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Executive Director:	        Andy Cruickshank, Chief Nurse
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Purpose:	Noting
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Overview of Paper
This is the Annual DIPC report. The report notes good practice, challenges and the proposed work plan for coming year along with the Board Assurance Framework. KMPT are mostly compliant with the Health and Social Care Act’s (2012) Code of Practice for the NHS on the prevention and control of healthcare associated infections and related guidance.

Issues to bring to the Committee’s attention
Highlights:
· [bookmark: _Hlk138008202]Annual IPC audit highlighted good infection control practice with an overall inpatient score of 95% and community score of 93% compliance.
· Zero cases of Clostridium difficile transferred into our services and zero MRSA bacteraemia reported.
· Continued robust management of Covid 19
· Policies updated in line with Health and Social care act changes
· Health awareness and Health promotion continued
· Updated IPC BAF
· Updated IPC Annual workplan
· Mandatory AMR training implemented
· Positive feedback from ICB compliance visit
· Continued performance despite staff shortages
· Continued performance despite organisational and team restructure


Priorities for the 2025/2026 are:

· [bookmark: _Hlk76376608]To monitor the rates of infections for both national and local reporting requirements. 
· Monitor infection prevention and control practices through scheduled audits 
· Recruitment of AMS lead
· Continue to improve staff education and awareness of Infection Prevention and Control practices and hand hygiene 
· Increase staff awareness of hand hygiene and PPE use
· Proactively work with Directorates to manage Infection prevention and control issues 
Governance
Implications/Impact:	Good IPC practice is significantly linked to patient safety
Poor IPC practice will lead to individual and group/herd risks in relation to the prevention and management of infection
	Poor IPC practice has the potential to result in significant staffing shortages, which would result in a lack of workforce resource and therefore financial strain
	This report is a mandated report.  Good IPC practice is a requirement of the Health and Social Care Act
	The DIPC report engages the Trust’s Infection prevention and control matron in ensuring that the Annual report gives an accurate reflection of progress
Risk recorded on:		BAF
Risk IDs: 
· [bookmark: _Hlk200957058]04676 – Organisational risk – Emerging infectious diseases (including covid-19 and subsequent variants)
· HS19 Blood Borne Viruses- Organisational Risk

Assurance/Oversight:	Trustwide Patient Safety and Mortality review group
	Trustwide Infection control group 
	Trust wide water safety group



1.Foreword   
Kent and Medway NHS and Social Care Partnership Trust (KMPT) is committed to ensuring a robust infection prevention and control function within the Trust, supporting the delivery of high-quality healthcare and protecting the health of its patients and staff. 
The Trust has a statutory responsibility to comply with the Health and Social Care Act: Code of Practice for the prevention and control of Healthcare-Associated Infection (2012). A requirement of this Act is for the Board of Directors to receive an annual report from the Director of Infection Prevention and Control. The annual report of the Infection, Prevention and Control Team (IPC) provides an overview of the activities carried out in the Trust to progress the prevention, control and management of infection from April 2024 to March 2025.

[bookmark: _Hlk138008317][bookmark: _Hlk138008338]During the period 2025-2024, the trend of low rates of alert organisms and conditions has continued. There were 9 outbreaks of gastrointestinal disease affecting 41 patients and 11  staff, zero C.Diff or MRSA bacteraemia. We had 5 covid outbreaks across inpatient and community-based services, affecting 15 patients and 6 staff.


As the Director of Infection Prevention and Control (DIPC), both I and the Infection prevention and control team (IPC Team) continue to be committed to ensuring that patient safety is at the forefront of everything we do.

I commend this annual report to you and thank the infection control team for their excellent leadership of this agenda, and to the Trust for the continued focus they give to this important area.

Andy Cruikshank
Chief Nurse/DIPC


















2. Executive summary 

The annual report from the Director of Infection Prevention and Control (DIPC) is produced to provide information about our current progress in IPC practice and activities carried out in 2024-2025, reports on our challenges and outline our future plans. 
Within 2024-2025, the IPC team maintained and supported improvement in the standards of care for our patients in relation to infections. A summary of the IPC work plan can be noted in Appendix A. 
Structure, accountability and assurance
The structure for the management of the infection, prevention and control service complies with the Hygiene Code 2008.
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Microbiology Services The processing of clinical specimens is carried out via the microbiology departments within the 4 acute hospitals within Kent & Medway. As of May 2025, following the restructure of the corporate nursing teams, the organisation has allocated funding for the employment of an anti-microbial pharmacist.


The Trust wide Infection Control Group is chaired by the Deputy DIPC and meets bi-monthly with representation from all Directorates and support services, including Estates and Facilities. In addition to this, the Water Safety group meets every 4 months. These groups provide a forum for discussion, decision making and governance oversight on measures for the prevention and control of infection within the Trust. Members are expected to cascade information back to their relevant teams, ensuring that infection prevention and control is on the governance agenda for Directorates.  

Infection prevention and control continues to be essential in ensuring that people who use health and social care services receive safe, effective, well-led and responsive care. Effective prevention and control must be part of everyday practice and has to be applied consistently by everyone.  

The key documents and legislation that the organisation adheres to includes:
· Health and Social Care Act 2012 (Regulated Activities). 
· Care Quality Commission (Registration) Regulations 2009. 
· Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 
· CQC Fundamental Standards CQC (Registration) Regulations 2009 - Regulation 12 – Safe care and treatment
· All relevant NHSI/E / Department of Health and Social Care guidance. 
· National Infection prevention and control manual

4. Reporting mechanisms

The DIPC reports to the Trust Board via the IQPR and Quality Committee. Period reports are provided to the Trust wide Patient Safety and Mortality Meeting in accordance with the work plan. 

Data surveillance of all suspected or confirmed infections are reported to the IPC team from all Directorates and this is monitored through the bi-monthly Trust wide IPC group. 

Infection control issues are supported by the Infection prevention and control team and Deputy DIPC. The members of the IPC Team provide infection control expertise including results of surveillance, audit and alert organism reporting to a variety of groups across the organisation. 

Link champions from each ward/unit are nominated to provide ‘on the floor’ infection control advice. These staff are vital to support infection control practice. 



5.   Board assurance framework

The IPC team produces an assurance framework which ensures that all relevant actions are being taken in order to comply with the 10 criteria identified in The Health and Social Care Act’s (2008) Code of Practice for health and adult social care on the prevention and control of infections and related guidance (also known as the Hygiene Code). This Board assurance framework provides the Trust with a comprehensive method for the effective and focused management of the principal risks. It also provides a structure for the evidence to support the statement on internal control. Appendix B

6.   Policies

In 2024-2025 the following policies were reviewed and updated in line with current legislation and guidance.

· Books, Toys, Games and Magazines Safe Use and Cleaning Policy – May 2024
· Decontamination Procedure – July 2024
· Management of Sharps Injury/Splash Incidents and Exposure to Blood Borne Viruses (BBV) Policy and Procedure – March 2025
· Aseptic Non-Touch Technique (A.N.T.T) Policy – March 2025
· Human Infestation Policy – March 2025

In addition to business as usual policies, a number of standard operating procedures (SOPS) were developed in response to Covid 19. These are reviewed at Trust Wide patient safety and mortality review group. These SOPs were continually version controlled, reviewed, updated or archived in response to rapidly changing guidance, with now only 3 remaining. See Appendix E.


7.   Clinical audit and effectiveness

Trust wide Infection Prevention and Control Audit

KMPT produces an audit to monitor, develop and implement plans for reducing Health Care Acquired Infections (HCAIs), including Methicillin Resistant Staphylococcus Aureus (MRSA), Clostridioides difficile (C.diff) and other significant infections. 

Once an audit is undertaken each ward/community team is provided with an action plan to complete and return to finalise the audit process. There were no issues identified for the tool this year. 

Results 

[bookmark: _Toc515538416]The results of the Trust wide IPC audit had identified that the organisation is performing well with 93% compliance for Community services and 95% for Inpatient services. This is a slight decrease from 2023-2024 with 95% and 96% respectively.  

Over all the compliance was 94%, which is a decrease from 95% for 2023-2024 audit.
The full Audit report is currently being compiled.
Table 1- Overall compliance per Directorate

      [image: ]

The Trust wide IPC audit proves to be beneficial in identifying actions required to ensure that all inpatient units and community teams comply with the trust’s policies and procedures and to meet the 10 elements of the Health and Social Care Act 2012. 
Where anomalies are identified and improvements required, an action plan is written in collaboration with the respective ward/unit managers, Matrons and Heads of Nursing to ensure that they are resolved quickly to reduce any potential risk to our service users, staff and visitors.
Action plans for this audit, 2024/2025 will be developed by the IPC team and sent to individual areas via Matrons.

Hand hygiene audit

Units complete monthly observational hand hygiene audits. 
The results of these audits are returned to the infection control team who compile the data and produce a certificate for wards to display. 

Table 2- Hand hygiene results 
[image: ]


Urinary tract infection audit

Urinary tract infections are one of the most common types of infections reported which can have a detrimental effect on physical health as well as mental health. Urine infections can affect a patient’s personality and behaviour and go on to cause some acute and challenging conditions. They can result in prolonged hospital stays and increased costs for healthcare providers. Indwelling devices (catheters) are a particular risk.

There were 25 suspected and laboratory confirmed urinary tract infections identified in 2024-2025; 3 of which being Catheter associated urinary tract infections (CAUTI’s), an overall decrease compared to 72 in 2023-2024 period but an increase in CAUTI’s. 

All identified urinary tract infections across Directorates were closely monitored by the infection control team and pharmacists to ensure that the treatment offered was appropriate and timely.

Trust wide Mattress Audit

Hospital mattresses can deteriorate quickly. Poor maintenance of mattresses and their covers may lead to contamination of inner surfaces. 
In the 2024-2025 all beds and mattresses will be replaced trust wide (bed replacement scheme). The mattress audit will be undertaken by the moving and handling team alongside DHG going forward. In April, 18 mattresses were condemned and replaced by the moving and handling team. 
Individual results of Annual Mattress audit in Appendix D.


Annual water report

The Trust continues to pursue a proactive approach to water quality management through regular temperature monitoring and flushing of little-used and sentinel outlets across its sites together with ad hoc pathogen testing.  Results remain consistent with previous quarters and give no cause for concern.  Our current performance figures have stabilised above 95% for the entire quarter.
Within the last quarter, the Estates Team have agreed to chair the Water Management Group moving forward and will be branded Water Safety Group in line with NHSE guidance.  An updated agenda and Terms of Reference was worked during Q3 and shared with the Water Safety Group on 10th December 2024.  Our latest meeting was held on 11th March 2025.  We will also be drafting a Water Safety Strategy during Q1 2025-2026.
The Water Safety Group covers IPC, Estates, Facilities, Capital Projects, Hydrotherapy and Landlord reporting to capture a wider scope of information to enable trend analysis. 
As Head of Estates, Lee Mitchell, will undertake the role of Responsible Person (RP Water Quality) and a total of 18 colleagues have now completed RP or CP Water Training.  Recent training was a success with all colleagues able to achieve 94% and above in their recent assessments.  Appointment letters will continue to be issued to colleagues during Q4.
Any water testing found to be out of scope results in remedial action and are available via a Hard FM job portal.  Water quality works performance form part of the overall reactive and PPM jobs and the performance figures for the last quarter are as follows:


· January – 97% 
· February – 96%
· March – 97% (as of 10th March 2025)

We have one Water Risk Assessment noted as overdue, due to a current vacant building.  This will be replaced by a survey to ensure all water is safely isolated and tanks checked for stagnation.  We have two Water Risk Assessments due during Q4 and both are booked in at site level.

In an ideal world the PPM performance figure would consistently be at 100% but there are inevitable factors to consider such as access issues, and paperwork delays and so the Estates Department works with the maintenance provider to ensure we consistently achieve as close to 100% as possible and the latest performance figures are satisfactory and reflect a stable platform.  It should be noted that the Estates Team undertakes to audit these performance figures and will address any deviation or false claim of compliance.  We have incorporated the PFI within the above compliance and it is encouraging that GFM have not impacted the overall numbers.

Incidents

Three incidents or events was raised at The Water Safety Group, dated 11th March 2025. The first was due to a 3rd party working on behalf of another Trust in our Hydro-pool, where protocol around footwear was not observed and we had to close the Hydro-pool whilst rebalancing.  
The other two were similar in nature and created airlocks in the system, following a PPM check and clean of the water tanks, where the engineer left site with the water still isolated.  This were treated as minor loss of control, with full flush and pasteurization of the systems.  
A review of our internal incident reporting ‘InPhase’ found no recorded incidents of note.
Water testing
No further testing has taken place during Q4, other than are regular Hydro-pool Maintenance.

Capital Projects:
None in progress

Kent and Medway Integrated Care Board Infection Prevention and Control (KMICB) Surveillance Visit 
The NHS KMICB IPC team developed an IPC Surveillance Programme which is aimed at supporting all providers to meet the required IPC standards.  This involves an annual surveillance visit and feedback. This occurred on 6th December 2024.
The structure of the visit is based on the 10 criteria set out in the IPC code of practice and will also provide assurance that providers are meeting contractual obligations with the KMICB.
[image: C:\Users\tracey.reeder\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.Outlook\TR9N3UOB\Kent and Medway NHS and Social Care Partnership RGB BLUE.jpg]
[bookmark: _Hlk138008163][bookmark: _Hlk138008164]Infection, Prevention and Control Report 2024-2025



The full report can be found in appendix F.
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8.   Antimicrobial prescribing and management

Effective antimicrobial stewardship within hospitals and community settings makes an important contribution to the control and prevention of Clostridioides difficile (C.diff), associated diarrhoea and other health care associated infections.
[bookmark: _Toc176943557][bookmark: _Toc177183157][bookmark: _Toc177183241]
Monitoring compliance and effectiveness of KMPT Antimicrobial policy includes the monitoring and review of all antimicrobial prescriptions across all inpatient units by the infection control team. Prescriptions are checked against the KMPT antimicrobial stewardship policy and supported by the pharmacy team. This information is collated onto a database and any concerns regarding antimicrobial prescribing is addressed between the IPC Team, ward staff, the prescriber and pharmacy staff. In addition, broad spectrum antibiotics are not a stock item on the wards. All broad-spectrum antibiotic requests made to Lloyd’s pharmacy are highlighted to the KMPT pharmacists. 

An options paper has been developed to employ an Antimicrobial pharmacist which has bee agreed.

9. Training and education

Training remains high priority on the IPC team’s agenda, providing face to face training for staff or producing the training packages used for core training or e-learning. During the period from the 1 April 2024 to the 31 March 2025 staff were trained in infection prevention and control through a variety of training methods which include:

	E-Learning packages

	Student nurse infection control training

	Ad-hoc drop in

	Light box hand hygiene training for in-patient and community teams

	Face to face taught sessions
	Link nurse three monthly updates

	Preceptor training
	Outbreak management

	Link nurse training and development
	Learning from RCA’s



The following charts show compliance with mandatory training across the organisation.  
Table 3- Trust Overall Infection Control training compliance
[image: ]
Learning and Development send monthly e-mail reminders to those who are out of date and those who are due to expire within the next four months.

In February 2024 we implanted mandatory Antimicrobial resistance training for all those who prescribe, dispense and administer antimicrobials. There is a 75% completion target set across all directorates.  


Table 4- AMR training compliance




The IPC team analyse these figures quarterly for the Board report and any areas below target are contacted, either via ward managers or matrons, to inform them of this shortfall.

10.   Link nurse practitioners

All inpatient units and community teams should have an identified Link Champion in place working in partnership with the senior infection control nurse to provide IPC support to their clinical areas.

A link Champion training programme facilitated by the Infection Prevention and Control team is undertaken which enables the link practitioner to train and support staff within their own clinical areas. These sessions provide the skills required to facilitate this role successfully. Link champion update meetings are held on a 3 monthly basis. They act as a communication tool to impart information from board to ward and also offer network opportunities for staff.

11. Needlestick/sharps/splash injuries

Needlestick injuries occur when a needle or other sharp implement penetrates the skin. If the needle or sharp instrument is contaminated with blood or other bodily fluids, there is the potential risk of transmission of infection. Staff experiencing this type of injury risk acquiring Hepatitis B, Hepatitis C and Human Immunodeficiency Virus (HIV). 

There were 5 reported cases of sharps injury this year which is a slight decrease from the previous year where 9 cases were reported. In all these instances, safety devices were used and sharps injury policy followed. 

12.   Outbreaks / periods of increased incidence

Outbreaks 
Nil outbreaks of notifiable diseases. Covid outbreaks are discussed later in report.

Outbreaks of gastrointestinal illness unknown cause

	Date
	Ward
	No. of patients
	No, of staff

	April 2024
	Orchards
	5 
	0

	April 2024
	Fern
	4
	1

	May 2024
	Heather
	2
	0

	May 2024
	Fern
	2
	1

	May 2024
	Ruby
	9
	4

	November 2024
	Ruby
	4
	0

	December 2024
	Bluebell
	3
	1

	February 2025
	Woodchurch
	4
	0

	February 2025
	Sevenscore
	8
	4




Surveillance

All infections are reported to the infection control team. Notable infections include:
•	1 Candidozyma Auris (Candida Auris) – transferred from London hospital
	

13. MRSA screening

The Department of Health and Social Care (DHSC) requires all NHS trusts to record methicillin-resistant staphylococcus aureus (MRSA) screening data for elective and emergency admissions. Within mental health, there are no elective patients; therefore, the DHSC has identified incidents of greater clinical risk for admissions to Mental Health providers.

The screening criterion for new admissions within KMPT is as follows:

· service users who are admitted to mental health wards or units having had surgery or any surgical procedures
· any service user who was transferred from an acute trust
· service users who misuse drug intravenously
· service users who self-harm
· service users with chronic wounds, e.g. leg ulcers or have a catheter or any other indwelling device.

MRSA screening figures 

MRSA screening figures are discussed at each Trust wide Infection Prevention Control Group meeting with actions to Directorate representatives in those areas that have reduced levels of screening.

The target for MRSA screening is 100%, but due to the nature of our service users’ mental health presentation, people may refuse the swabbing procedure at times. This is monitored via the Infection Prevention and Control team.

Table 5- MRSA screening compliance
 


MRSA bacteraemia
There were no reported cases of MRSA bacteraemia (MRSA bloodstream infection) during this time period. The last case reported was October 2011.

14.   Sepsis

Sepsis is a medical emergency with a high mortality rate. It is often under-recognised and frequently under-treated. The successful management of sepsis requires a high index of suspicion and early recognition. Patients cared for within their own home or within inpatient settings must be identified and treatment initiated quickly to improve outcomes.

Sepsis awareness is promoted in the organisation by annual training updates for clinical staff within Cardio Pulmonary Resuscitation (CPR) and Immediate life support (ILS) training in conjunction with the Sepsis screening tool on our NEWS2 (National Early Warning Score) charts. There is also a sepsis policy available for reference on the Trust’s intranet. 

There were 3 reported incidences of suspected sepsis within the Trust for 2024-2025. This is the same as the 2023-2024 period which indicates an increased in awareness. All patients were identified using NEWS 2 and transferred in a timely manner to the local Acute hospital for management.

15.   Decontamination

The IPC team work closely with the Medical Devices Co-ordinator to ensure that sufficient guidance is available to staff on the safe methods of decontamination for medical devices.
This is to protect all staff and service users from the transmission of micro-organisms from medical devices, associated consumables and materials used in the physical assessment, treatment, diagnosis and care of our service users.

Cleaning report summary

Many sites are consistently achieving high scores and the overall standards across KMPT are high. There are still some Estates matters that can decrease the scores and where there have been shortfalls in staffing, this has been noticeable and has also affected the scores. Action plans continue to be put into place when there are sites that do not reach their target scores. 
Bedroom audits across the Trusts are now taking place and there is improvement with cleanliness. Throughout 2024-25 this will continue to be monitored and scores reported to ensure that we are maintaining cleaning standards in all areas across the Trust.

Full cleaning report can be found in Appendix C

16.   Seasonal influenza campaign

The CQUIN target for the 2024/2025 Flu campaign was set at 90%. Uptake has been challenging this year, and staff report issues such as concerns around side effects and not liking needles as well as allergies or medical concerns. InFLUencers have worked remarkably hard to achieve 40% CQUIN.  A decrease from the 2023/2024. The table below shows percentages of staff vaccinated per Directorate.

Table 6- Total staff vaccinated 2024-2025




Covid19 Pandemic 

Coronavirus disease (COVID-19) is an infectious disease caused by severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2). 

The World Health Organisation declared Covid 19 a pandemic on 11th March 2020. The IPC team provide expert advice and guidance for the organisation, in conjunction with Department of health guidelines, and develop and review many standard operating procedures to provide guidance to the Trust. They liaise directly with colleagues across the Kent and Medway network and the UK as a whole. 
The table below shows confirmed cases of Covid 19 in both our inpatient and community caseloads. We no longer record suspected Covid19 cases and only record positive cases in relation to an outbreak. 
Table 7- Confirmed Covid-19 cases

[image: ]

Covid 19 swabbing is now only required for those who are eligible for Covid 19 treatment.

All patients are swabbed and isolated following government recommended timeframes, these have changed a number of times during 2024-2025 and these have been implemented in a timely manner. 

In response to the pandemic, KMPT developed a number of systems and processes to manage the Covid 19 pandemic. These were established in conjunction with the National Major incident level 4 response led by NHS England and Public Health England. Within the Trust a range of standard operating procedures were developed and approved. The IPC team worked collaboratively with the information and performance team to identify suspected and positive Covid patients via RiO, KMPT’s web-based clinical system. Many SOPs have been archived as we move more to pre-pandemic working. 

Outbreaks are defined as two or more cases on a ward/unit of the same type related in time and place. KMPT saw 5 Covid outbreaks across inpatient and community-based services, affecting 15 patients and 6 staff. These were monitored closely by the IPC team who provided support and guidance to manage the outbreak with regards to ventilation, PPE use and increased testing for all staff and patients. None of these patients were eligible for Covid 19 treatments and swabbing guidance had to be reiterated to matrons, ward managers and ward staff.

These outbreaks are investigated using the PSIRF process. Any actions identified were completed and lessons learned communicated back to the ward.  

Fit testing

Due to the publication of the New IPC Manual in April 2022 and revised AGP list; KMPT no longer undertakes any AGP’s. The IPC team hold a list of registered Fit testers, should the need arise for additional fit testing. The IPC team continue to hold sessions for fit testing. We are awaiting the NHSE resilience guidance for mental health.



17.   Conclusion

Within 2024-2025, the IPC team maintained and improved the standards of care for our patients in relation to infections despite significant staff shortages. 

Auditing current infection prevention and control systems, processes and practice ensures a continual progression of quality improvement. This results in change to clinical practice and makes certain that all staff are trained to a high standard. This has been achieved by working collaboratively with internal and external stakeholders across the whole system. 
Operational teams across the organisation are working collaboratively to provide and disseminate information and offer support to all staff in regards to infection control measures.   
The infection control team continue to support monitoring for infections across the Trust. KMPT staff are to be commended for their resilience and care for our clients. 

[bookmark: _Hlk137026874]Appendix A- Infection Prevention and control Team work Plan 2025-2026






Appendix B- KMPT board assurance framework 2025/2026




Appendix C- Cleaning report 




Appendix D- Mattress audit










Appendix E- COVID-19 Standard Operating Procedures
· Management of patients with symptoms of COVID 19 on an inpatient ward
· Staff Testing SOP (previously Test and Trace SOP)
· [bookmark: _Hlk200012618]COVID medicines delivery unit (CMDU) Treatment referral form





















Appendix F- Kent and Medway Integrated Care Board Infection Prevention and Control (KMICB) Surveillance Visit 
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AMR Compliance end of April 2025 

[VALUE]
[VALUE]
[VALUE]
[VALUE]
[VALUE]
[VALUE]

Acute Directorate	East Kent Directorate	Forensics and Specialist Services Directorate	North Kent Directorate	West Kent Directorate	Support Services	0.95220588235294101	0.95510204081632655	0.97222222222222221	0.91304347826086951	0.95744680851063835	0.78700000000000003	

Annual MRSA screening compliance


Acute 	Forensic and Specialist	0.83	1	

Total Staff Vaccinated 2024-2025


380 Acute Directorate	380 East Kent Directorate	380 Forensics and Specialist Services Directorate	380 North Kent Directorate	380 Support Services	380 West Kent Directorate	0.44525547445255476	0.36842105263157893	0.38855421686746988	0.4034229828850856	0.28947368421052633	0.45187165775401067	
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IPC annual workplan 25-26.xlsx
Introduction



This workplan has been developed by the Kent and Medway NHS and Social Care Partnership Trust Infection Prevention and Control Matron in conjunction with the Deputy Director of Infection Prevention and control.

It is a tool to assign tasks, manage workflow and track various components and milestone deadlines to ensure succesful completion. 
It sets demonstrable objectives and measurable deliverables that transform in to actions.

The IPC team work collaboratively with other teams within KMPT and the wider ICS to complete some components. 



Plan

		Category		Ref		Activity		Lead		Completion date		Comments 		Objective		Evaluation

		1. Training		1.1		IPC Link practitioner training		Matron for IPC & Physical Health/IPC team		Quarterly		Training includes:
MRSA
Sepsis
Scabies
Headlice
bedbugs
HIV
HepB and C
wound Care
Antimicrobial resistance
Flu
IPC Basics
Role of link practitioner
Waste
Decontamination
Covid
C Auris		Develop and maintain competent IPC link champions across the organisation to increase awareness of IPC on their wards and help staff to feel supported and motivated to improve practice		Improved audit scores
Supported staff
Team of competent Link Champions

				1.2		Provide ad hoc, ward based training		Matron for IPC & Physical Health/IPC team		As per request, follwing incidents ot identified learning opportunity		Topics as requested from list above		Provide real time, real problem training on wards		Improved patient outcomes
Knowledgeable staff

				1.3		Support InFLUencer flu training		Corporate Head of Nursing/Senior IPC & Physical Health Nurse/Matron for IPC & Physical Health		Annually July-March		Ensure updated UKSHA training is used for InFLUencers
Provide 'shadowing' to new InFLUencers if required		Train a team of InFLUencers to support staff flu vaccinations		Succesful flu campaign 

				1.4		Support InFLUencer flu process training		Corporate Head of Nursing/Senior IPC & Physical Health Nurse/Matron for IPC & Physical Health		Annually		Provid KMPT process training to InFLUencers to enable safe, effective use of vaccines. 		Train a team of InFLUencers to support staff flu vaccinations		Succesful flu campaign 



		2. Audit		2.1		MRSA screening audit		Matron for IPC & Physical Health/IPC Team		Monthly		Team to assist wards to submit audit		To improve MRSA screening and awareness of policy 		Improved identification of MRSA cases
Improved audit scores

				2.2		Catheter Audit		Matron for IPC & Physical Health/IPC Team		Monthly		Team to assist wards to submit audit		To identify urinary catheters within KMPT inpatient services		Improved identification of cathters leading to improved patient care and outcomes

				2.3		Mattress Audit		Matron for IPC & Physical Health/IPC Team		Annually- June		Team to assist wards to submit audit		To identify condemned mattresses within KMPT inpatient services		Improved comfort for patients
Amount of non compliant mattresses reduced

				2.4		Trustwide IPC audit		Matron for IPC & Physical Health/IPC Team		Annually- Feb-March		Team to undertake majority of audits and assist with remaining		To ensure IPC compliance to HSCA 		Improved buildings compliance to IPC
Improved complaince to IPC policies
Improved audit scores


				2.6		Covid Spotlight		Matron for IPC & Physical Health/IPC Team		Quarterly		Team to undertake quarterly audits		Ensure compliance to Covid policy		Early identification of covid cases
Improved management of cases

				2.7		PLACE 		Matron for IPC & Physical Health/IPC Team/ Faciltites		Annually		Team to attend PLACE (Patient- Led Assessments of Care Environment)  audits with facilities		provide motivation for improvement by providing a clear message, directly from patients, about how the environment or services might be enhanced		Improved patient environments and patient satisfaction surveys



		3. Data review		3.1		Sepsis incidences		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse		Ongoing		Datix incidences reviewed in real time and noted in Board reports		Support incidences
Improve outcomes		Reduced incidences
Early identifcation
improved patient outcomes

				3.2		Needlestick incidences		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse		Ongoing		Datix incidences reviewed in real time and noted in Board reports		Support incidences
Improve outcomes
Identify learning needs		Reduced incidences


				3.5		Training compliance		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse		Quarterly		Review training compliance data and liaise with HONs re compliance issues		Ensure compliance to training requirements
Identify learning needs		Targets achieved

				3.6		Antimicrobial prescribing		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse		Daily		Monitor antimicrobial prescribing in line with policy. Advise accordingly		Ensure compliance to antimicrobial policy
Improve outcomes		Improved compliance to policy
Identify training needs
Improved patient outcomes



		4. Meetings		4.1		Trustwide Patient safety and Mortality group		Chief Nurse/Deputy Chief Nurse		Bi-monthly		Quarterly IPC report shared and discussed.  Changes to policies discussed with feedback and later ratified.		Apprise internal stakeholders of IPC issues
Policy ratification		Policies ratified accordingly

				4.2		Trustwide Infection prevention and control meeting		Deputy Chief Nurse/Matron for IPC & Physical Health		Bi-monthly		Presentation of IPC Board reports, cleaning, facilities, PLACE and waste management reports. 
Discussion of any other IPC issues and or guidance changes
Flu campaign updates		Apprise internal stakeholders of IPC issues
		Issues raised and rectified

				4.3		Trustwide water meeting		Estates Water Safety Lead		Every 4 months		Water management reporting and water resilience		Apprise internal stakeholders of IPC issues
		Issues raised and rectified

				4.4		Senior nurse leadership forum		Chief Nurse/Deputy Chief Nurse		Bi-monthly		Nursing and practice topics presented and discussed		Apprise internal stakeholders of IPC issues
		Issues raised and rectified

				4.5		EPRR meeting		Emergency Preparedness and Resilience Lead		Quarterly		Look at EPRR planning for the Trust and monitor new and emerging threats		Apprise internal stakeholders of IPC issues
		Issues raised and rectified

				4.6		Trustwide physical health meeting		Corporate Head of Nursing/Deputy Chief Nurse		Bi-monthly		PH Plan discussed
Medical devices, EME service including approving new medical devices, incidents
Resuscitation and emergnecy discussions
Falls discussion escaleted via trust wide falls meeting
Pressue ulcer and wounds, cardio metabolic assessments PH for SMI (compliance)		Apprise internal stakeholders of IPC issues
		Issues raised and rectified

				4.7		Flu planning		Corporate Head of Nursing/Deputy Chief Nurse		Monthly		Ongoing planning and performance meeting on staff flu campaign		Provide an effective staff flu campaign to  meet government targets		High percentage of staff vaccinated

				4.8		Corporate meeting		Deputy Chief Nurse		weekly				Apprise internal stakeholders of IPC issues 
		Issues raised and rectified

				4.9		Infection prevention society Mental health special interest Group		Matron for IPC & Physical Health		Monthly				Shared learning and innovative ideas.
Support and discussion

				4.1		London Mental Health IPC Leads meeting		Matron for IPC & Physical Health		Weekly				Shared learning and innovative ideas.
Support and discussion

				4.11		South East Infection Prevention and control meeting		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse		Fortnightly				Shared learning and innovative ideas.
Support and discussion

				4.12		Antimicrobial medicines optimisation meeting		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse		Bi-monthly				the group will deliver an effective Kent and Medway wide strategy to promote the rational, high quality, safe and cost effective prescribing of antimicrobial agents within the Kent and Medway Healthcare Economy.



		5. Schedule 4		5.1		Contractual reporting		Matron for IPC/Senior IPC & Physical Health Nurse		Quarterly via Board reports		Evidence of compliance is provided via the Quarterly Board report		Apprise external stakeholders of IPC acitivies and compliance		Contractual obligations met



		6. ICS collaboration		6.1		IPC strategy group		ICS Lead		Monthly		ICS IPC leaders working colloboratively to produce a strategy		Collaborative system working		To be recognised as an outstanding, innovative system empowering all Health and Social Care providers to deliver effective IPC

				6.2		Kent IPC meeting		ICS Lead		Fortnightly				Shared learning and innovative ideas.
Network support and discussion



		7. Reports		7.1		Quarterly board report		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse/Corporate Head of Nursing/Deputy Chief Nurse		Quarterly				Provide assurance and oversight to the Board regarding risks, achievements and all areas required for the Health and Social Care act		Board fully assured and remedial activities actioned 

				7.2		Annual DIPC Report		Matron for IPC & Physical Health/Corporate Head of Nursing/Deputy Chief Nurse/Chief nurse		Annually- June				Provide assurance and oversight to the Board regarding risks, achievements and all areas required for the Health and Social Care act		Board fully assured and remedial activities actioned 

				7.3		Annnual Audit report		Matron for IPC & Physical Health/Corporate Head of Nursing/Deputy Chief Nurse/Chief nurse		Annually- May				Analyse data from annual audit of all areas in relation to compliance to The Code of Practice under the Health and Social Care Act		Improved compliance with IPC policies



		8. Awareness days		8.1		World health day		IPC Team		7th April		In person stand across the Trust, Dartford, Maidstone and Canterbury		provide information for staff on relevant IPC concerns		Well attended event

				8.2		Hand hygiene day		IPC Team		5th May		In person stand across the Trust, Dartford, Maidstone and Canterbury		provide information for staff on relevant IPC concerns		Well attended event

				8.3		Glove awareness week		IPC Team		1st week of may		In person stand across the Trust, Dartford, Maidstone and Canterbury		provide information for staff on relevant IPC concerns		Well attended event

				8.4		Sepsis day		IPC Team		13th September		In person stand across the Trust, Dartford, Maidstone and Canterbury		provide information for staff on relevant IPC concerns		Well attended event

				8.5		TB day		IPC Team		24th March		In person stand across the Trust, Dartford, Maidstone and Canterbury		provide information for staff on relevant IPC concerns		Well attended event

				8.6		Immunisation week		IPC Team		24th-30th April		In person stand across the Trust, Dartford, Maidstone and Canterbury		provide information for staff on relevant IPC concerns		Well attended event

				8.7		Hepatitis day		IPC Team		28th July		In person stand across the Trust, Dartford, Maidstone and Canterbury		provide information for staff on relevant IPC concerns		Well attended event

				8.8		Patient safety day		IPC Team		17th September		In person stand across the Trust, Dartford, Maidstone and Canterbury		provide information for staff on relevant IPC concerns		Well attended event

				8.9		Antimicrobial awareness week 		IPC Team		18th-24th Nov		In person stand across the Trust, Dartford, Maidstone and Canterbury		provide information for staff on relevant IPC concerns		Well attended event

				8.1		Aids Day		IPC Team		1st Dec		In person stand across the Trust, Dartford, Maidstone and Canterbury		provide information for staff on relevant IPC concerns		Well attended event

				8.11		World Oral health day		IPC Team		20th March		In person stand across the Trust, Dartford, Maidstone and Canterbury		provide information for staff on relevant IPC concerns		Well attended event

				8.12		Diabetes day		IPC Team		14th Nov		In person stand across the Trust, Dartford, Maidstone and Canterbury		provide information for staff on relevant IPC concerns		Well attended event

				8.13		Infection prevention and control week 		IPC Team		16-22nd October		In person stand across the Trust, Dartford, Maidstone and Canterbury		provide information for staff on relevant IPC concerns		Well attended event



		10. Policies, SOPs and leaflets		10.1		ANTT		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse/ PDN		3 yearly or as required- March 2028		Review and update information and guidance as required		Ensure Trust has policies for HSCA requirements		policies maintained for accuracy

				10.2		CJD		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse/ PDN		3 yearly or as required- Due July 2025		Review and update information and guidance as required		Ensure Trust has policies for HSCA requirements		policies maintained for accuracy

				10.3		Human Infestation		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse/ PDN		3 yearly or as required- Due March 2028		Review and update information and guidance as required		Ensure Trust has policies for HSCA requirements		policies maintained for accuracy

				10.4		Antimicrobial		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse/ PDN		3 yearly or as required- Due May 2026		Review and update information and guidance as required		Ensure Trust has policies for HSCA requirements		policies maintained for accuracy

				10.5		Matress and pillow		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse/ PDN		3 yearly or as required- Due March 2026		Review and update information and guidance as required		Ensure Trust has policies for HSCA requirements		policies maintained for accuracy

				10.6		IPC 		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse/ PDN		3 yearly or as required- Due May 2026		Review and update information and guidance as required		Ensure Trust has policies for HSCA requirements		policies maintained for accuracy

				10.7		Management of a patient with a transmissible infection		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse/ PDN		3 yearly or as required- Due January 2026		Review and update information and guidance as required		Ensure Trust has policies for HSCA requirements		policies maintained for accuracy

				10.8		Management of a patient with a multi drug resistant micro-organism		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse/ PDN		3 yearly or as required- Due March 2026		Review and update information and guidance as required		Ensure Trust has policies for HSCA requirements		policies maintained for accuracy

				10.9		MRSA screening		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse/ PDN		3 yearly or as required- Due January 2026		Review and update information and guidance as required		Ensure Trust has policies for HSCA requirements		policies maintained for accuracy

				10.1		Standard and Transimissable precautions		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse/ PDN		3 yearly or as required- Due March 2026		Review and update information and guidance as required		Ensure Trust has policies for HSCA requirements		policies maintained for accuracy

				10.15		Book toys and Games		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse/ PDN		3 yearly or as required- Due May 2027				Ensure Trust has policies for HSCA requirements		policies maintained for accuracy

				10.12		Taking specimens		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse/ PDN		3 yearly or as required- Due January 2026		Review and update information and guidance as required		Ensure Trust has policies for HSCA requirements		policies maintained for accuracy

				10.13		Safe Management of sharps and sharps injury		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse/ PDN		3 yearly or as required- Due March 2028		Review and update information and guidance as required		Ensure Trust has policies for HSCA requirements		policies maintained for accuracy

				10.14		Decontamination		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse/ PDN		3 yearly or as required- Due July 2027		Review and update information and guidance as required		Ensure Trust has policies for HSCA requirements		policies maintained for accuracy

				10.16		Reducing the risk of infection- a guide for patients		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse/ PDN		3 yearly or as required-  Due October 2027		Review and update information and guidance as required		Provide up to date information for patients, staff and visitors		Updated as required with evidence based information 

				10.17		Reducing the risk of infection- a guide for visitors		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse/ PDN		3 yearly or as required-  Due October 2027		Review and update information and guidance as required		Provide up to date information for patients, staff and visitors		Updated as required with evidence based information 

				10.18		Infection preventionand control Aide Memoir		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse/ PDN		3 yearly or as required-  Due October 2027		Review and update information and guidance as required		Provide up to date information for patients, staff and visitors		Updated as required with evidence based information 

				10.19		Hand hygiene leaflet		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse/ PDN		3 yearly or as required-  Due October 2027		Review and update information and guidance as required		Provide up to date information for patients, staff and visitors		Updated as required with evidence based information 

				10.2		What is Clostridium difficile?		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse/ PDN		3 yearly or as required-  Due October 2027		Review and update information and guidance as required		Provide up to date information for patients, staff and visitors		Updated as required with evidence based information 

				10.21		what is MRSA?		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse/ PDN		3 yearly or as required-  Due October 2027		Review and update information and guidance as required		Provide up to date information for patients, staff and visitors		Updated as required with evidence based information 

				10.22		Use of Fans in KMPT Standard Operating Procedure		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse/ PDN		3 yearly or as required- Due July 2026		Review and update information and guidance as required		Provide up to date information for patients, staff and visitors		Updated as required with evidence based information 

				10.23		Guidance for Isolation and ending Isolation of a Patient in an Inpatient Ward		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse/ PDN		As required		Review and update information and guidance as required		Provide up to date information for patients, staff and visitors		Updated as required with evidence based information 

				10.24		Antimicrobial Resistance Leaflet		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse/ PDN		3 yearly or as required- Due Dec 2026		Review and update information and guidance as required		Provide up to date information for patients, staff and visitors		Updated as required with evidence based information 



		11. Surveillance of alert organisms and conditions		11.1		Monitor cases of infectious illness		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse		Daily				monitor via IC reporting forms, report as reqiured to UKSHA, monitor clusters of communicable disease. 		outbreaks identified and appropriately managed



		12. PSIRF		12.1		Support both ward managers and Patient safety team with PSIRF process		Matron for IPC & Physical Health		As required				Provide expert input into SI's and RCA's



		13. Outbreak management		13.1		Co-ordinate outbreak management		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse		As required 				Advise and review all suspected outbreaks of infectious disease
Provide expert advice on management
Ensure that the IPC database is kept up to date and reporting is accurate.
Attend debrief meeting after an outbreak and disseminate any lessons learned		outbreaks managed appropriately



		14. IPC Link Practioners		14.1		To continue to recruit new Link Practitioners from operational care groups and to maintain a database for every area		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse		As required		provide an opportunity for staff with a keen interest in IPC, to enhance their personal and professional practice, whilst developing skills and manage change. 
Ensure each area/team has an identified Link Practitioner		Develop and maintain competent IPC link champions across the organisation to increase awareness of IPC on their wards and help staff to feel supported and motivated to improve practice		Team of competent Link Champions

				14.2		To provide coaching to all Link Practitioners 		Matron for IPC & Physical Health/IPC Team		As required		Provide guidance on how to develop skills and enhance their practice to provide IPC knowledge and support for colleagues		Ensure Link Champions feel supported 

				14.3		To hold regular Link Practitioners Study Days		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse		Quaterly		Provide education on IPC topics		Develop and maintain competent IPC lnk champions acorss the organisation to increase wareness of IPC on their wards and help staff to feel supported and motivated to improve practice		Improved audit scores
Supported staff
Team of competent Link Champions

				14.4		To provide regular communications and briefings to Link Practitioners via email		PDN/Matron for IPC & Physical Health/IPC Team		Monthly				Send regular emails with policy or procedure changes, study day opportunities and general support messaging		Engaged IPC link champions

				14.5		IPC monthly Newsletter		PDN/Senior IPC & Physical Health Nurse/ PDN		Monthly		Provide edcuation and updates on IPC topics		Update Links on IPC 		Engaged IPC link champions



		15. New builds and refurbishments		15.1		Attend all relevant meetings and advise on Health and Social Care Act requirements for IPC		Matron for IPC & Physical Health/Senior IPC & Physical Health Nurse		As required 		Ensure buildings and refurbs meet HSCA and HTM requirements		Ensure buildings and refurbs meet HSCA and HTM requirements		buildings meet HSCA and HTM requirements with IPC



		16. Procurement		16.1		Make recommendations available for approved products used		Matron for IPC & Physical Health		As required 				to standardise products and practice across organisation

				16.2		To keep preferred list of products up to date		Matron for IPC & Physical Health		As required 				to standardise products and practice across organisation



		17. Internal collaboration		17.1		Provide flu vaccinations for staff 		Corporate Head of Nursing/IPC team		September- March		provide flu clinics for KMPT staff to obtain their flu vaccination				large percentage of KMPT staff vaccinated each year

				17.2		Estates and facilities 		Matron for IPC & Physical Health/Senior Infection control nurse		As required		collaborative working regarding waste management, cleaning and remedial works. Account to IPC via IPCC and water mangement group

				17.3		Communications		Matron for IPC & Physical Health/Senior Infection control nurse		As required		work with communications team on internal and external communications on IPC topics such as covid, covid vaccination, flu vaccination
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The National Infection Prevention and Control board assurance framework (‘the framework’) is issued by NHS England for use by organisations to enable them to respond using an evidence-based approach to maintain the safety of patients, services users, staff and others. The framework is for use by all those involved in care provision in England and can be used to provide assurance in NHS settings or settings where NHS services are delivered.  This framework is not compulsory but should be used by organisations to ensure compliance with infection prevention and control (IPC) standards (unless alternative internal assurance mechanisms are in place). 

The purpose of the framework is to provide an assurance structure for boards against which the system can effectively self-assess compliance with the measures set out in the National Infection Prevention and Control Manual (NIPCM), the Health and Social Care Act 2008: code of practice on the prevention and control of infections, and other related disease-specific infection prevention and control guidance issued by UK Health Security Agency (UKHSA). 

The aim of this document is to identify risks associated with infectious agents and outline a corresponding systematic framework of mitigation measures.  

The framework should be used to assure the executive board or equivalent, directors of infection prevention and control, medical directors, and directors of nursing of the assessment of the measures taken in line with the evidence based recommendations of the NIPCM (or whilst the NIPCM is being implemented) including the relevant criterion outlined in the Health and Social Care Act 2008: code of practice on the prevention and control of infections. The outcomes can be used to provide evidence to support improvement and patient safety.  The adoption and implementation of this framework remains the responsibility of the organisation and all registered care providers must demonstrate compliance with the Health and Social Care Act 2008. This requires demonstration of compliance with the ten criteria outlined. 
 
 If  the criterion is not applicable within an organisation or setting for example, ambulance services then select not applicable option. 


https://www.england.nhs.uk/national-infection-prevention-and-control-manual-nipcm-for-england/https://www.gov.uk/government/publications/the-health-and-social-care-act-2008-code-of-practice-on-the-prevention-and-control-of-infections-and-related-guidance
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				Primary care, community care and outpatient settings

				Acute Inpatient areas
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  Legislative framework



The legislative framework required to protect patients, service users, staff and others from avoidable harm in a healthcare setting is detailed in the Health and Social Care Act 2008: code of practice on the prevention and control of infections, the duty of care and responsibilities are set out in the Health and Safety at Work Act 1974, and associated regulations for employers and employees.

Local risk assessment processes are central to protecting the health, safety and welfare of patients, service users, staff and others under relevant legislation. This risk assessment process (primary care, community care and outpatient settings, acute inpatient areas, and primary and community care dental settings) has been designed to support services in identifying hazards and risks, and includes guidance on measures that should be maintained to improve and provide safer ways of working by balancing risks appropriately.  Where it is not possible to eliminate risk, organisations must assess and mitigate risk and provide safe systems of work using the risk assessment process and the organisation’s governance processes.  


https://www.gov.uk/government/publications/the-health-and-social-care-act-2008-code-of-practice-on-the-prevention-and-control-of-infections-and-related-guidancehttps://www.legislation.gov.uk/ukpga/1974/37/contentshttps://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fwww.england.nhs.uk%2Fwp-content%2Fuploads%2F2022%2F04%2FC1694-Practical-Steps-towards-completing-local-risk-assessment-Primary-care-community-care-and-outpatient-sett.docx&wdOrigin=BROWSELINKhttps://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fwww.england.nhs.uk%2Fwp-content%2Fuploads%2F2022%2F04%2FC1694-Practical-Steps-towards-completing-local-risk-assessment-acute-inpatient-areas-version-4.docx&wdOrigin=BROWSELINKhttps://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fwww.england.nhs.uk%2Fwp-content%2Fuploads%2F2022%2F04%2FC1693-Dental-framework-Supporting-Guidance-for-Primary-and-Community-Care-Dental-Settings-version-3-2.docx&wdOrigin=BROWSELINK
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 Instructions for use 


 
The adoption and implementation of the National Infection Prevention and Control Board Assurance Framework remains the responsibility of the organisation and all registered care providers must demonstrate compliance with the Health and Social Care Act 2008. This requires demonstration of compliance with the ten criteria outlined in the Act. 
 
The Board Assurance Framework worksheet is ordered by the ten criteria of the Act and allows for evidence of compliance, gaps in compliance, mitigations, and comments to be recorded in a text format. 
 
The compliance rating column allows for the selection of a RAG rating for each criteria using a drop down list. Specifically: not applicable, non-compliant, partially compliant, compliant. 
 
Once options have been selected a summary plot for each criteria is generated automatically, which are displayed in the corresponding worksheet. The overall RAG status for an organisation/provider across all ten criteria is shown in plots under the summary worksheet.
 
N.B. Use of the framework is not compulsory but should be used by organisations to ensure compliance with infection prevention and control (IPC) standards (unless alternative internal assurance mechanisms are in place). In addition, not all of the criteria outlined in the framework will be relevant or applicable to all organisations or settings.



Please note: Specific URL's referred to in the document can be accessed via the ' Hyperlinks included in the BAF' tab. Or alternatively, can be accessed by clicking here.  
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Board Assurance Framework

		Infection Prevention and Control board assurance framework v0.3

				Key Lines of Enquiry		Evidence		Gaps in Assurance		Mitigating Actions		Comments		Compliance rating

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

		Organisational or board systems and process should be in place to ensure that:

		1.1		There is a governance structure, which as a minimum should include an IPC committee or equivalent, including a Director of Infection Prevention and Control (DIPC) and an IPC lead, ensuring roles and responsibilities are clearly defined with clear lines of accountability to the IPC team.  		Infection prevention and control group meets bi monthly. TWIPCG
Consists of DIPC, DDIPC, IPC Matron, Heads of nursing, facilities and estates staff, ICB representation								3. Compliant						0

		1.2		There is monitoring and reporting of infections with appropriate governance structures to mitigate the risk of infection transmission. 		All infection reported to IPC via an electronic form to IPC email. 
This is reported at TWIPCG								3. Compliant				1. Non-compliant		0

		1.3		That there is a culture that promotes incident reporting, including near misses, while focusing on improving systemic failures and encouraging safe working practices, that is, that any workplace risk(s) are mitigated maximally for everyone.		Staff are encouragred to report all infection control incidents via InPhase								3. Compliant				2. Partially compliant		0

		1.4		They implement, monitor, and report adherence to the NIPCM.		Adherence to the 10 elements of SICPs and TBP's within the NICPM is monitored and reported via: 3 monthly inpatient spotlight audits
Annual IPC  audit
Monthly hand hygiene audit								3. Compliant				3. Compliant		7

		1.5		They undertake surveillance (mandatory infectious agents as a minimum) to ensure identification, monitoring, and reporting of incidents/outbreaks with an associated action plan agreed at or with oversight at board level.		MRSA screening policy implemented
Outbreak policy implemented
All infections reported to IPC via email

All infections and MRSA screening reported in Quarterly report and taken to Board for oversight								3. Compliant

		1.6		Systems and resources are available to implement and monitor compliance with infection prevention and control as outlined in the responsibilities section of the NIPCM.		Policies in place covering aspects of HSCA
Clear IPC governance structure in overarching IPC Policy
TWIPC meetings include cleanliness and water safety reports
Annual IPC training for all staff- monthly audit
Annual audit of IPC practices and policies
PLACE audit
Reports to Board
								3. Compliant

		1.7		All staff receive the required training commensurate with their duties to minimise the risks of infection transmission.		Annual IPC training for all staff- monthly audit								3. Compliant

		1.8		There is support in clinical areas to undertake a local dynamic risk assessment based on the hierarchy of controls to prevent/reduce or control infection transmission and provide mitigations. (primary care, community care and outpatient settings, acute inpatient areas, and primary and community care dental settings)		NA								0. Not applicable

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

		System and process are in place to ensure that: 

		2.1		There is evidence of compliance with National cleanliness standards including monitoring and mitigations  (excludes some settings e.g. ambulance, primary care/dental unless part of the NHS standard contract these setting will have locally agreed processes in place).  		Robust cleaning procedures and trained staff are in place. 
There are up to update SOPs on cleaning
Monthly audit plans discussed at TWIPC meetings and reported in Board reports								3. Compliant						0

		2.2		There is an annual programme of Patient-Led Assessments of the Care Environment (PLACE) visits and completion of action plans monitored by the board. 		PLACE visits established								3. Compliant				1. Non-compliant		0

		2.3		There are clear guidelines to identify roles and responsibilities for maintaining a clean environment (including patient care equipment) in line with the national cleanliness standards.		Cleaning policies in place
Mandatory IPC training and local training for staff 
Cleaning teams work closely with clinical staff to cleaning schedules and cleaning areas of suspected and confirmed infectious cases								3. Compliant				2. Partially compliant		1

		2.4		There is monitoring and reporting of water and ventilation safety, this must include a water and ventilation safety group and plan.        2.4.1 Ventilation systems are appropriate and evidence of regular ventilation assessments in compliance with the regulations set out in HTM:03-01.
2.4.2 Water safety plans are in place for addressing all actions highlighted from water safety risk assessments in compliance with the regulations set out in HTM:04-01.		Water safety group established 		No water safety strategy

No ventilation group or strategy		Water safety group meets every 4 months for oversight on water safety compliance. Quarterly report provided in Board report		Both ventilation and water safety strategy being developed by Estates and facilities.		2. Partially compliant				3. Compliant		8

		2.5		There is evidence of a programme of planned preventative maintenance for buildings and care environments and IPC involvement in the development new builds or refurbishments to ensure the estate is fit for purpose in compliance with the recommendations set out in HBN:00-09 		Estates and facilities report on PPM's in TWIPC group and water safety group
IPC attend all meetings for new builds and refurbishments								3. Compliant

		2.6		The storage, supply and provision of linen and laundry are appropriate for the level and type of care delivered and compliant with the recommendations set out in HTM:01-04 and the NIPCM.		Linen policy in place								3. Compliant

		2.7		The classification, segregation, storage etc of healthcare waste is consistent with HTM:07:01 which contains the regulatory waste management guidance for all health and care settings (NHS and non-NHS) in England and Wales including waste classification, segregation, storage, packaging, transport, treatment, and disposal.		Waste management policy in place								3. Compliant

		2.8		There is evidence of compliance and monitoring of decontamination processes for reusable devices/surgical instruments as set out in HTM:01-01, HTM:01-05, and HTM:01-06.		Decontamination checklist established and audited via Annual IPC audit								3. Compliant

		2.9		Food hygiene training is commensurate with the duties of staff as per food hygiene regulations. If food is brought into the care setting by a patient/service user, family/carer or staff this must be stored in line with food hygiene regulations. 		Food hygiene policy in place
Hazard Analysis Critical Control Points in place								3. Compliant

		3. Ensure appropriate antimicrobial stewardship to optimise service user outcomes and to reduce the risk of adverse events and antimicrobial resistance  

		Systems and process are in place to ensure that:

		3.1		If antimicrobial prescribing is indicated, arrangements for antimicrobial stewardship (AMS) are maintained and where appropriate a formal lead for AMS is nominated. 		All antimicrobial prescriptions are monitored by pharmacy and IPC.
Pharmacists receive all information concerning antibiotic prescribing and challenge outside first line treatment
Antimicrobial stewardship policy in place 		No AMS Lead		IPC attend the Antimicrobial Medicines Optimisation Group to deliver an effective Kent and Medway wide strategy to promote the rational, high quality, safe and cost effective prescribing of antimicrobial agents within the Kent and Medway Healthcare Economy.				2. Partially compliant						0

		3.2		The board receives a formal report on antimicrobial stewardship activities annually which includes the organisation’s progress with achieving the UK AMR National Action Plan goals.		Annual IPC report and quarterly reports 								3. Compliant				1. Non-compliant		1

		3.3		There is an executive on the board with responsibility for antimicrobial stewardship  (AMS), as set out in the UK AMR National Action Plan.		Chief Medical Officer as DIPC has responsibility for AMS								3. Compliant				2. Partially compliant		2

		3.4		NICE Guideline NG15 ‘Antimicrobial Stewardship: systems and processes for effective antimicrobial medicine use’ or Treat Antibiotics Responsibly, Guidance, Education, Tools (TARGET) are implemented and adherence to the use of antimicrobials is managed and monitored:
•	to optimise patient outcomes.
•	to minimise inappropriate prescribing. 
•	to ensure the principles of Start Smart, Then Focus are followed.		Antimicrobial stewardship policy in place
All Antimicrobial prescriptions are monitored by pharmacy and IPC.
Antimicrobial use reported in Board report		No AMS lead		Are suggesting 3 yearly AMR eLearning

Options paper developed for AMS lead
				2. Partially compliant				3. Compliant		3

		3.5		Contractual reporting requirements are adhered to, progress with incentive and performance improvement schemes relating to AMR are reported to the board where relevant, and boards continue to maintain oversight of key performance indicators for prescribing, including: 
•	total antimicrobial prescribing.
•	broad-spectrum prescribing.
•	intravenous route prescribing.
•	treatment course length.		All Antimicrobial prescriptions are monitored by pharmacy and IPC.
Antimicrobial use reported in Board report								3. Compliant

		3.6		Resources are in place to support and measure adherence to good practice and quality improvement in AMS. This must include all care areas and staff (permanent, flexible, agency, and external contractors)    				Not in place		AMS lead suggested to audit and conduct quality improvement				1. Non-compliant

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

		Systems and processes are in place to ensure that:

		4.1		Information is developed with local service-user representative organisations, which should recognise and reflect local population demographics, diversity, inclusion, and health and care needs.		Patient leaflets available		No service user involvement		Have approached service users for attendance at TWIPC meetings 				2. Partially compliant						0

		4.2		Information is appropriate to the target audience, remains accurate and up to date, is provided in a timely manner and is easily accessible in a range of formats (eg digital and paper) and platforms, taking account of the communication needs of the patient/service user/care giver/visitor/advocate.		Patient leaflets available on intranet for digital read and/or print
Updated as per changes in guidance/practice or 3 yearly								3. Compliant				1. Non-compliant		0

		4.3		The provision of information includes and supports general principles on the prevention and control of infection and antimicrobial resistance, setting out expectations and key aspects of the registered provider’s policies on IPC and AMR. 		Leaflets for hand hygiene, general IPC and certain infections such as C.Diff, Norovirus and MRSA
Posters also on display for IPC 		No AMR leaflet		AMR leaflet in development				2. Partially compliant				2. Partially compliant		2

		4.4		Roles and responsibilities of specific individuals, carers, visitors, and advocates when attending with or visiting patients/service users in care settings, are clearly outlined to support good standards of IPC and AMR and include:
•	hand hygiene, respiratory hygiene, PPE (mask use if applicable)
•	Supporting patients/service users’ awareness and involvement in the safe provision of care in relation to IPC (eg cleanliness) 
•	Explanations of infections such as incident/outbreak management and action taken to prevent recurrence. 
•	Provide published materials from national/local public health campaigns (eg AMR awareness/vaccination programmes/seasonal and respiratory infections) should be utilised to inform and improve the knowledge of patients/service users, care givers, visitors and advocates to minimise the risk of transmission of infections.		Leaflets for hand hygiene, general IPC and certain infections such as C.Diff, Norovirus and MRSA
Posters also on display for IPC 								3. Compliant				3. Compliant		3

		4.5		Relevant information, including infectious status, invasive device passports/care plans, is provided across organisation boundaries to support safe and appropriate management of patients/service users.  		Admission, transfer and discharge checklist in place.- audited in 3 monthly inpatient spotlight and annual audit						considering change to Inter-Health and Social Care Infection Control Transfer Form		3. Compliant

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

		Systems and processes are in place to ensure that patient placement decisions are in line with the NIPCM:

		5.1		All patients/individuals are promptly assessed for infection and/or colonisation risk on arrival/transfer at the care area. Those who have, or are at risk of developing, an infection receive timely and appropriate treatment to reduce the risk of infection transmission.		Admission, transfer and discharge checklist in place
Isolation rooms available in most estate, where not available- a dedicated toilet is identified								3. Compliant						0

		5.2		Patients’ infectious status should be continuously reviewed throughout their stay/period of care. This assessment should influence placement decisions in accordance with clinical/care need(s). If required, the patient is placed /isolated or cohorted accordingly whilst awaiting test results and documented in the patient’s notes. 		Admission, transfer and discharge checklist in place
Physical observations conducted on every patient at regular intervals

Isolation rooms available in most estate, where not available- a dedicated toilet is identified								3. Compliant				1. Non-compliant		0

		5.3		The infection status of the patient is communicated prior to transfer to the receiving organisation, department, or transferring services ensuring correct management/placement.  		Admission, transfer and discharge checklist in place								3. Compliant				2. Partially compliant		0

		5.4		Signage is displayed prior to and on entry to all health and care settings instructing patients with respiratory symptoms to inform receiving reception staff, immediately on their arrival.		Posters available and on display

CRAMER Cheryl: CRAMER Cheryl:
we probably need to ensure these are everywhere as I don’t think they are								3. Compliant				3. Compliant		5

		5.5		Two or more infection cases (or a single case of serious infection) linked by time, place, and person triggers an incident/outbreak investigation and this must be reported via governance reporting structures.		Outbreak policy in place								3. Compliant

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

		Systems and processes are in place to ensure:

		6.1		Induction and mandatory training on IPC includes the key criteria (SICPs/TBPs) for preventing and controlling infection within the context of the care setting.		Mandatory eLearning of National Package								3. Compliant						0

		6.2		The workforce is competent in IPC commensurate with roles and responsibilities.		IPC responsibilities are in all JD's
Mandatory AMR training now in place								3. Compliant				1. Non-compliant		0

		6.3		Monitoring compliance and update IPC training programs as required.		Monthly audit of training compliance reported in quarterly Board report								3. Compliant				2. Partially compliant		0

		6.4		All identified staff are trained in the selection and use of personal protective equipment / respiratory protective equipment (PPE/RPE) appropriate for their place of work including how to safely put on and remove (donning and doffing) PPE and RPE.		PPE training on Ilearn
IPC team hold ad hoc ward training
Matron's and ward managers provide training on site								3. Compliant				3. Compliant		5

		6.5		That all identified staff are fit-tested as per Health and Safety Executive requirements and that a record is kept.		Fit testers available to fit test when needed- KMPT undertake no AGP's								3. Compliant

		6.6		If clinical staff undertake procedures that require additional clinical skills, for example, medical device insertion, there is evidence staff are trained to an agreed standard and the staff member has completed a competency assessment which is recorded in their records before being allowed to undertake the procedures independently.   										0. Not applicable

		7. Provide or secure adequate isolation precautions and facilities  

		Systems and processes are in place in line with the NIPCM to ensure that:

		7.1		Patients that are known or suspected to be infectious as per criterion 5 are individually clinically risk assessed for infectious status when entering a care facility. The result of individual clinical assessments should determine patient placement decisions and the required IPC precautions. Clinical care should not be delayed based on infectious status. 		Admission, transfer and discharge checklist in place
Isolation rooms available in most estate, where not available- a dedicated toilet is identified								3. Compliant						0

		7.2		Isolation facilities are prioritised, depending on the known or suspected infectious agent and all decisions made are clearly documented in the patient’s notes. Patients can be cohorted together if: 
•	single rooms are in short supply and if there are two or more patients with the same confirmed infection.
•	there are situations of service pressure, for example, winter, and patients may have different or multiple infections. In these situations, a preparedness plan must be in place ensuring that organisation/board level assurance on IPC systems and processes are in place to mitigate risk.		Isolation rooms available in most estate, where not available- a dedicated toilet is identified
Emergency preparedness plan in place								3. Compliant				1. Non-compliant		0

		7.3		Transmission based precautions (TBPs) in conjunction with SICPs are applied and monitored and there is clear signage where isolation is in progress, outlining the precautions required. 		IPC advise on precautions needed.
SICP's & TBP's policy in place
Signage available on intranet								3. Compliant				2. Partially compliant		0

		7.4		Infectious patients should only be transferred if clinically necessary. The receiving area (ward, hospital, care home etc.) must be made aware of the required precautions. 		Discussion with consultant, IPC and patient flow for each case
Patients are admitted to a needs lead bed and are only transferred if clinically imperative								3. Compliant				3. Compliant		4

		8.	Provide secure and adequate access to laboratory/diagnostic support as appropriate 


		Systems and processes to ensure that pathogen-specific guidance and testing in line with UKHSA are in place:

		8.1		Patient/service user testing for infectious agents is undertaken by competent and trained individuals and meet the standards required within a nationally recognised accreditation system. 		Staff receive training in phlebotomy and swab taking								3. Compliant						0

		8.2		Early identification and reporting of the infectious agent using the relevant test is required with reporting structures in place to escalate the result if necessary. 		When infection is suspected, samples are sent to the appropriate laboratory and results returned directly to the ward.
This is the reported to IPC via email or electronic form								3. Compliant				1. Non-compliant		2

		8.3		Protocols/service contracts for testing and reporting laboratory/pathology results, including turnaround times, should be in place. These should be agreed and monitored with relevant service users as part of contract monitoring and laboratory accreditation systems.				No SLA currently in place		Acute laboratories provide the service		Working with procurement to set up SLA's with Acute Trusts		1. Non-compliant				2. Partially compliant		0

		8.4		Patient/service user testing on admission, transfer, and discharge should be in line with national guidance, local protocols and results should be communicated to the relevant organisation.		Local protocols and policies in place for testing regimes:
MRSA
Covid 19
CPE
Policy in place for management of a patient with a transmissible infection and Management of a patient with a multidrug resistant organism								3. Compliant				3. Compliant		5

		8.5		Patients/service users who develops symptom of infection are tested / retested at the point symptoms arise and in line with national guidance and local protocols.		Local protocols and policies in place for testing regimes								3. Compliant

		8.6		There should be protocols agreed between laboratory services and the service user organisations for laboratory support during outbreak investigation and management of known/ emerging/novel and high-risk pathogens. 				No SLA currently in place		Acute laboratories provide the service		Working with procurement to set up SLA's with Acute Trusts		1. Non-compliant

		8.7		There should be protocols agreed between laboratory services and service user organisations for the transportation of specimens including routine/ novel/ emerging/high risk pathogens. This protocol should be regularly tested to ensure compliance.		Taking specimen policy in place								3. Compliant

		9. Have and adhere to policies designed for the individual’s care and provider organisations that will help to prevent and control infections 																		0

		9.1		Systems and processes are in place to ensure that guidance for the management of specific infectious agents is followed (as per UKHSA, A to Z pathogen resource, and the NIPCM).
Policies and procedures are in place for the identification of and management of outbreaks/incidence of infection. This includes monitoring, recording, escalation and reporting of an outbreak/incident by the registered provider.  		IPC policies in place in relation to NIPCM and HSCA								3. Compliant				2. Partially compliant		0

		10. Have a system in place to manage the occupational health needs and obligations of staff in relation to infection 																3. Compliant		1

		Systems and processes are in place to ensure that any workplace risk(s) are mitigated maximally for everyone. This includes access to an occupational health or an equivalent service to ensure:

		10.1		Staff who may be at high risk of complications from infection (including pregnancy) have an individual risk assessment.		Occupational health screening								3. Compliant						0

		10.2		Staff who have had an occupational exposure are referred promptly to the relevant agency, for example, GP, occupational health, or accident and emergency, and understand immediate actions, for example, first aid, following an occupational exposure including process for reporting.		Occupational health provider policy								3. Compliant				1. Non-compliant		0

		10.3		Staff have had the required health checks, immunisations and clearance undertaken by a competent advisor (including those undertaking exposure prone procedures (EPPs).		Occupational health screening								3. Compliant				2. Partially compliant		0

																		3. Compliant		3



























































































































































































































































1. Systems are in place to manage and monitor the prevention and control of infection. These systems use risk assessments and consider the susceptibility of service users and any risks posed by their environment and other service users 





1. Non-compliant	2. Partially compliant	3. Compliant	0	0	0	7	



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





1. Non-compliant	2. Partially compliant	3. Compliant	0	0	0	3	



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





1. Non-compliant	2. Partially compliant	3. Compliant	0	0	1	8	



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





1. Non-compliant	2. Partially compliant	3. Compliant	0	1	2	3	



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





1. Non-compliant	2. Partially compliant	3. Compliant	0	0	2	3	



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





1. Non-compliant	2. Partially compliant	3. Compliant	0	0	0	5	



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





1. Non-compliant	2. Partially compliant	3. Compliant	0	0	0	5	



7. Provide or secure adequate isolation precautions and facilities  





1. Non-compliant	2. Partially compliant	3. Compliant	0	0	0	4	



8. Provide secure and adequate access to laboratory/diagnostic support as appropriate 





1. Non-compliant	2. Partially compliant	3. Compliant	0	2	0	5	



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





2. Partially compliant	3. Compliant	0	0	1	





Summary plots 



1. Systems are in place to manage and monitor the prevention and control of infection. These systems use risk assessments and consider the susceptibility of service users and any risks posed by their environment and other service users 





1. Non-compliant	2. Partially compliant	3. Compliant	0	0	0	7	



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





1. Non-compliant	2. Partially compliant	3. Compliant	0	0	0	3	



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





1. Non-compliant	2. Partially compliant	3. Compliant	0	0	1	8	



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





1. Non-compliant	2. Partially compliant	3. Compliant	0	1	2	3	



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





1. Non-compliant	2. Partially compliant	3. Compliant	0	0	2	3	



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





1. Non-compliant	2. Partially compliant	3. Compliant	0	0	0	5	



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





1. Non-compliant	2. Partially compliant	3. Compliant	0	0	0	5	



7. Provide or secure adequate isolation precautions and facilities  





1. Non-compliant	2. Partially compliant	3. Compliant	0	0	0	4	



8. Provide secure and adequate access to laboratory/diagnostic support as appropriate 





1. Non-compliant	2. Partially compliant	3. Compliant	0	2	0	5	



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





2. Partially compliant	3. Compliant	0	0	1	





Overall



Overall





0. Not applicable	1. Non-compliant	2. Partially compliant	3. Compliant	2	3	5	44	



Compliance rating by Sections



0. Not applicable	

1	2	3	4	5	6	7	8	9	10	1	0	0	0	0	1	0	0	0	0	1. Non-compliant	

1	2	3	4	5	6	7	8	9	10	0	0	1	0	0	0	0	2	0	0	2. Partially compliant	

1	2	3	4	5	6	7	8	9	10	0	1	2	2	0	0	0	0	0	0	3. Compliant	

1	2	3	4	5	6	7	8	9	10	7	8	3	3	5	5	4	5	1	3	









Data 

		Compliance rating by section

				1		2		3		4		5		6		7		8		9		10

		0. Not applicable		1		0		0		0		0		1		0		0		0		0

		1. Non-compliant		0		0		1		0		0		0		0		2		0		0

		2. Partially compliant		0		1		2		2		0		0		0		0		0		0

		3. Compliant		7		8		3		3		5		5		4		5		1		3

		Overall 

		0. Not applicable		2

		1. Non-compliant		3

		2. Partially compliant		5

		3. Compliant		44



Compliance rating by section



0. Not applicable	

1	2	3	4	5	6	7	8	9	10	1	0	0	0	0	1	0	0	0	0	1. Non-compliant	

1	2	3	4	5	6	7	8	9	10	0	0	1	0	0	0	0	2	0	0	2. Partially compliant	

1	2	3	4	5	6	7	8	9	10	0	1	2	2	0	0	0	0	0	0	3. Compliant	

1	2	3	4	5	6	7	8	9	10	7	8	3	3	5	5	4	5	1	3	







Overall





0. Not applicable	1. Non-compliant	2. Partially compliant	3. Compliant	2	3	5	44	





image1.jpeg

NHS






image2.jpeg

NHS






image3.jpeg

NHS







image8.emf
KMPT Annual  Cleaning Audit Report-2024-25.docx


KMPT Annual Cleaning Audit Report-2024-25.docx
[image: ]















KMPT Cleaning Audits 

Annual Report

2024-25






Contents 



1	INTRODUCTION	1

2	EXECUTIVE SUMMARY	1

3	STAR RATINGS	1

4	AUDIT ATTENDANCE	2

5	CLEANING AUDIT SCORES	2

6	AUDIT PERFORMANCE	3

7	FAILURE TRENDS	3

8	RE-VISITS & SITE FAILINGS	6

9	EFFICACY AUDITS	7

10	CONCLUSION	8





APPENDIX A 	FUNCTIONAL RISK CATEGORIES 	10

APPENDIX B	STAR RATING CERTIFICATE	13

APPENDIX C	CLEANING CHARTER	15

APPENDIX D	AUDIT ATTENDANCE	16

APPENDIX E	CLEANING YEARLY AVERAGE GRAPHS	17

APPENDIX F 	CLEANING YEARLY AVERAGE SCORES	19

APPENDIX G	RECTIFICATION TIMEFRAMES	22

APPENDIX H	EFFICACY CHECKLIST	23













1. 

1. INTRODUCTION 

The National standards of healthcare cleanliness 2021 was updated in February 2025 and replaces the National standards of healthcare cleanliness 2021 guidance. The full specification can be found using the link below:

NHS England » National standards of healthcare cleanliness 2025

This report outlines the performance of the cleaning audit over the year 2024/25. It also explains the scores achieved within the last financial year. 



2. EXECUTIVE SUMMARY

In 2024/25 a total of 410 cleaning audits were undertaken and the overall standards across KMPT are high. There are still some Estates issues that can bring the scores down and where there have been shortfalls in staffing this has been noticeable and affected the scores too. Action plans will continue to be put into place when there are sites that do not reach their target scores. 

Bedroom audits across the Trusts are now taking place and there is improvement with cleanliness. 

There has been issues on inpatient sites with the cleanliness of Kitchens and Dining Rooms and the trust is now working with ISS to improve these standards.



3. STAR RATINGS

The sites were categorised into functional risk categories in 2021 and a schedule was then implemented for all sites. Appendix A shows the type of sites that fall into each functional risk category. Appendix B shows the audit frequencies with pass rates for each area and the scores required for each star rating.

All sites will receive a star rating following a cleaning audit. The rating is from 1-5, with 5 being the highest. The approach is to mirror the rating systems used by Cafes and Restaurant’s, they should be visible on entry to the ward or site entrance for all Staff and Visitors to see (see Appendix B). These are to be displayed as soon as possible after the audit has been received and the old one removed.

The noticeboards should contain the most recent star rating (see Appendix B), The Commitment to Cleanliness Charter and the Cleaning Schedules (see Appendix C).






4. AUDIT ATTENDANCE

There is a requirement for attendance by staff on audits, the auditor should now be accompanied by a member of Facilities, Estates and a Clinical Lead. We do not often have an Estate representative or sometimes a Clinical Lead join us if the unit is understaffed or busy. It has been beneficial to have a clinical lead as they are able to escort the auditors into the bedrooms to, particularly if the patient is present, and any failures are reported directly without delay.  Appendix D shows all audits that did not have a clinical staff member in attendance. 

Out of 410 audits only 352 had clinical staff in attendance. 



5. CLEANING AUDIT SCORES 



From April 2024- March 2025 there have been a total of 410 cleaning audits. 402 of these passed and 8 failed. This is consistent with last year’s performance. Appendix E contains graphs showing the average scores achieved for each site within each FR rating. 

All the sites range from FR2 clinical areas to FR6 admin sites. 

FR2 – Outpatients ECT – All audits passed 

FR3 – Mental Health Wards – 6 audits failed

FR4 – Rehabilitation Units and Day Centres – 2 audits failed

FR5 – Main Receptions & family visiting rooms (where not associated to a ward or department) – All audits passed

FR6 – Administration/Office Areas – All audits passed

Note: Priority House ECT is the only FR2 site in KMPT and the average score is 99% showing this part of the site consistently achieves high cleaning scores. 

Priority House Entrance Area is the only FR5 site in KMPT and the average score is 97% therefore this part of the site also consistently achieves high scores.

Appendix F shows all the average scores for all sites over the last two years. It also shows which sites fall in each category. Sites marked with an *Asterix are not able to be compared to previous years as under the previous specification these areas were part of the larger site audit rather than individual, or are new sites to the trust.




6. AUDIT PERFORMANCE

If a site fails to achieve the pass rate percentage in any one audit then the process of checking and rectification has also changed. Ordinarily a Task Action List is sent with the audit once completed and then the site signs off on any jobs completed. TAL’s are to be returned within 2 weeks from the date the audit is sent. 

212  TAL Letters were sent between April 2024 – March 2025, only 39 TAL’s resulting from these reminders were returned.

If the site fails however the rectification time has changed, please see Appendix G for the expected timeframes.

8 audit failures occurred last year and revisits took place. All sites then passed the corresponding revisits except for Rivendell due to staff shortages, this has now been addressed and Clinical Staff have also been extremely helpful in ensuring the site cleanliness is to a good standard.



7. FAILURE TRENDS

The graph below shows top 5 cleaning failures over the last year. The most common failure has been for dust being just over half the amount of failures overall.








The table below shows the amount of failures that fall under each team’s responsibility over the last year. 





As expected the majority of the failures are for the housekeeping teams however there are also many requirements for the Estates team to resolve some issues. These include the following:

· Bugs in lights

· Dust inside equipment that is not accessible for housekeeping such as radiators & vents. 

· Painting and re-decoration required



All failures are included on a task action list which is sent to all the relevant teams. 



The above chart shows Cleaning and Estates issues are on a downward trend, Estates have stayed steady whilst Nursing and Contractor Cleaning are on an upward trend, this could be due to the introduction of auditing patients’ bedrooms in Rebab units and ISS taking over responsibility for Ward Kitchens and Dining areas.



[image: ]

We are now able to show trend by failure type as we have accrued enough data. Dust issues are showing a decline over time, smeary, bugs in lights and stains have stayed static but build up / limescale is showing a steep incline.




8. RE-VISITS AND SITE FAILINGS 

The table below shows eight sites that failed a cleaning audit during 2024-25. Every time an area fails an audit the Facilities Team put an action plan in place to resolve all cleaning issues. The site failures are also reported to the bi-monthly infection control meeting.  

		FR Rating

		Site Name

		Audit score

		Audit revisit pass score

		Reasons for failure



		FR3

		Priority House – Chartwell  

		88% March 2024

		97% April 2023

		Quiet/Sensory room not being made accessible to the cleaning staff. Many Estates issues in the bedrooms.



		FR3

		Littlebrook -Outpatients

		83% June 2024

		95% July 2024

		Cleanliness well below standard especially in the ECA area.



		FR4

		Tarentfort -Broadview

		81% June 2024

		90% July 2024

		Many cleaning issues throughout the site.



		FR3

		Priority House -Boughton

		89% July 2024

		98% August 2024

		Combination of cleaning, site and contractor cleaning issues.



		FR4

		The Brenchley Unit

		78% September 2024

		91% October 2024

		Many dust issues throughout the site.



		FR3

		Priority House - 136 Suite

		87% January 2025

		88% February 2025

		Many Estates / staff issues in the staff office



		FR3

		Priority House – Modular Kitchen

		88% January 2025

		99% February 2025

		Dust issues in the ISS Area of the kitchen.



		FR3

		TGU – Lakeside Café

		85% February 2025

		91% March 2025

		Mainly cobweb issues throughout.









The main reason for the above audit fails was due to staff not completing their scheduled tasks. Staff have been made aware of where issues have arisen. 

Only one site did not pass during the revisit, all others passed and the cleaning actions have been completed to resolve the failures. 






9. EFFICACY AUDITS

The efficacy audits take place on a yearly basis and began in 2023.  They focus on a more in-depth look at site compliance in terms of staff uniforms, procedures and COSHH. These audits are only to take place in ‘patient facing’ areas only. We can now compare the scores of the Efficacy Audits carried out in 2023-24 to 2024-25.

The table below shows the scores achieved:

		Efficacy Audits (Pass Rate 80%)

		 

		

		



		Site

		2023/24

		2024-25

		+/-



		11 Ethelbert Road 

		95%

		95%

		Same



		111 Tonbridge Road 

		 

		94%

		N/A



		Albion Place 

		100%

		94%

		-6%



		Arndale House 

		94%

		97%

		+1%



		Ash Eton 

		 

		94%

		N/A



		Bridge House at Fant Oast

		90%

		92%

		+2%



		Britton House

		79%

		97%

		+18%



		Coleman House 

		 

		97%

		N/A



		Darent House

		97%

		97%

		Same



		Eureka Park 

		92%

		91%

		-1%



		George Turle 

		86%

		95%

		+9%



		Greenacres 

		76%

		95%

		+19%



		Highlands House

		76%

		92%

		+16%



		Kings Road Estate 

		 

		97%

		N/A



		Laurel House & 2 Cossington Road

		98%

		97%

		-1%



		Medway -New Haven Lodge 

		84%

		92%

		+8%



		Medway-DSC 

		87%

		94%

		+7%



		Poppy House 

		98%

		100%

		+2%



		Priority House 

		98%

		98%

		Same



		Red House

		98%

		97%

		-1%



		Rivendell 

		 

		97%

		N/A



		Rosebud Ward (Birling Centre)

		95%

		92%

		-3%



		St Martins

		84%

		91%

		+7%



		Thanet MH Unit 

		95%

		100%

		+5%



		The Beacon 

		82%

		92%

		+10%



		The Brenchley Unit 22 Oakapple

		95%

		97%

		+2%



		The Grove 

		 

		97%

		N/A



		Trevor Gibbens Unit 

		93%

		100%

		+7%



		Twiselton Court 

		88%

		85%

		-3%







Most sites achieved a high score and only had minor recommendations for improvement. Some sites have seen a significant improvement on last year for example Britton House, Greenacres, Highlands House and The Beacon. No sites failed their Efficacy Audit this year. 

Appendix H shows an example of an efficacy audit. 

10. 
CONCLUSION

Many sites are consistently achieving high scores and the overall standards across KMPT are high. There are still some Estates issues that can bring the scores down and where there have been shortfalls in staffing this has been noticeable and affected the scores too. Action plans will continue to be put into place when there are sites that do not reach their target scores. 

[bookmark: _Hlk101340553]Bedroom audits across the Trusts are now taking place and there is improvement with cleanliness. 

There has been issues on inpatient sites with the cleanliness of Kitchens and Dining Rooms and the trust is now working with ISS to improve these standards.

Report completed by The Environment Team 

Shyma Andrews -Waste and Environment Manager 



Please see appendices below for further data and graphs 
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Appendix A Continued
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Appendix A Continued
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Appendix C
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Appendix D

[image: ]* Please note some sites may be missing scores due to having no Year on Year Data. The main reason for this is because in the previous cleaning standards that area would have been audited within the main site audit. The new 2021 spec now outlines that some areas require a separate audit.





























 















Appendix E

Graph 1-FR3 scores
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Graph 2 – FR4 Scores 
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Graph 3 – FR6 Scores 
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Appendix F



		Yearly Averages 



		FR2 Monthly

		
2024-25
Cleaning
only

		2024-25
Yearly 
Average 

		
2023-24
Cleaning
only

		2023-24
Yearly 
Average 



		Priority House - Admin Outpatients ECT

		100%

		99%

		99%

		97%



		

		

		

		

		



		FR3 - Bi Monthly

		
2024-25
Cleaning
only

		2024-25
Yearly 
Average 

		
2023-24
Cleaning
only

		2023-24
Yearly 
Average 



		Allington Centre 

		99%

		98%

		98%

		96%



		Archery House Hydro Pool

		100%

		97%

		99%

		97%



		Archery House Main Kitchen

		97%

		95%

		96%

		93%



		Bridge House at Fant Oast

		99%

		97%

		100%

		98%



		Brookfield Centre 

		97%

		95%

		98%

		95%



		Littlebrook-Admin/Outpatient

		95%

		93%

		96%

		92%



		Littlebrook - Amberwood

		99%

		96%

		98%

		97%



		Littlebrook - Cherrywood

		98%

		95%

		97%

		96%



		Littlebrook - Pinewood

		98%

		96%

		96%

		94%



		Littlebrook - Willow Suite

		98%

		96%

		99%

		96%



		Priority House 136

		97%

		94%

		99%

		95%



		Priority House Adult Acute

		99%

		99%

		100%

		97%



		Priority House Boughton

		99%

		94%

		98%

		96%



		Priority House Chartwell

		98%

		94%

		98%

		94%



		Priority House Orchards

		99%

		97%

		98%

		97%



		Priority House Modular Kitchen

		97%

		96%

		99%

		97%



		Priority House Ruby

		99%

		98%

		98%

		96%



		Priority House Upnor

		99%

		96%

		98%

		97%



		Rosewood MBU 

		100%

		98%

		99%

		98%



		St Martins Fern

		99%

		97%

		94%

		95%



		St Martins 136 Suite

		98%

		96%

		*

		*



		St Martins Heather

		99%

		98%

		97%

		97%



		St Martins Kitchen & Restaurant

		98%

		94%

		97%

		91%



		St Martins Bluebell

		98%

		96%

		97%

		96%



		St Martins - Bluebell / Foxglove Entrance Areas

		99%

		99%

		97%

		98%



		St Martins Foxglove 

		98%

		96%

		95%

		96%



		Tarentfort-Entrance Area

		99%

		99%

		99%

		98%



		Tarentfort Centre -Marle

		100%

		99%

		99%

		97%



		Tarentfort Centre -Riverhill

		100%

		98%

		99%

		97%



		TGU Emmetts Bedgebury Building

		99%

		98%

		99%

		96%



		TGU Lakeside Café

		96%

		95%

		99%

		99%



		TGU Emmetts Ward 

		98%

		97%

		100%

		95%



		TGU Groombridge

		99%

		95%

		99%

		96%



		TGU New Build Other Areas

		98%

		97%

		99%

		98%



		TGU Penshurst

		98%

		95%

		99%

		98%



		TGU Penshurst ECA

		100%

		98%

		99%

		98%



		TGU Sports Hall

		98%

		98%

		99%

		99%



		TGU Walmer

		100%

		98%

		99%

		96%



		TMHU Woodchurch

		100%

		97%

		99%

		97%



		TMHU Sevenscore 

		100%

		97%

		99%

		98%



		 

		

		

		

		



		FR4 - Quarterly

		
2024-25
Cleaning
only

		2024-25
Yearly 
Average 

		
2023-24
Cleaning
only

		2023-24
Yearly 
Average 



		11 Ethelbert Road 

		99%

		97%

		99%

		95%



		111 Tonbridge Road 

		99%

		95%

		97%

		93%



		2 Cossington Road - Ground & First  Floor 

		98%

		96%

		97%

		97%



		Albion Place - Ground Floor & Second Floor

		99%

		99%

		98%

		98%



		Archery House Centre Block & Mental Health 

		98%

		97%

		98%

		98%



		Arndale House 

		100%

		99%

		99%

		98%



		Ash Eton Ground Floor 

		100%

		97%

		99%

		98%



		Beech House

		99%

		99%

		99%

		98%



		Britton House

		99%

		98%

		98%

		97%



		Coleman House -Ground Floor Only 

		98%

		96%

		98%

		96%



		Darent House Ground Floor 

		99%

		99%

		99%

		99%



		Elizabeth Raybould Centre- Ground Floor

		97%

		95%

		95%

		94%



		Eureka Park -Ground Floor 

		99%

		98%

		97%

		96%



		George Turle - Ground Floor 

		97%

		96%

		96%

		94%



		Heathside - Avalon House

		100%

		99%

		99%

		98%



		Highlands House Lower Ground and Ground floor

		99%

		98%

		98%

		97%



		Kings Road Clinic

		100%

		100%

		99%

		98%



		Laurel House - Ground Floor & Lower Ground Floor

		97%

		95%

		96%

		94%



		Medway-DSC Ground Floor

		95%

		94%

		97%

		94%



		Medway -New Haven Lodge 

		98%

		97%

		97%

		90%



		Poppy House Ground Floor 

		96%

		94%

		94%

		93%



		Priority House -Bay Tree House 

		98%

		96%

		97%

		95%



		Priority House OT Hub

		100%

		100%

		99%

		95%



		Priority House - Outpatients Admin Corridor

		97%

		95%

		95%

		92%



		Red House

		98%

		97%

		98%

		97%



		Rivendell 

		96%

		92%

		96%

		86%



		Rosebud Ward (Birling Centre)

		99%

		95%

		99%

		90%



		St Martins -ECAO Outpatients 

		95%

		94%

		99%

		98%



		St Martins -Gregory House Ground Floor

		98%

		98%

		96%

		94%



		Tarentfort-Broadview 

		94%

		92%

		97%

		95%



		Thanet MH Unit -Elmstone Day Unit

		98%

		97%

		97%

		96%



		Thanet MH Unit - Lydden 

		99%

		99%

		99%

		98%



		The Beacon Ground Floor

		99%

		99%

		99%

		98%



		The Brenchley Unit 22 Oakapple

		91%

		90%

		90%

		91%



		The Grove 

		99%

		99%

		99%

		97%



		Twiseldon Court 

		99%

		99%

		99%

		98%



		

		

		

		

		



		FR5 - 6 Monthly

		
2024-25
Cleaning
only

		2024-25
Yearly 
Average 

		
2023-24
Cleaning
only

		2023-24
Yearly 
Average 



		Priority House Admin Outpatients Entrance

		90%

		90%

		99%

		97%



		

		

		

		

		



		FR6 - Yearly

		
2024-25
Cleaning
only

		2024-25
Yearly 
Average 

		
2023-24
Cleaning
only

		2023-24
Yearly 
Average 



		2 Cossington - 2nd floor

		91%

		85%

		88%

		88%



		Albion 3rd Floor 

		100%

		100%

		90%

		87%



		Archery - Conference Rooms 

		100%

		100%

		98%

		96%



		Archery - Learning Disabilities

		100%

		100%

		100%

		100%



		Ash Eton 1st Floor 

		98%

		98%

		92%

		91%



		Chris Ellis Centre 

		100%

		100%

		100%

		96%



		Coleman House -1st Floor Only

		94%

		91%

		96%

		94%



		DSC 1st Floor

		100%

		98%

		76%

		73%



		Elizabeth Raybould Centre 1st Floor 

		97%

		96%

		93%

		91%



		Eureka Park 1st Floor 

		98%

		94%

		94%

		91%



		George Turle 1st Floor 

		86%

		86%

		96%

		91%



		Greenacres Facilities 

		95%

		95%

		93%

		91%



		Highlands 1st  & 2nd Floor 

		96%

		96%

		98%

		98%



		Laurel House 1st & 2nd Floor 

		95%

		92%

		92%

		91%



		Littlebrook - Admin Area

		100%

		96%

		*

		*



		Poppy House 1st Floor 

		100%

		100%

		96%

		96%



		Priority House 1st Floor 

		 

		####

		100%

		100%



		Priority House Farm Villa

		97%

		97%

		94%

		88%



		St Martins ECAO Offices 

		95%

		94%

		96%

		96%



		St Martins Gregory House 1st Floor & 2nd floor

		96%

		96%

		94%

		92%



		St Martins -The Cube 

		98%

		97%

		95%

		94%



		TGU Bedgebury Admin

		99%

		98%

		98%

		97%



		TGU Emmetts Admin

		100%

		99%

		100%

		99%



		TGU FOLS

		97%

		97%

		100%

		98%



		TGU Forensic Management 

		100%

		100%

		99%

		99%



		TGU TAT Team

		98%

		98%

		100%

		98%



		Thanet MH Unit - Elmstone Admin

		91%

		91%

		97%

		96%



		The Beacon First Floor 

		100%

		99%

		*

		*



		The Brenchley Unit 1st Floor

		*

		*

		*

		*



		Trinity Research Centre

		87%

		81%

		97%

		96%
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Failures by Type from April 2024 to March 2025





Dust	Build up / Limescale	Bugs in Lights	Stains	Cobwebs	777	562	295	246	109	



Amount of Failures by Repsponsible Team

April 2024 - March 2025





Cleaning	Estates	Nursing	Contractor Cleaning	1178	568	667	305	



Failures by Responsible Teams



Cleaning	44896	44927	44958	44986	45017	45047	45078	45108	45139	45170	45200	45231	45261	45292	45323	45352	45383	45413	45444	45474	45505	45536	45566	45597	45627	45658	45689	45717	134	113	277	174	162	179	147	152	195	169	111	84	85	129	140	123	59	89	149	143	151	74	72	112	24	95	105	105	Estates	44896	44927	44958	44986	45017	45047	45078	45108	45139	45170	45200	45231	45261	45292	45323	45352	45383	45413	45444	45474	45505	45536	45566	45597	45627	45658	45689	45717	62	43	136	50	52	96	62	126	97	149	87	66	70	58	89	51	61	65	42	57	49	42	33	27	42	82	16	52	Nursing	44896	44927	44958	44986	45017	45047	45078	45108	45139	45170	45200	45231	45261	45292	45323	45352	45383	45413	45444	45474	45505	45536	45566	45597	45627	45658	45689	45717	8	15	53	20	12	51	59	51	28	50	32	21	42	32	49	61	35	20	59	126	115	89	41	45	20	35	37	45	Contractor Cleaning	44896	44927	44958	44986	45017	45047	45078	45108	45139	45170	45200	45231	45261	45292	45323	45352	45383	45413	45444	45474	45505	45536	45566	45597	45627	45658	45689	45717	0	0	5	1	9	0	3	0	6	3	4	3	6	1	19	43	41	36	13	46	47	17	25	17	12	11	24	16	
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Functional risk 1 (FR1)
Audit target = 98%

Audit frequency = weekly

Suggested categories for functional areas

Intensive care units

Operating theatres

Chemotherapy/immunocompromised units

A&E/resus/minor injuries/major trauma

Delivery suites

Augmented care

Pharmacy aseptic
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Functional risk 2 (FR2)
Audit target = 95%

Audit frequency = monthly

Suggested categories for functional areas

Acute and Community Wards

Dementia Wards

Treatment rooms where invasive procedures take place

Endoscopy units

Cardiology intervention suites

Cardiac catheterisation units

Sterile services units

X-ray (interventional)

Dialysis units
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Functional risk 3 (FR3)
Audit target = 90%

Audit frequency = bi-monthly

Suggested categories for functional areas

Mental Health and Learning Disabilities Wards

Urgent care centres

Dental outpatient departments

Sexual health (GUM) clinics

Mortuary

Emergency patient transport vehicles (ambulance/air ambulance)







image6.png

Functional risk 4 (FR4)
Audit target = 85%

Audit frequency = quarterly

Suggested categories for functional areas

‘Treatment rooms where invasive procedures do not take place

Xeray (non-invasive) /MRI/CT rooms

136 suite/seclusion/place of safety rooms

Entrances, receptions and public corridors

Waiting areas
Consulting/therapy rooms
Departure/discharge lounges

Rehabilitation units and day centres

Pharmacies
Pathology
Laboratories

General outpatient departments/clinics

Physio outpatient departments
Fracture clinics

Occupational therapy
Audiology
Preop assessment units

Linen and laundry departments*

Occupational health
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Functional risk 5 (FR6)
Audit target = 80%

Audit frequency = six-monthly

Suggested categories for functional areas

Electrical and biomedical engineering/medical physics

Chapellprayer rooms

FamilyWvisiting rooms where not directly associated to a ward/department on this list

Main receptions

Non-emergency patient transport vehicles

Functional risk 6 (FR6)
Audit target = 75%

Audit frequency = annually

Suggested categories for functional areas

Administration/offices

Medical records

Education/postgrad and training centres

Stores department, with the exception of catering, which is covered by the catering teams.
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Area


Expiry Date


5 star rating





Priority House - Orchards Ward





31st May 2023





Cleanliness Rating
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Site Name  Audit Date  Reason


APRIL


Littlebrook Cherrywood 04/04/2024No staff available


St Martins Bluebell 10/04/2024No staff available


TMHU Woodchurch 15/04/2024No staff available


The Rosebud Centre 16/04/2024All staff busy at time of audit


Priority House - Ruby 18/04/2024No staff available


Priority House - Chartwell Re-visit 23/04/2024No staff available


St Martins - Foxglove 23/04/2024No staff available


Rosewood MBU 25/04/2024Staff extremely busy at time of audit


MAY


11 Ethelbert Road 17/05/2024All staff involved in BBQ prep for Mental Health Day


TMHU Sevenscore 21/05/2024Team leader escorted around site


JUNE


St Martins Foxglove  05/06/2024Team leader escorted around site


Rosewood MBU 11/06/2024Escorted by Housekeeping Staff instead


TMHU Woodchurch 13/06/2024No staff available


Littlebrook Amberwood 21/06/2024Housekeeper escorted us around


JULY


TMHU Sevenscore 05/07/2024No staff available


Allington Centre 10/07/2024No staff available - Housekeeper escorted


St Martins - Fern 11/07/2024No staff available - Housekeeper escorted


Brookfield Centre 17/07/2024No staff available - Housekeeper escorted


AUGUST


TMHU Woodchurch 02/08/2024No staff available - Team Leader escorted


Priority House Ruby Ward 05/08/2024Facilities Manager escorted around ward


St Martins Foxglove  15/08/2024Team leader and housekeeper escorted 


Tarentfort Marle 22/08/2024Site Admin & Housekeeper escorted


SEPTEMBER


St Martins Bluebell Ward 06/09/2024Housekeeper escorted us around


Littlebrook Cherrywood 10/09/2024Housekeeper escorted us around


New Haven Lodge 16/09/2024Housekeeper escorted us around


TGU Emmetts Bedgebury 17/09/2024Team Supervisor escorted us around 


TGU Emmetts Ward 17/09/2024Team Supervisor escorted us around 


Priority Chartwell 19/09/2024Team leader escorted around site


TMHU Sevenscore 19/09/2024Team leader escorted around site


St Martins Fern Ward 20/09/2024Site Supervisor escorted us around


Allington Centre 24/09/2024Site Admin & Housekeeper escorted


St Martins Heather 25/09/2024Housekeeper escorted


St Martins 136 Suite 25/09/2024Housekeeper escorted


OCTOBER


Thanet MHU Woodchurch 01/10/2024Housekeeper escorted


Rosewood MBU 03/10/2024Housekeeper escorted


St Martins Foxglove  14/10/2024Site Supervisor escorted around


Tarentfort Marle 23/10/2024Housekeeper escorted


Tarentfort Riverhill 23/10/2024Housekeeper escorted


NOVEMBER


St Martins Bluebell Ward 01/01/2024Site supervisor escorted around 


Priority House 136 Suite 01/11/2024Site supervisor escorted around 


Priority House Adult Acute 01/11/2024Site supervisor escorted around 


Priority House Modular Kitchen 01/11/2024Site supervisor escorted around 


TMHU Sevenscore 11/11/2024Site supervisor escorted around 


Allington Centre 27/11/2024Housekeeper escorted around


St Martins Fern Ward 28/11/2024Housekeeper escorted around


DECEMBER


New Haven Lodge 04/12/2024Housekeeper escorted around


St Martins Foxglove  09/12/2024Housekeeper escorted around


Tarentfort Riverhill 11/12/2024Site Admin and Housekeeper Escorted


Tarentfort Marle 11/12/2024Site Admin and Housekeeper Escorted


Littlebrook Cherrywood 19/12/2024Site Admin and Housekeeper Escorted


JANUARY


Priority House Upnor 09/01/2025Site Admin Escorted


St Martins Bluebell Ward 27/01/2025Housekeeper escorted


FEBRUARY


Littlebrook Amberwood 24/02/2025Housekeeper escorted


Littlebrook Cherrywood 24/02/2025Housekeeper escorted


Rosewood MBU 27/02/2025Housekeeper escorted


MARCH


Allington Centre 12/03/2025Housekeeper Escorted


Priority House Boughton 20/03/2025Facilities Manager Escorted


St Martins Fern Ward 24/03/2025Site Supervisor Escorted
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‘whichever is soonest

FR3

‘Assessment within 1 hour with task compieted at the next scheduled
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Red House


Re-check if required Y/N


Shyma Andrews Waste and Enviroment Manager 


Vanessa Rank Facilities Manager 


Pass = 1  Fail = 0  (if a question is not applicable leave unscored)


Cleanliness Assurance - Quality


No. Cleaning 


Question


Aspect Standard  Responsibility 


(C/N/E)


Cleaning 


Score


Other 


Score


Comments or Rectification Notes


1 Yes Specification


Is the cleaning poster and the star rating for the area on public display and available to 


view in an area visible to patients and visitors?


C


1


All correct audit information 


displayed. See Pic A below.  


2


Yes Audit Rectification


Is rectification being completed in a timely manner and are records being retained as per 


guidance / local policy?


C


1


3


Yes


Commitment to 


Cleanliness Charter


Are the frequencies up to date and in sufficient detail to guide the cleaning teams to the 


routine required to clean the area?


C


1


4


Yes


Commitment to 


Cleanliness Charter


Are the charters in use and is there evidence that cleaning teams are following the correct 


frequencies?


C


1


5


Yes Task Schedule Is there evidence that daily, weekly, monthly task schedules are being followed?


C


1


6


Yes Colour Coding Is colour coding being correctly adhered to by all team members?


C


1


7


Yes


Cleaning Procedures


Are correct procedures in place and observed in practice by all teams carrying out 


cleaning i.e. clean to dirty, high to low, one cloth per patient bed-space and correct 


pseudomonas guidelines being followed?


C


1 Manual Handling folder seen. 


8


Yes Procedures


Are mops/cloths being used correctly i.e. frequency of change and disposal in accordance 


with infection control and training?


C


1


9


Yes Limescale Removal


Has all limescale been removed from water outlets and is there evidence that internal 


surfaces of water outlets have limescale removed regularly?


C


1


10


Yes Cleaning Chemicals Is there evidence that cleaning chemicals used are in correctly labelled containers?


C


0


Incorrect washing up liquid in use. 


See pic B below. 


11


Yes Cleaning Chemicals Is COSHH information available to the teams carrying out cleaning?


C


1


12


Yes Cleaning Chemicals


Is there evidence that cleaning chemicals are locked away at all times when not in active 


use?


C


1


13


Yes Health and Safety


Are tasks being carried out safely, e.g. with sufficient cleaning in progress signs correctly 


positioned etc. and are these signs removed when not in use?


C


1


14


Yes Cleaning Equipment


Is the cleaning equipment clean and in good repair and correctly stored away when not in 


use, i.e. are rotary machines stored with head up and base plate / brush removed?


C


1


15


Yes


Cleaning Trolley


Is the cleaning trolley, including all moving parts and accessories clean and free of 


personal belongings including food and drink?


N/A


No cleaning trolley due to being a 


small site and not required. 


16


Yes Curtains and Blinds


Are fabric curtains and blinds clean and correctly hung? Are disposable curtains clean, 


correctly hung and in date?


C


1


17


Yes Cleaning Equipment Is there evidence that PAT testing has been carried out and is in date?


E


1


New hoover on site and not yet due a 


PAT test. 


18


Yes Protected Meal Times


Are protected meal times being observed in that no cleaning takes place in occupied 


patient areas during meals?


N/A


Outpatient site


19


Yes


Star Rating Check that the star rating is in date?


C


1


Infection Prevention and Control Assurance


No. Cleaning 


Question


Aspect Standard  Responsibility 


(C/N/E)


Cleaning 


Score


Other 


Score


Comments or Rectification Notes


20 Yes Hand Hygiene Is hand hygiene being correctly carried out by teams carrying out cleaning?


C


1


21 Yes PPE Are gloves and aprons being used correctly and as per the infection control policy?


C


1


22 No Legionella


Is there evidence that legionella checks are in place (flushing), and being carried out at 


the required frequency?


E


1


23 No


Gram Negative Bacteria 


/ Biofilm


Are local policies and procedures in place and being followed in relation to sink and 


shower drainage outlets?


E


1


24 No Pseudomonas


Are local procedures evident in practice to manage pseudomonas, in particular around 


wash hand basin cleaning?


E


1


25 Yes


Infection Control 


Cleaning Procedures


Is one cloth per patient bed-space being used if applicable?


C


1


26 Yes Isolation Room Signage


Is isolation room / cohort bay signage clear and understood by cleaning teams, and is the 


guidance contained within the signage being fully observed by all teams?


C


1


27 Yes


Total Room 


Decontamination


Where used is there evidence that decontamination is being carried out safely and using 


the correct procedures? 


C


1


28 Yes


Total Room 


Decontamination


Where used are records available that detail the decontamination process and provide 


assurance? 


C


1


29 Yes Training


Is there evidence that the cleaning team are following infection control guidance when 


carrying out cleaning tasks?


C


1


30 Yes Bare Below the Elbow


Are teams observing the Bare Below the Elbow policy where applicable in clinical 


environments?


C


1


No


Date of Audit


Tuesday 28th February 2023


Auditor name / designation:


Efficacy Checklist


Responsibilities: C = Cleaning, N = Nursing, E = Estates SCORING


The efficacy checklist is designed to assess the process of cleaning and infection control related to cleaning. 


The audit is designed to be carried out by the Domestic/Facilities Manager, facilities, infection prevention and control and clinical teams. 


The audit will be scored and any remedial action carried out to meet the agreed standard.


Area audited:


Auditor name / designation:


Auditor name / designation:


Auditor name / designation:


Auditor name / designation:
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Staff Appearance and Behaviour


No. Cleaning 


Question


Aspect Standard  Responsibility 


(C/N/E)


Cleaning 


Score


Other 


Score


Comments or Rectification Notes


31 Yes Identification Badges Are staff wearing ID which is clean and in date?


C


1 ID badge seen


32 Yes Uniform and Appearance


Are staff following the relevant uniform appearance and in accordance with policy/code 


including PPE to meet the requirements of their role?


C


1


33 Yes Behaviour Are staff polite and courteous and carrying out their duties in a professional manner?


C


1


Waste Segregation and Management


No. Cleaning 


Question


Aspect Standard  Responsibility 


(C/N/E)


Cleaning 


Score


Other 


Score


Comments or Rectification Notes


34 Yes Waste Management


Has all waste been removed to the designated area and where appropriate lids closed on 


waste bins and waste areas secured?


C


1


35 Yes Waste Management Is the waste being managed according to local waste management procedures?


C


1


36 Yes Waste Management


Is the waste hold / area secured, and on a cleaning schedule and is the area clean and 


tidy?


C


1


Consumables and Dispensers


No. Cleaning 


Question


Aspect Standard  Responsibility 


(C/N/E)


Cleaning 


Score


Other 


Score


Comments or Rectification Notes


37 Yes Consumable Items Have all consumables been provided for the tasks e.g. soap towels and toilet tissue?


C


1


38 Yes Hand Hygiene


Are all hand hygiene dispensers stocked and in good working order to facilitate hand 


hygiene?


C


1


Environment


No. Cleaning 


Question


Aspect Standard  Responsibility 


(C/N/E)


Cleaning 


Score


Other 


Score


Comments or Rectification Notes


39 Yes Cleanliness Are the areas accessible for cleaning to take place?


C


1


40 No Lighting Is the area sufficiently lit to allow cleaning to take place?


E


1


41 No Ceilings Are ceilings and ceiling tiles clean and free from handprints?


E


1


42 Yes Equipment


Is furniture and equipment that requires moving to clean under and behind, able to be 


moved safely?


C


1


43 Yes Overall Appearance Is the overall appearance of the area clean, tidy, free from clutter and free from odour?


C


1


Unscored Observations (UO)


No. Cleaning 


Question


Aspect Standard 


UO1 Yes


Quality Audit


Is the standard observed during the audit consistent with the most recent audit for the 


area?


UO2 Yes


Specification


Following the efficacy check, does the specification for this area continue to meet the 


cleaning requirements for this area?


UO3 Yes


Patient Feedback Please detail any feedback from patients and visitors taken during the audit.


Cleaning 


Score


Other 


Score


Total Score Overall


35 5 40


97% 100% 98%


Total Score Overall %


Comments


Building clean and tidy at time of audit and scores for building remain high 


YES


The cleaning cupboard is not fit for purpose, currently the cleaner has to use the kitchen 


sink to fill up a bucket. A better space should be utlitised or a sink fitted in the cleaning 


cupboard. 


Total Score Overall No.


Cleaning maximum potential score if all questions applicable = 36        Non-cleaning maximum potential score = 5                                                                                                                          


Overall maximum potential score = 41* 
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Mattress Pre-Order  1st April 2025.xlsx


Mattress Pre-Order 1st April 2025.xlsx
1st April 2025 S

		Site		Ward		Mattress model		Myla 190cm x 91cm 		Sovie Lite 190cm x 90cm		Comments		Delivery Date		Invoice No

		1 The Grove CT11 9SH		The Grove rm 4		Dyna form Mercury safety Crib 7 sealed cover 		1				Antivandal labelled GRO04		4/10/25

		11 Ethelbert. CT1 3ND		Ethelbert room 8		Dyna form Mercury safety Crib 7 sealed cover 		1				Pentaflex room 8 labelled ETH08		4/10/25

		Greenacres  DA26PB		Riverhill		Dyna form Mercury safety Crib 7 sealed cover 		1				Antivandal from room2 May be Labelled RIV02 or RIV05?		4/10/25

		Greenacres  DA26PB		Brookfield		Dyna form Mercury safety Crib 7 sealed cover 		1				Antivandal from room 6 Labelled BRO6		4/10/25

		Greenacres  DA26PB		Pinewood		Dyna form Mercury safety Crib 7 sealed cover 		8				Antivandal's from rooms  04, 07, 08, 10,11,12,15 & 16. Labelled PIN**  Move PIN07 to Extra care suite replacing ECA02                        		4/10/25				PIN07 was damaged so not placed in Seclusion

		Greenacres  DA26PB		Cherrywood ward		Dyna form Mercury safety Crib 7 sealed cover 		5				Antivandal's from rooms  6,10,11 13 & 14 Labelled CHE**		4/10/25

		Greenacres  DA26PB		Rosewood MBU		Dyna form Mercury safety Crib 7 sealed cover 				1		Antivandal labelled MBU06 room 6		4/10/25



		Totals						17		1
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Kent and Medway Integrated Care Board Infection Prevention and Control (KMICB) Surveillance Visit 

The NHS KMICB IPC team developed an IPC Surveillance Programme which is aimed at supporting all providers to meet the required IPC standards.  This involves an annual surveillance visit and feedback. This occurred on 6th December 2024.

The structure of the visit is based on the 10 criteria set out in the IPC code of practice and will also provide assurance that providers are meeting contractual obligations with the KMICB.

The surveillance is comprised of two parts:

Strategic Overview: - discussion and documentation

•	Improvement Plan

•	Infection Prevention and Control Workforce

•	Policy and Guidance

•	Antimicrobial Stewardship (AMS)

•	Audits

•	IPC Training

•	Estates and Facilities



General: - site walk around and ward visit- 2 areas visited and scored- Revisits of Cherrywood Ward and the Mother and Baby Unit 

•	Environment

•	Hand Hygiene

•	Personal Protective Equipment

•	Prevention of blood and body fluid exposure incidents 

•	Management of waste

•	Equipment management

•	Children's Equipment Management (if applicable)

•	Cleaning

•	Organisational Controls (IPC)



Scores:

Strategic

The Trust scored a Strategic overview score of 87.2% which is a slight reduction from the last visit which was 91.1%. The areas for improvement identified the need to improve on Antimicrobial stewardship auditing via the recruitment of an Antimicrobial pharmacist, an increase in compliance to Infection prevention and control training, a cleaning responsibility review and production of policies regarding High consequence infectious disease and Respiratory illness. The IPC team will be addressing these issues in due course.

ICB Audit summary and completed Action plan attached below





[bookmark: _MON_1798284473]     		

General- Cherrywood and MBU

The overall score was 87.5% for the 2 wards, with areas of improvement identified. They were pleased to see improvements of some issues last time such as the tops of cupboards being used for storage and a comprehensive knowledge of IPC shown by both physical health nurses form those wards. They thanked the teams for being so welcoming and clearly passionate about their respective wards.





Cherrywood

The areas that were identified as requiring improvement included dust in high level areas, limescale build up, walls awaiting repair and non-intact flooring. An area of high concern for them was the assisted bathroom with limescale in the toilet and bath, a general use jug on the bath, stained shower curtain and flooring not meeting the walls effectively. A discussion needs to be held regarding the future use of this room. 

Action plan below.  



[bookmark: _MON_1798284762]      

MBU

High level dust and limescale build up was also noted on MBU.

Action plan below



[bookmark: _MON_1798452654][bookmark: _GoBack]   



Overall the visit went smoothly with The Deputy Director of Nursing, Matron for IPC and physical health and Senior IPC nurse. The ward manager for the MBU and Physical health nurse for Cherrywood ward are also thanked for their assistance on the day. 
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NHS Kent and Medway IPC
Surveillance - General



Audit Summary



Location: KMPT-DGS
Start



2:37 p.m.
Dec. 6, 2024



End



4:44 p.m.
Dec. 11, 2024



Submitted Forms



11
User: chinyere.akubue



Compliance



87.5%



Date of visit
Area Visited



2024-12-06 Rosewood Mother& Baby Unit (MBU) - 8 bed ward for mothers and babies which opened in 2018. Cherrywood Ward - Female ward
with 17 beds all ensuits



 



Subform compliance





https://audits.uk.megsupporttools.com/dashboard/


https://audits.uk.megsupporttools.com/dashboard/








Environment



Question Issue Comment Attachments Compliance



The environment is clean. Check
for dust and debris on floor and
high surfaces



MBU and Cherrywood ward. Dust
observed on higher surfaces.



The wards environment appeared clean
and welcoming. However high surface
dust was observed in some areas.



- No



The furniture in the area is
cleanable and impervious to body
fluid contamination.



- - - Yes



The floor covering is intact. No
carpets in clinical rooms



Cherrywood ward - wear and tear
flooring and damaged skirting
observed in the en-suit bathroom and
assisted bathroom. See pictures.



Floor covering were intact in most areas
except in the toilet/bathroom.



- No



Fabric of environment intact. No
excessive paint/plasterwork
damage.



Cherrywood ward - Damaged wall by
the door of room 17, staff stated
reported and await repair.



Fabric of the environment on MBU was
intact. On Cherrywood ward, wall damage
was observed, though reported and await
repair.



- No



The lighting is clean - - - Yes



Work surfaces are clean. - - - Yes



Work surfaces are in a good state
of repair.



- - - Yes



Work surfaces are free from
clutter to facilitate cleaning.



- - - Yes



There is a designated work
surface for clinical procedures



- - - Yes



There is sufficient storage space - - - Yes



The ventilation in the room is
adequate for activities undertaken



- - - Yes



All ventilation grilles are clean
and dust free



- - - Yes



Portable fans are clean - Fan not seen. - N/A



Portable fans are not used during
aseptic procedures.



- - - N/A



The couch is clean - The damaged couch reported on
Cherrywood Treatment room at the last
visit has been replaced.



- Yes



The couch is in a good state of
repair (examine for rips/tears)



- - - Yes



Couch covers are disposable - - - Yes



Curtains/blinds are clean. - - - Yes



There is a programme of
cleaning/replacement of
curtains/blinds



- Curtain in the Treatment room at
Cherrywood Ward is in date (dated
21/09/24), See picture. Change frequency
every 6 months or when soiled.



- Yes



Pillows are enclosed in a
washable and impervious cover



- - - Yes



20 0 5 3 20 / 25 - 80.0%











Question Issue Comment Attachments Compliance



Baby changing facilities are clean - Cot mattresses covers are changed in
between babies/patients.



- Yes



Changing mats are free from rips
and tears and are clean



- - - Yes



Water coolers are mains supplied
and on a PPM programme



- - - N/A



There is a designated sink for the
cleaning of equipment.



- The Sink in the Therapy - MBU is used for
cleaning and hand washing. Hand
sanitiser was not provided.



- No



There is a programme of weekly
running taps showers etc for
Legionella control



- Infrequent used outlets are flushed by the
Housekeepers.



- Yes



Toilets are visibly clean with no
body fluid contamination or
limescale stains etc.



- - - No



Toilet tissue is dispensed from
sealed tissue dispenser.



- - - Yes



Is the environment in good state
of repair?



- - - Yes











Hand hygiene



Question Issue Comment Attachments Compliance



There is a designated hand wash basin used for
the sole purpose of hand hygiene



- - - Yes



The hand wash basin is clean. MBU and Cherrywood - Lime scale build up
observed on hand wash taps. See pictures



- - No



Liquid soap is availble in wall mounted sealed
cartridge dispenser units



- - - Yes



The sink is free from nail brushes - - - Yes



Only sterile nail brushes are available - - - Yes



Access to the hand wash basin is unobstructed - - - Yes



Alcohol hand gel is available - - - Yes



Wall mounted paper towels are available - - - Yes



The taps are elbow/wrist mixer taps - - - Yes



There is a poster demonstrating correct hand
washing technique.



- - - Yes



Fabric towels are not used - - - Yes



Hand hygiene facilities in clinical areas comply with
the requirements of HTM 64



- - - Yes



Clinical staff have short nails; no wrist jewellery and
bare below elbows



- - - Yes



12 0 1 0 12 / 13 - 92.3%



Personal Protective Equipment (PPE)



Question Issue Comment Attachments Compliance



Sterile/non sterile gloves (powder free) conforming to EU standards available - - - Yes



Gloves are worn as single use items for each clinical intervention - - - Yes



Gloves are stored appropriately to prevent contamination - - - Yes



Gloves are available in an appropriate range of sizes - - - Yes



Disposable plastic aprons are available - - - Yes



Disposable plastic aprons are worn as single use items - - - Yes



Face masks are available (FFP3 and Surgical) - - - Yes



Eye protection is available - - - Yes



8 0 0 0 8 / 8 - 100.0%











Prevention of blood and BFE incidents (sharps injuries etc.)



Question Issue Comment Attachments Compliance



Staff have received training in the last 12 months in the management of BFE incidents - - - Yes



All body fluid exposure incidents are reported on IR1 - - - Yes



There is a poster showing first aid procedures following BFE - - - Yes



Sharps containers comply with BS7320 (1990) and UN3291 - - - Yes



Sharps containers are assembled correctly - - - Yes



Sharps containers are labelled with date; locality and signed - - - Yes



Sharps containers are available at the point of use. - - - Yes



Sharps containers are stored away from public and out of reach of children - - - Yes



Sharps bins are not filled beyond the indicator mark 2/3rds - - - Yes



Sharps containers are visibly clean with no contamination of external surfaces - - - Yes



The temporary closure mechanism is activated when the bin is not in use. - - - Yes



There is a system in place to manage body fluid spillage. - - - Yes



12 0 0 0 12 / 12 - 100.0%











Management of Waste



Question Issue Comment Attachments Compliance



Waste is segregated and disposed in line
with 2005 regulations



- - - Yes



Staff are aware of waste segregation
procedures.



- - - Yes



There is a poster/chart showing waste
colour coding in each clinical area.



- Not
observed.



- N/A



There is no storage of waste in corridors
or other inappropriate areas.



- - - Yes



All waste bins are foot operated & lidded
and in good working order



- - - Yes



Waste bins are visibly clean externally
and internally.



MBU - waste bins poster appeared unkept and needs to be
replace. Cherrywood Treatment room - information notice
secured on a clinical waste bin hindering cleaning. See
pictures.



- - No



Waste bags are removed from clinical
areas on a daily basis



- - - Yes



There are no overfilled bags. Waste bags
are no more than 2/3 full



- - - Yes



All sharps containers are kept secured
and inaccessible to public



- - - Yes



All waste bags are sealed & labelled and
stored in a secure area away from public
contact prior to disposal.



- - - Yes



Where wheeled skips are in use they are
always kept locked.



- Not
observed.



- N/A



8 0 1 2 8 / 9 - 88.9%











Equipment management



Question Issue Comment Attachments Compliance



Consumables are stored above floor
level.



- - - Yes



All diagnostic equipment is visibly
clean



- - - Yes



Single use items are not
reprocessed



Cherrywood ward - Dirty water jug (?shared) was found in the
Assisted Bathroom. It was immediately removed., .



- - No



Dressing trolley is clean and in good
state of repair



- - - Yes



All consumables are in date - - - Yes



Equipment is stored appropriately to
avoid contamination.



MBU - Bottles baby liquid soap where observed in the Nursery for
baby's use. They were not labelled as singe baby use items. See
picture.



- - No



All instruments that are not required
to be sterile are visibly clean.



- - - Yes



All reusable equipment is
reprocessed appropriately.



- - - Yes



6 0 2 0 6 / 8 - 75.0%



Children's Equipment Management



Question Issue Comment Attachments Compliance



Toys are visibly clean - - - Yes



Toys are made from a
washable material



- - - Yes



There is a cleaning
programme with record
keeping for toy cleaning



MBU - There is no robust cleaning checklist in
place to assure items are cleaned to the
required standards/ frequency.



Toys are cleaned in between use.
However, there is no robust cleaning
checklist in place.



- No



There is a designated toy
storage area/box



- - - Yes



Baby weight scales are clean - - - Yes



4 0 1 0 4 / 5 - 80.0%











Cleaning



Question Issue Comment Attachments Compliance



All cleaning equipment
should be clean and well-
maintained



- - - Yes



Equipment with water
reservoirs should be stored
empty and dry



- Not observed. - N/A



Cleaning equipment and
products should be of
adequate supply and
approved for use



- - - Yes



Storage facilities should be
provided in each work area



- - - Yes



Storage facilities should be
adequate, clean and well
maintained.



- Not observed. - Yes



Cleaning products and
consumables



- - - Yes



Maintain a weekly cleaning
schedule, checklist toilet,
kitchen cleaning, fridge
temp



Cherrywood ward - There were gaps in the cleaning
checklist. See picture.



There is a process in place to
maintain cleaning schedules.
However there gaps in the
cleaning checklist on
Cherrywood ward.



- No



Are mop heads disposed of
after use (mops handles
should be stored without
the heads on)?



- - - N/A



Are mop buckets stored
clean and dry?



- Not observed. - N/A



Is the environment visibly
clean and without damage?



MBU - Offensive smell noted in an ensuit bathroom.,
Cherrywood ward - Dirty shower curtain in the
Assisted Bathroom. Private curtain may be a better
option., Cherrywood ward - Grim on the bathtub in the
Assisted Bathroom - See picture.



- - No



Is the water disposal
system visibly clean and in
good state of repair?



- Not observed - N/A



5 0 2 4 5 / 7 - 71.4%











Organisational Controls



Question Issue Comment Attachments Compliance



Staff have access to up-to-date IPC
policies



- Mother and Baby Unit and Cherrywood ward have well-
maintained noticeboards displaying staff pictures, IPC
information, and cleaning guidelines.



- Yes



There is a nominated staff member with
responsibility for IPC



- IPC Links are also the Physical Health link workers. - Yes



All staff working in area have received
appropriate infection control training (see
records)



- - - Yes



Newly appointed staff have received
induction including IPC



- - - Yes



Staff are up to date with required
immunisation.



- Not confirmed. - N/A



There is a process for monitoring cleaning
standards



- FR star ratings and Cleaning Charter were displayed on the
wards.



- Yes



5 0 0 1 5 / 5 - 100.0%











Findings



Section Related question Findings highlighted Room
Created
by



Due
date



Risk
level



Action
taken Status



Assigned
to Photos



Children's
Equipment
Management



There is a cleaning
programme with
record keeping for
toy cleaning



MBU - There is no robust
cleaning checklist in
place to assure items are
cleaned to the required
standards/ frequency.



- Pius
Akubue



2024-
12-20



- - Open - -



Cleaning Is the environment
visibly clean and
without damage?



MBU - Offensive smell
noted in an ensuit
bathroom.



- Pius
Akubue



2024-
12-20



- - Open - -



- Is the environment
visibly clean and
without damage?



Cherrywood ward - Dirty
shower curtain in the
Assisted Bathroom.
Private curtain may be a
better option.



- Pius
Akubue



2024-
12-20



- - Open - -



- Maintain a weekly
cleaning schedule,
checklist toilet,
kitchen cleaning,
fridge temp



Cherrywood ward -
There were gaps in the
cleaning checklist. See
picture.



- Pius
Akubue



2024-
12-20



- - Open -



- - Cherrywood ward -
Housekeeper was
observed on the corridor
wearing gloves.



- Pius
Akubue



2024-
12-20



- - Open - -



- Is the environment
visibly clean and
without damage?



Cherrywood ward - Grim
on the bathtub in the
Assisted Bathroom - See
picture.



- Pius
Akubue



2024-
12-20



- - Open -



Environment - MBU - Damaged door
signage - Bed room 3.
See picture.



- Pius
Akubue



2024-
12-24



- - Open - -



- - MBU - Items stored
around the Cleaning
Sinks and some of them
were dusty - see picture.



- Pius
Akubue



2024-
12-20



- - Open -



- The floor covering is
intact. No carpets in
clinical rooms



Cherrywood ward - wear
and tear flooring and
damaged skirting
observed in the en-suit
bathroom and assisted
bathroom. See pictures.



- Pius
Akubue



2024-
12-20



- - Open -



- The environment is
clean. Check for dust
and debris on floor
and high surfaces



MBU and Cherrywood
ward. Dust observed on
higher surfaces.



- Pius
Akubue



2024-
12-20



- - Open - -
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Section Related question Findings highlighted Room
Created
by



Due
date



Risk
level



Action
taken Status



Assigned
to Photos



- Fabric of
environment intact.
No excessive
paint/plasterwork
damage.



Cherrywood ward -
Damaged wall by the
door of room 17, staff
stated reported and await
repair.



- Pius
Akubue



2024-
12-20



- - Open - -



- - Cherrywood ward -
unlimited posters
observed in the
treatment room and on
the door by the ward
entrance.



- Pius
Akubue



2024-
12-20



- - Open - -



- - MBU - Various items
stored on top of the wall
mounted cupboards in
the Treatment Room,
hindering good surface
cleaning. See picture.



- Pius
Akubue



2024-
12-24



- - Open -



Equipment
management



Equipment is stored
appropriately to avoid
contamination.



MBU - Bottles baby liquid
soap where observed in
the Nursery for baby's
use. They were not
labelled as singe baby
use items. See picture.



- Pius
Akubue



2024-
12-20



- - Open -



- - MBU - 2 feeding bottle
teats were observed by
the cleaning sink in the
feeding room
unattended. immediate
staff attention was drawn
to the items.



- Pius
Akubue



2024-
12-20



- - Open -



- Single use items are
not reprocessed



Cherrywood ward - Dirty
water jug (?shared) was
found in the Assisted
Bathroom. It was
immediately removed.



- Pius
Akubue



2024-
12-20



- - Open - -



- Single use items are
not reprocessed



. - Pius
Akubue



2024-
12-20



- - Open - -



- - MBU - Wear and tear to
hard back folders, not
wipeable See picture.



- Pius
Akubue



2024-
12-25



- - Open -
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Section Related question Findings highlighted Room
Created
by



Due
date



Risk
level



Action
taken Status



Assigned
to Photos



Hand Hygiene The hand wash basin
is clean.



MBU and Cherrywood -
Lime scale build up
observed on hand wash
taps. See pictures



- Pius
Akubue



2024-
12-20



- - Open -



- - MBU - Hand sanitiser
was not provided in the
Therapy room. Only
Cleaning Sink is
provided.



- Pius
Akubue



2024-
12-20



- - Open - -



- - MBU feeding room - A
suitable wash-up liquid
soap dispenser required
by the Cleaning Sink.
Hand washing dispenser
is currently provided.



- Pius
Akubue



2024-
12-20



- - Open - -



- - MBU and Cherrywood
ward - Lime scale build
up observed on the
Cleaning taps and sinks.
See pictures.



- Pius
Akubue



2024-
12-20



- - Open - -



Management of
waste



Waste bins are
visibly clean
externally and
internally.



MBU - waste bins poster
appeared unkept and
needs to be replace.
Cherrywood Treatment
room - information notice
secured on a clinical
waste bin hindering
cleaning. See pictures.



- Pius
Akubue



2024-
12-20



- - Open -



Organisational
Controls



- Cherrywood ward FR
rating expired end of
Nov. See picture.



- Pius
Akubue



2024-
12-20



- - Open -
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Recommendation
1 entries



Recommendation File upload



Review and Action Planning: - Conduct a thorough review of the findings from the ward visits, in conjunction with
the strategic overview report. - Develop a comprehensive action plan to address identified gaps and implement
improvements. Learning and Development: - Utilise the images captured during the visit as a learning tool to
educate staff on best practices and identify areas for improvement. - Share these images with staff during training
sessions and team meetings. Strengthen Cleaning and Decontamination Practices: - Ensure adherence to cleaning
schedules and protocols. - Provide regular training and supervision for cleaning staff. - Implement a robust system
for monitoring and auditing cleaning standards. Optimize Storage and Waste Management: - Review storage
practices to ensure that items are stored in designated areas and not obstructing cleaning or posing a trip hazard. -
Ensure proper segregation and disposal of waste, including clinical waste. Enhance Infection Prevention and
Control: - Reinforce hand hygiene compliance among staff and patients. - Promote the use of appropriate PPE and
personal hygiene measures. - Implement effective infection prevention and control practices for high-risk areas.
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ICB action plan





			KEY (Change Status)





			1


			Recommendation agreed but not yet actioned


			4


			Recommendation never actioned (Please state reasons)





			2


			Action in progress


			5


			Other (Please provide supporting information





			3


			Recommendation fully implemented


			











			ICB compliance visit action plan


			Action plan start date: 13.01.25


			Cherrywood





			Date of visit:06.12.24


			Person responsible for monitoring/ review: Infection prevention and Control team





			Date of action plan review: 13.02.25


			











			Action plan lead: Cheryl Cramer


			Title: Ward Manager


			Contact details: 











			No


			Observation


			Action required


			Action by date


			Person Responsible


			Change Status


			Evidence





			1


			High level dust


			Liaise with Anita Boulding to rectify


			20.01.25


			IPC Matron/Facilities manager


			2


			





			2


			Wear and tear to flooring in assisted bathroom and some en suites


			Flooring to be replaced


			Ongoing 


			IPC Matron/Ward manager


			2


			





			3


			Damaged wall by room 17


			Wall to be repaired


			27.01.25


			IPC Matron/Facilities Manager


			2


			Reported and awaiting repair





			4


			Limescale build up on taps


			Liaise with Anita Boulding to rectify


			27.01.25


			IPC Matron/Facilities manager


			2


			





			5


			Waste bin posters show signs of wear and tear


			Replace waste bin posters


			20.02.25


			Ward Manager


			2


			





			6


			Assisted bathroom- dirty unlabelled water jug, soiled shower curtain, limescale on bath and toilet, damaged flooring and not in line with walls


			Assess usage of assisted bathroom and decide on full refurb or condemn


			On going 


			IPC Matron/Ward Manager/Matron/Service Manager


			5


			Jug immediately disposed of. Discussions must be held regarding the use of assisted bathroom 





			7


			Gaps in decontamination checklist


			Remind staff of the use of decontamination checklist


			


			Ward manager


			2


			





			8


			Cleaning FR rating out of date


			Replace poster as previous one expires


			20.01.25


			IPC Matron/Facilities


			2
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ICB action plan





			KEY (Change Status)





			1


			Recommendation agreed but not yet actioned


			4


			Recommendation never actioned (Please state reasons)





			2


			Action in progress


			5


			Other (Please provide supporting information





			3


			Recommendation fully implemented


			











			ICB compliance visit action plan


			Action plan start date: 10.01.25


			MBU 





			Date of visit:06.12.24


			Person responsible for monitoring/ review: Infection prevention and Control team





			Date of action plan review: 10.02.25


			











			Action plan lead: Cheryl Cramer


			Title: Ward Manager


			Contact details: 











			No


			Observation


			Action required


			Action by date


			Person Responsible


			Change Status


			Evidence





			1


			High level dust


			Liaise with Anita Boulding to rectify


			17.01.25


			IPC Matron/Facilities manager


			2


			





			2


			No hand sanitiser in Therapy room


			Hand sanitiser to be placed in Therapy room


			Ongoing 


			IPC Matron/Ward manager


			[bookmark: _GoBack]2


			





			3


			Some limescale stains on toilets


			Liaise with Anita Boulding to rectify


			24.01.25


			IPC Matron/Facilities Manager


			2


			





			4


			Limescale build up on taps


			Liaise with Anita Boulding to rectify


			24.01.25


			IPC Matron/Facilities manager


			2


			





			5


			Baby wash bottles for general use


			Individual, labelled baby wash to be supplied to mothers


			17.01.25


			Ward Manager


			2


			





			6


			Toy cleaning checklist not present


			To reinstate and educate staff on the use of the toy cleaning schedule


			17.01.25


			IPC Matron/Ward manager


			2


			





			7


			Offensive smell in en suite bathroom


			Drains to be deep cleaned


			24.01.25


			IPC Matron/Facilities manager


			2


			





			8


			Bedroom door signage damage- bedroom 3


			Door sign to be replaced


			10.02.25


			Ward Manager/Unit Matron


			2


			





			9


			Items stored on top of cupboards in Treatment room, hindering cleaning


			To be removed and stored elsewhere


			10.02.25


			Ward manager


			2


			





			10


			Feeding bottle teats on cleaning sink in feeding room.


			Feeding bottle teats to be stored in mothers’ cupboards after use


			06.12.24


			Ward Manager


			3


			





			11


			Washing up liquid dispenser required in feeding room


			IPC matron to liaise with Facilities manager to provide suitable wall mounted dispenser


			10.02.25


			IPC Matron/Facilities manager


			2


			





			12


			Wear and tear to folders in treatment room


			Folders to be replaced


			10.02.25


			Ward Manager


			2


			





			13


			Waste bin posters show signs of wear and tear


			Replace waste bin posters


			17.02.25


			Ward Manager


			2
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NHS Kent and Medway IPC
Surveillance - Strategic Overview



Summary



Location: KMPT-DGS
Start



4:40 p.m.
Dec. 6, 2024



End



4:37 p.m.
Dec. 11, 2024



Submitted Forms



9
User: chinyere.akubue



Compliance



87.2%



Audit Overview
1 entries



Date of Visit Status Report Review - Assign to Due Date



2024-12-06 Complete Pius Akubue, Melary Kapapiro 2024-12-18



   



Summary File upload



A joint surveillance visit was conducted by Melary Kapapiro (Associate DIPC and Deputy Vaccination SRO) and Pius
Akubue (Head of IPC) from NHS Kent and Medway ICB. The Trust team, led by Julie Kirby (Deputy CNO), Cheryl Crammer
(Physical Health and IPC Matron), and Anna Hubbard (Senior IPC Nurse), provided a warm welcome. The Trust has
recently undergone significant structural changes, including the formation of new directorates. The IPC team has been
actively involved in various improvement initiatives, such as developing a monthly newsletter, conducting staff awareness
sessions on IPC and physical health, and implementing the electronic prescribing system (EPMA) to enhance antimicrobial
stewardship. The Trust has also prioritised patient and carer engagement as a key area for improvement. Additionally,
efforts are underway to increase flu vaccination uptake, particularly among older adults.



KMPT IPC
Hierarchy_73pjadX.docx



 
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Subform Compliance











Improvement plan



Question Issue Comment Attachments Compliance



Journey to
outstanding, and
work plan are in
place and reported
through quality and
safety committee as
well as the board?



Assessment
against Hygiene
Code - IPC work
plan and BAF
needs to be
reviewed and
updated.



The Trust has recently undergone significant structural changes, with the
establishment of three community directorates (North, East, and West), as
well as the Forensic and Acute Directorate, Mental Health, and Together
Plus. These changes have also impacted team structures and lower-level
positions. A consultation process is planned for January 2025 to assess the
effectiveness of these new structures and identify potential areas for
further improvement. The Trust has a well-defined annual IPC work plan,
which covers a range of key areas. While most of the planned activities are
being addressed, some areas, such as the implementation of the PSIRF
and antimicrobial stewardship (AMS) require further attention. The IPC
team has reviewed their PSIRF plan post visit and updated the work plan
accordingly.



- Partial



Is there a plan in
place to monitor and
reduce blood stream
infections (BSIs)?



- The Trust has made significant strides in promoting patient hydration, with
hydration stations visible on the visited wards. They are actively
collaborating with the Kent and Medway ICB to implement the 'Hydrate to
Feel Great' project, a quality improvement initiative aimed at improving
patient hydration and reducing healthcare-associated infections.



- Yes



There are IPC
Priority Actions for
the year?



- While there has been progress in improving staff compliance with IPC
practices, challenges remain in this area. The Trust is working to address
these issues through ongoing training and education, as well as by
standardising PPE usage and cleaning responsibilities. Collaboration with
the Procurement team will help ensure consistent supply and quality of
essential equipment. Additionally, the Trust is exploring the implementation
of a standardised approach to PPE usage, inspired by the tool presented
by SECAmb at the recent Kent and Medway IPC November conference.



- Yes



Is there a plan in
place to monitor and
reduce Clostridioides
difficile (C. diff)
infections?



- The Trust has reported a low incidence of Clostridioides difficile (C. difficile)
infections. There has been improved monitoring of antibiotic usage
following the implementation of E-Med (EPMA).



- Yes



3 1 0 0 3.5 / 4 - 87.5%











Infection Prevention and Control Workforce



Question Issue Comment Attachments Compliance



Is there an adequate number of
IPC staff at all the required
bands?



- The Trust has a well-established IPC team, comprising a Director of IPC,
Deputy Director of IPC, IPC Matron, Senior IPC Nurse, and two Practice
Development Nurses. This structure ensures comprehensive coverage across
all Trust sites. The team structure has been shared with the Kent and Medway
ICB IPC team for alignment and collaboration.



- Yes



Is there a Team development
programme in place to
maintain good team
performance and staff
retention?



- IPC Matron and Senior IPC Nurse are currently in an IPC/Physical Health
related degree programmes.



- Yes



Is there an IPC link programme
and training/development
programme to improve their
knowledge and skills in place?



- The Trust has a robust network of 63 IPC Link Practitioners (IPCLPs) across
all wards and departments. A dedicated development program is in place to
support their ongoing training and skill enhancement. Recent improvements to
the training booking system have led to increased IPCLP engagement, with
more IPCLPs attending training sessions. Many IPCLPs also serve as
physical health links, demonstrating a multi-faceted role within the Trust.
While there is an agreement in place to allocate protected time for IPC work,
its consistent implementation needs further assessment.



- Yes



3 0 0 0 3 / 3 - 100.0%



Policy and Guidance



Question Issue Comment Attachments Compliance



Is there a system in place to
ensure regular review and
implementation of national
guidance?



There is no respiratory
guidance which should cover
both Covid-19 and other
respiratory infections as per
national guidance.



The Trust maintains a comprehensive policy tracker,
ensuring that all policies and guidance are up-to-
date. While the IPC policy requires a review to
incorporate HCID-specific guidance, there are
existing policies for VHF and Mpox.



- Partial



Are Policies, Guidance,
Protocols and Standard
Operating Procedures reviewed
and updated in a timely
manner?



- The Policy and guidance tracker was shared with
The ICB IPC Team and found to be in date.



- Yes



Has the National IPC Manual
been implemented?



- While there is a dedicated policy for COVID-19,
there is no specific respiratory infection policy.
Respiratory infections are currently managed in line
with the National Pathogen Management Guidance.



- Partial



Has the cleaning standard been
implemented as per latest
guidance?



- The Trust monitors cleaning standards across all
wards and departments, using the national
Framework for the Rating of Healthcare Cleanliness,
Functional Risk (FR) as a benchmark. The majority
of wards are FR3.



- Yes



2 2 0 0 3 / 4 - 75.0%











Antimicrobial Stewardship (AMS)



Question Issue Comment Attachments Compliance



AMS audit is regularly
completed, reviewed
and used to improve
practice?



Robust AMR audits
remains a challenge
due to Pharmacist
staffing capacity.



The implementation of electronic prescribing (EPMA) has facilitated
retrospective review of antimicrobial prescribing practices. The IPC
team actively monitors antibiotic usage and provides feedback to
wards and hospitals.



- Partial



Is antimicrobial
prescribing guidance in
place and up to date?



- The Trust adheres to local hospital guidelines (microguide) and
Microbiology advice for infection prevention and control practices.



- Yes



Are there Antimicrobial
Resistance Strategies in
place?



The Trust plan to
recruit an
antimicrobial
pharmacy, but
funding budget is
yet to be
established.



The Trust is currently exploring the possibility of recruiting an
antimicrobial pharmacist, subject to budgetary constraints. In the
interim, the IPC team is utilising electronic prescribing (EPMA) to
monitor antimicrobial usage and provide feedback to prescribers.
While EPMA has led to increased visibility of antibiotic prescribing,
further analysis is needed to optimise its use and improve prescribing
practices. The Trust has successfully implemented mandatory
antimicrobial resistance (AMR) and antimicrobial stewardship (AMS)
training for all clinical staff, achieving an 88% compliance rate by
September 2024.



- Partial



Is AMR included in the
Trust/organisation's
Improvement Plan?



- Antimicrobial resistance (AMR) is identified as a key risk area in the
Trust's Board Assurance Framework (BAF). Mitigating strategies,
including mandatory AMR training and enhanced antimicrobial
stewardship, have been implemented. The Trust's annual IPC plan,
which has been shared with the ICB IPC team, also includes specific
actions to address AMR.



- Partial



1 3 0 0 2.5 / 4 - 62.5%











Audits



Question Issue Comment Attachments Compliance



Is there a system in place for carrying
out IPC audits?



- The Trust utilises the Gather system for conducting and reporting
audits. In addition to formal audits, the IPC team conducts informal
spot checks to reinforce good practices and identify areas for
improvement.



- Yes



Is there ward/department staff
participation in carrying out IPC
audits?



- Both ward-based staff and the Trust IPC team conduct audits using
the Gather system. However, the extent to which ward-level audit
findings are shared with the Trust IPC team and how these findings
are used to inform broader improvement initiatives requires further
clarification..



- Yes



Hand Hygiene audit is completed at
least once per month, and the
findings/outcomes used to improve
practice?



- Wards complete hand hygiene audits. The hand hygiene compliance
on the wards visited reflected 100%. The need for validation of the
score was suggested. 3rd quarter hand hygiene scores were: Acute -
90%, Rehab East - 62%, Rehab West -100%, Rehab North - 50%,
FSCG - 89% (target 90%).



- Yes



Are Saving Lives or other relvant
audits completed as required or as per
local policy?



- Mattress audits are completed annually - The report from the last audit
was not shared with the ICB IPC Team at this visit.



- Yes



Is the Surgical Site Infection (SSI)
Surveilance programme in place and
completed in line with national and
local guidance?



- - - N/A



Do Ward/Department staff have
access to the reporting dashboard or
other relevant reporting system?



- Gather is used for audit reporting. IPC notice boards were observed
on the ward visited with annual audit report displayed.



- Yes



There is executive visibility and
accessibility to provide support to
frontline staff when required?



- Senior leadership team members regularly conduct ward visits to
assess clinical areas and identify areas for improvement. Feedback
from these visits is shared with ward management to drive quality
improvement initiatives.



- Yes



Does the IPC team have oversight of
cleaning audits and learning from
audits?



- The audit findings are shared at the Trust IPCC and internally. The
annual audit reports were seen displayed on the IPC notice boards.



- Yes



Is there a system in place for
screening of alert organisms such as
MRSA, CPE, and respiratory
infections?



- MRSA and Covid-19 screenings are completed and monitored as per
local Policy.



- Yes



8 0 0 1 8 / 8 - 100.0%











IPC Training



Question Issue Comment Attachments Compliance



IPC Level 1 and 2 trainings are
delivered as statutory and
mandatory training



- The Trust has shared its staff training
records with the ICB Provider Quality
Meeting (PQM).



- Yes



Is IPC Level 1 training delivered to
non-patient facing staff?



- Training performance is monitored
through IPCC.



- Yes



Is IPC Level 2 training delivered to
patient facing staff?



- Training performance is monitored
through IPCC.



- Yes



Is the Provider compliant with IPC
statutory mandatory training as
per the locally set target?



Training below target for some areas (July
- Sep 2024)., Compliance for Level 1 IPC
training for none clinical staff is below 90%
local target and 85% national target (July -
Sept. 2024)



Level 2 training has been above,94%
(target 90%) for Sep. 2024. Level 1,
though overall score of 90%, has
been below target for for some
directorates.



- Partial



Is hand hygiene assessment
training competency completed by
all the relevant staff?



Hand hygiene assessment is completed
as part IPC mandatory training.



. - Yes



Is there a system in place for fit
testing of the relevant patient-
facing staff on the use of high
particulate respirators such as
FFP3 masks?



- The relevant staff are fit tested which
are mainly ECT staff.



- Yes



5 1 0 0 5.5 / 6 - 91.7%











Estates and Facilities



Question Issue Comment Attachments Compliance



IPC team has oversight of estate
projects to ensure compliance with
the national guidance for health
care built environments



- IPC are part of the building/refurbishment projects. The IPC Matron has
worked closely with the Estates team to strengthen relationships by
attending Estates planning meetings and ensuring IPC sign off for all
work.



- Yes



IPC team is involved in the annual
review of estates projects and
prioritasation



- IPC representative attend relevant Estate planning meetings. - Yes



Is environmental cleaning
completed to the required standard
and as per service level agreement
(SLA)



- - - Yes



IPC team has oversight of cleaning
standards to ensure cleaning is
completed as per SLA



- - - Yes



There is evidence/posters of the
local cleaning responsibilities/staff
responsibilities available in clinical
areas



- Cleaning SLA and charter were displayed on the wards visited. Work is
underway to improve clarity on cleaning responsibilities.



- Partial



Environmental cleaning is carried
out by named external contractor or
in-house cleaning services?



- Trust has an in-house cleaning service managed by Estate and Facilities. - Yes



There is a water safety review
group to monitor water safety and
ensure prevention of water
contamination/water borne infection



- The Trust has established a dedicated water safety group to oversee
water management practices. Regular Legionella testing and flushing
programs are in place to minimise the risk of waterborne infections. The
Water Safety Group reports directly to the Director of Infection Prevention
and Control (DIPC) and is monitored by the Infection Prevention and
Control Committee (IPCC).



- Yes



IPC Lead or authorised IPC
practitioner signs off any estates
projects



- IPC Team Signs off healthcare built projects. - Yes



Are risk assessments completed in
all augmented care areas and
action plan developed to manage
any identified risks?



- - - N/A



7 1 0 1 7.5 / 8 - 93.8%











Findings



Section Date
Created
by Findings highlighted



Assigned
to Room Photos



Antimicrobial
Stewardship (AMS)



2024-
12-11



Pius
Akubue



Robust AMR audits remains a challenge due to Pharmacist staffing
capacity.



- - -



- 2024-
12-11



Pius
Akubue



The Trust plan to recruit an antimicrobial pharmacy, but funding
budget is yet to be established.



- - -



Improvement Plan 2024-
12-11



Pius
Akubue



Assessment against Hygiene Code - IPC work plan and BAF needs
to be reviewed and updated.



- - -



IPC Training 2024-
12-11



Pius
Akubue



Training below target for some areas (July - Sep 2024). - - -



- 2024-
12-11



Pius
Akubue



Compliance for Level 1 IPC training for none clinical staff is below
90% local target and 85% national target (July -Sept. 2024)



- - -



- 2024-
12-11



Pius
Akubue



Hand hygiene assessment is completed as part IPC mandatory
training.



- - -



Policy and Guidance 2024-
12-11



Pius
Akubue



There is no respiratory guidance which should cover both Covid-19
and other respiratory infections as per national guidance.



- - -



- 2024-
12-11



Pius
Akubue



IPC police to be reviewed to ensure that HCID is covered as an
overarching policy of guidance for all emerging and remerging HCIDs.



- - -



No data yet!



No data yet!
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ICB action plan





			KEY (Change Status)





			1


			Recommendation agreed but not yet actioned


			4


			Recommendation never actioned (Please state reasons)





			2


			Action in progress


			5


			Other (Please provide supporting information





			3


			Recommendation fully implemented


			











			ICB compliance visit action plan


			Action plan start date: 23.12.24


			Directorate and ward- Strategic action plan





			Date of visit:06.12.24


			Person responsible for monitoring/ review: Infection prevention and Control team





			Date of action plan review: 23.01.25


			











			Action plan lead: Cheryl Cramer


			Title: Ward Manager


			Contact details: 











			No


			Observation


			Action required


			Action by date


			Person Responsible


			Change Status


			Evidence





			1


			Antimicrobial stewardship audit reviewed regularly to improve practice


			Recruitment of antimicrobial pharmacist 


			Ongoing


			Corporate head of nursing/Deputy DIPC


			1


			





			2


			Antimicrobial resistance strategy to be improved 


			Recruitment of antimicrobial pharmacist


			Ongoing 


			Corporate head of nursing/Deputy DIPC


			1


			





			3


			Infection prevention and control training below target


			Liaise with Matrons to understand reasons for non-compliance


			23.01.25


			IPC Matron


			2


			





			4


			Evidence/posters of the local cleaning responsibilities/staff responsibilities available in clinical areas


			Cleaning responsibilities require review


			23.02.25


			IPC Matron/


			2


			





			5


			No respiratory guidance as per HSCA


			Respiratory illness guidance required- to be added to Management of a patient with a Transmissible infection policy 


			14.03.25


			IPC Matron


			2


			





			6


			Inadequate HCID guidance 


			HCID guidance to be added and Standard and Transmission based precautions policy


			14.03.25


			IPC Matron


			2
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