENCE

x .To update expert
knowledge of the
Infection Prevention
and Control Team via
PDP process
x To continue to support
T and D to develop
training including
Infection Prevention
and Control Link
Personnel
x To ensure that 60% of
staff receive influenza
immunisation
x To comply with EU
Sharps safety
directive2013 and to
ensure safety devices
are in use

Method of
assurance/evidence

Ongoing

Timescale
for
delivery

INFECTION PREVENTION AND CONTROL SERVICE PLAN 2013-14

Jan –
Mar 13

Oct –
Dec 12

Jul Sep 12

AprJun 12

1677
Q3:

1677

1677
Q2:

Q4:

1677

Risk
register
rating

Q1:

Progress/Current situation

Page 158

V1 ¼ report
JH Apr 13

DIPC =Dir Infection Prevention & Control; NCIC=Nurse Consultant Infection Control, Infection Prevention and Control; ICD
=Infection Control Doctor; IPCP = Infection Prevention and Control Practitioner; ICLN =Infection Control Link Nurse; ADN =
Assistant Director Nursing; CM = Consultant Microbiologist; EFCIM =Estates, Facilities and Capital Investment Manager; HE =
Deputy Head of Estates; MM = Modern Matrons; HF = Head of Facilities; AM = Antimicrobial Pharmacist; IPCC = Infection
Prevention and Control Committee; IPCEMM= Infection Prevention and Control Executive Management Meeting; PM =
Procurement Manager; HR= Human Resources; NL = Network Leads: OH=Occupational Health; CHS –Community Health
Services

NB: Further in depth evidence including minutes of relevant meetings/committees is provided on:
1) Trust ‘G’ drive Internal and External Assurance for CQC Outcome 8: ‘Cleanliness and infection control’
2) ¼ Assurance Framework progress reports to Clinical Risk and Clinical Governance Committee
3) Annual Board and Monthly Trust and Business Performance reports
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INFECTION CONTROL PROGRAMME 2013/2014
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Date
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March 2013

Approving Committee
Date

Infection Prevention and Control Committee
March 2013
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1

Systems to manage and monitor the
prevention and control of infection.
These systems use risk assessment
and consider how susceptible service
users are and any risks that their
environment and any other users may
pose to them.

Code of Practice Point

WWLFT HCAIs Work Plan 2013 2014.doc

March 2013 Page 2 of 7

continue on ICU.

k) Surveillance of ventilator associated pneumonia cases to

j)

i)

h)

g)

f)

e)

d)

c)

b)

disseminated by Infection Control Committee members
throughout their Directorate. Programmed actions to involve
all staff members and Directorates, not solely members of the
Infection Control Team.
Quarterly reporting by DIPC to Trust Board on Infection
Control issues.
DIPC to present the DIPC Annual Report for 2012/13 to the
Trust Board.
DIPC to present the Infection Control Programme for
2013/14, to the Trust Board.
Divisions to ensure they are represented at all Infection
Control Committee meetings in 2013/2014.
Infection Control Committee to be quorate and to meet on a
minimum of four occasions in 2013/2014.
Infection Control Committee to consider all outbreaks and
adverse incidents relating to infection and disseminate
findings/recommendations via Directorate representatives.
Infection Control audits of all wards to be performed at a
minimum of monthly, covering adherence to infection control
policies and guidelines.
Minimum compliance target to be achieved for Infection
Control Audits to be 80%.
Progress against MRSA bacteraemia and Clostridium difficile
reduction targets to be monitored monthly.

a) Infection Control Programme for 2013/2014 to be

Programme of Work 2013/2014

Dr Nelson, Mrs L Barkess-Jones

July 13
March 2014

DIPC
Divisional Chair/Head
of Nursing
Infection Control
Committee Chairman
Infection Control
Committee
Senior Infection
Control Nurse
Manager
Ward/Department
Manager
Infection Control
Team, DIPC, Ward
Managers
Consultant
Microbiologist/ICU
Matron/ICU Clinical
Lead

July 13

DIPC

Through
2013/2014

Monthly
throughout
2013/2014
Throughout
2013/2014
Monthly in
2013/2014

Throughout
2013/2014

March 2014

Quarterly

To be
Achieved by
(Date)
May 13

DIPC

Infection Control
Committee
Directorate
Representatives

By Whom (lead)

Outcome
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1

u) Work with new DIPC/Executive Director following their
appointment to ensure they have an understanding of the
Trust’s Infection Control issues.

s) Monitor mortality rate within 30days of Clostridium difficile
infection for inpatients and update Infection Prevention and
Control Committee on an annual basis.
t) Introduce screening for Linezolid-resistant organisms in
patients with recent healthcare exposure abroad or high risk
areas in UK.

q) Continue screening for ESBL and carbapenemase producing
organisms on high risk areas as judged appropriate.
r) Incorporate new Mandatory Surveillance requirements into
Trust Surveillance System as these are released.

p) Continue surveillance for central line infection on ICU/HDU
using ‘Matching Michigan’ methodology.

o) Incorporate MSSA bacteraemia and E. coli reduction targets
into Infection Control activity if published by the Department
of Health during 2013/14.

l) Mandatory surveillance of orthopaedic surgical infections to
be performed on a continuous basis.
m) Surveillance of surgical site infection in general surgery to be
introduced and performed on a continuous basis.
n) Continue E. coli and MSSA bacteraemia surveillance in line
with national requirements and monitor totals of hospital
acquired cases.

Continued …..

March 2013 Page 3 of 7

Programme of Work 2013/2014

Dr Nelson, Mrs L Barkess-Jones

Code of Practice Point

WWLFT HCAIs Work Plan 2013 2014.doc

Consultant
Microbiologist/Gener
al Manager for PAWS
Contact
Infection Control
Doctor/Senior
Infection Control
Nurse Manager

Consultant
Microbiologist/Senior
Infection Control
Nurses
Consultant
Microbiologist/Senior
Infection Control
Nurses
Consultant
Microbiologist/ICU
Matron/ICU Clinical
Lead
Infection Control
Team
DIPC/Infection
Control
Doctor/Infection
Control Nurse
Manager/General
Managers
Infection Control
Doctor

Musculoskeletal
Division
Surgical Division

By Whom (lead)

Following
appointment
to post

Dec 2013

Throughout
2013/14

Throughout
2013/14
As required
during
2013/14

Throughout
2013/14

To be
Achieved by
(Date)
Throughout
2013/14
Throughout
2013/14
Throughout
2013/14

Outcome
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3

2

Provide suitable, accurate information on
infections to service users and their visitors.

a) DIPC Annual Report for 2012/2013 to be published.
b) Publish monthly total cases of MRSA/MSSA/E. coli bacteraemia and
Clostridium difficile diarrhoea for individual wards at ward entrances.

h) Work with Estates to ensure new build ‘Barn’ Theatres comply with
national Infection Control requirements.

g) Commission new endoscopy decontamination facilities within
Hanover Unit, Leigh Infirmary.

f) Work to standardise validation and verification of operating theatre
ventilation systems across the Trust.

e) Introduce upgraded semi-automated decontamination facilities for
decontamination of TOE probes in Cardiology Department.

d) Implement and monitor national guidance on Pseudomonas in water
supplies.

‘Keep clean’ programme.
c) Continue monitoring of K61 Decontamination Unit to ensure that
National Standards are maintained.

b) Plan, perform and monitor seventh cycle of Trust ‘Deep clean’/

‘5 moments’ programme.

a) Continue with implementation and monitoring/audit of hand hygiene

Provide and maintain a clean and
appropriate environment (including
decontamination areas) which facilitates the
prevention and control of infection.

March 2013 Page 4 of 7

Programme of Work 2013/2014

Dr Nelson, Mrs L Barkess-Jones

Code of Practice Point

WWLFT HCAIs Work Plan 2013 2014.doc

Throughout
2013/14
March 2014

DIPC / Senior ICN

DIPC /Senior
ICN/Director of Estates
DIPC/Decontamination
Lead/Manager
K61/Director of
Estates/Consultant
Microbiologists/Senior
Infection Control Nurse
Manager
Infection Control
Team/Estates and
Facilities Manager
Cardiology Department
Manager/Estates and
Facilities/Consultant
Microbiologist/Senior
Infection Control Nurse
Manager
Director of Estates and
Facilities/Senior
Infection Control
Nurse/Infection Control
Doctor
Estates and
Facilities/Unit
Manager/Senior
Infection Control
Nurse/Infection Control
Doctor
Senior Infection Control
Nurse
Manager/Infection
Control Doctor
DIPC
Microbiology, Infection
Control Team, Ward
Managers
July 2013
Monthly in
2013/14

Following
completion of
Unit

October 2013

Throughout
2013/14

Throughout
2013/14

To be
Achieved by
(Date)

By Whom (lead)

Outcome

Page 163

Ensure patients presenting with
infection or who acquire infection during
their care are identified promptly and
receive appropriate care and treatment
to reduce the risk of transmission.

5

b) Maintain continuous surveillance for alert organisms defined
in Trust Surveillance Policy.
c) Continue to implement revised high impact intervention for
Clostridium difficile where one or more new, hospital-acquired
cases are detected on a ward.
d) Monthly charts detailing progress against regional
MRSA/MSSA/E. coli bacteraemia and Clostridium difficile
targets, to be produced.
e) g) Implement any changes to the Department of Health
algorithm for the diagnosis of Clostridium difficile infection
and ensure reports to National Mandatory Surveillance
System are consistent with these.
f) h) Seek funding for the introduction of routine administration
of a probiotic product for all patients commencing antibiotic
treatment within the Medical Division.

a) Maintain continuous surveillance of MRSA/MSSA /E.coli
bacteraemia’s and Clostridium difficile diarrhoea cases. Data
to be fed back monthly to wards, General Managers and
DIPC.

d) Attend joint meetings with Primary Care Infection Control Teams to
jointly manage any increase in incidence of HCAI.

As required

October 2013

Infection Control
Doctor/DIPC/Infection
Control Nurse
Manager/General
Manager, Medicine

Monthly in
2013/14

Throughout
2013/14
As required
in 2013/14

Throughout
2013/14

Throughout
2013/14

Throughout
2013/14

As required in
2013/14

Monthly in
2013/14

To be
Achieved by
(Date)

Consultant
Microbiologist

Infection Control
Team
Infection Control
Team, Ward
Manager
Consultant
Microbiologist

Infection Control
Team

Infection Control Team,
Consultant
Microbiologists
Infection Control Doctor
and/or Senior Infection
Control Nurse
Infection Control Doctor
and/or Senior Infection
Control Nurse Manager

b) Communicate results of public health significance to the relevant
Health Protection Unit as these occur.
c) Attend PCT Infection Control Committee.

Consultant
Microbiologist

a) Communicate details of community onset Clostridium difficile, MSSA
and MRSA bacteraemia cases to PCT Infection Control Team on a
monthly basis.

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

By Whom (lead)

4
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Programme of Work 2013/2014

Dr Nelson, Mrs L Barkess-Jones

Code of Practice Point

WWLFT HCAIs Work Plan 2013 2014.doc

Outcome

Page 164

8

Secure adequate access to laboratory
support.

Provide or secure adequate isolation
facilities.

7

c) Ensure Virology/Serology services remain timely and
appropriate following closure of Wigan Virology Laboratory and
removal to PAWS laboratory, Salford Royal.

b) Ensure appropriate information continues to be available to
the Infection Control from off site laboratory.

a) Ensure Microbiology services provided off site by PAWS
remain appropriate and timely.

b) Ensure plans for new clinical areas contain sufficient isolation
facilities.
c) Maintain an empty side-room on Pemberton Ward to allow
immediate isolation of newly diagnosed Clostridium difficile toxin
positive patients.

c) Use “WHO Five Moments” hand hygiene audit tool for all
hand hygiene audits.
a) Monitor isolation of patients with transmissible conditions to
determine any deficiencies in isolation provision.

a) Infection Control training to be included in Trust Mandatory
Training programme for all staff groups. Compliance to be
monitored.
b) Directorates’ involvement in monitoring compliance with hand
hygiene and improving performance to continue, action plans
being provided where deficiencies are found.

Ensure that all staff and those
employed to provide care in all settings
are fully involved in the process of
preventing and controlling infection.

6

March 2013 Page 6 of 7

Programme of Work 2011/2011

Dr Nelson, Mrs L Barkess-Jones

Code of Practice Point

WWLFT HCAIs Work Plan 2013 2014.doc

Infection Control
Team
Nurse Manager,
Pemberton
Ward/Infection
Control Nursing
Team/DIPC
Consultant
Microbiologist/PAWS
Manager
Consultant
Microbiologist/Senior
Infection Control
Nurses
Consultant
Microbiologist/Gener
al Manager for PAWS
Services

Infection Control
Team

Infection Control
Team/General
Managers
Infection Control
Team/General
Managers/DIPC/Medi
cal Director
LBJ/KC

By Whom (lead)

Following
closure, for
remainder
2013/14

Throughout
2013/14

Throughout
2013/14

Throughout
2013/14
Throughout
2013/14

Throughout
2013/14
Throughout
2013/14

Throughout
2013/14

To be
Achieved by
(Date)
Throughout
2013/14

Outcome

Page 165

Infection Control Team

d) Infection Control audits of all wards to be performed at a
minimum frequency of monthly, covering adherence to
infection control policies and guidelines.
e) Clostridium difficile Multi-disciplinary Team to meet weekly
to ensure Clostridium difficile toxin positive or antigen
positive are managed in accordance with local and national
policy.

c) Influenza vaccination programme to be in place during
2013/14 flu season.

b) Staff immunity to measles.

a) Occupational Health services in place and to be
maintained.

Responsible people: DIPC – Director of Infection Prevention and Control.

practicable that healthcare workers
are free of and are protected from
exposure to communicable infections
during the course of their work and
are suitably educated in infection
prevention and control of HCAI.

Consultant Occupational
Health
Consultant Occupational
Health

Consultant
Microbiologist/Consultant
Gastroenterologists/Infection
Control Team/Ward
Manager, Pemberton Ward
Consultant Occupational
Health

Antibiotic Pharmacist

c) Monitor adherence to Antibiotic Treatment Guidelines.

b) Update Occupational Health Guidance maintained on
Infection Control Intranet site.

Consultant
Microbiologist/Senior
Infection Control Nurse
Manager
Consultant Occupational
Health

a) Update of Infection Control Guidance as necessary before
expiry date.

By Whom (lead)

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

10 Ensure, so far as is reasonably

9
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Throughout
2013/14
Throughout
2013/14

Throughout
2013/14

As required
during
2013/14
As per audit
programme
2013/14
Monthly
throughout
2013/14

To be
Achieved by
(Date)
As required
during
2013/14

Outcome
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