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	3.1 (ii)

	Report Title
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	Sharron Price, Interim Group Nurse Director 

	Report Sponsor
	Ceri Gimblett, Interim Service Group Director

	Presented by
	Sharron Price, Interim Group Nurse Director

	Freedom of Information 
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	Purpose of the Report
	To present an update to the Quality & Safety Committee of the Service Group Improvement Plan including:
· Progress against the 2022 / 2023 Welsh Government HCAI Improvement Targets
· Confirmation of Service Group governance processes
· Actions and Plans for service Group infection reduction programme for 23/24 


	Key Issues



	· The Service Group has an overarching bi-monthly infection control meeting in place, with delegation of responsibilities to Divisional Level.  Each Division has set up and embedded an Infection Control Meeting where progress against the Health Care Acquired Infection (HCAI) improvement plan is monitored.    
· The Service Group has a robust HCAI Improvement Plan which is a co-produced live document reviewed at the bi-monthly Infection Prevention and Control (IPC) meeting.
· There is Director led, high level scrutiny in place for Tier 1 Infections where all cases will be presented by the responsible divisions
· There has been a significant improvement in E-Coli Bacteraemia (87% reduction) on the Neath Port Talbot Site
· For 2022 / 23 the Service Group has not met the improvement targets with all infections. However there has been an improvement compared to the 21/22 performance with C-Difficile infections (13% NPTH and 20% Singleton Hospital)
· The Service Group has made significant progress with the decontamination agenda and improvement plan, with assurance of location of devices, appropriateness of decontamination and training received into Divisional and Service Group IPC meetings.  


	Specific Action Required 
(please choose one only)
	Information
	Discussion
	Assurance
	Approval

	
	☐	☐	☒	☐
	Recommendations

	Members are asked to:
· [bookmark: _GoBack]RECEIVE THE SERVICE GROUP’S INFECTION CONTROL UPDATE
 







Neath Port Talbot and Singleton Service Group Infection Prevention Improvement Plan 2023 / 24

1. INTRODUCTION
This report will provide the update on the Service Group’s improvement plan detailing progress against the 22/23 Welsh Government Improvement targets, and outlines priorities for the next 12 months in order to reduce hospital acquired infections. 

2. BACKGROUND
The provision of safe effective and efficient care requires the delivery of evidence based-best practice on the management and prevention of healthcare associated infections.  

Against the backdrop of significant service changes with the implementation of the Acute Medical Services Redesign, along with continued surges in COVID-19 and Influenza outbreaks, the Service Group had not succeeded in achieving a sustained reduction in associated infections in 2022/23.  

2.1. TIER 1 INFECTION OUTCOMES 2022 / 2023
It should be noted that there have been notable improvement in terms of E-Coli Bacteraemia at Neath Port Talbot Hospital (NPTH) with an 87% improvement from 21/22.   

Whilst both Hospital sites have exceeded the improvement goal for 22/23 there has been an improved performance with C-Difficile infections from the previous year with Singleton reporting an 8% improvement from 21/22 and Neath Port Talbot 20%.   

The Group has exceeded its Quality Priority reduction goal for Staph Aureus Bacteraemia with a total cases of 14 at Singleton and 2 at Neath Port Talbot at year end, there has been am 8% improvement from 21/22 at Singleton and whilst NPT is reporting a 100% increase this relates to only 2 cases in total

There was a significant increase in Pseudomonas Bacteraemia 2022 / 2023 on the Singleton Hospital Site, the site team, clinical teams and Group Directors have worked closely with the estates team to review and scrutinise these with work and improved education around Water Safety linked with this.  
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2.2. HCAI Current Position (Q1 April 2023 – June 2023) 
Whilst NPTH is on its improvement target trajectory Ward D has had incidence of E-Coli and Klebsiella bacteraemia. 

The ward has been escalated as a “hot spot” and focused review is underway 

The group is already over its improvement trajectory for Staph aureus and E-Coli bacteraemia, with NICU and cases on Ward 12, Chemotherapy Day Unit and Ward 8. 

Cancer Services has had escalated measures introduced as an area of concern and director-led scrutiny implemented as a result  
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The Service Group has an overarching Infection Control meeting which runs bi-monthly and there is delegation of responsibilities for Infection Prevention and Control to the Divisions.  Each Division has set up and embedded an Infection Control meeting where progress against the Improvement Plan is reported and delivered.  

Each Division has a scrutiny process for any reported HCAI, once investigation and scrutiny is been completed this is then reported into a Director led scrutiny where common themes are discussed and shared.  


2.3. HCAI Improvement Plan 2023 – 2024 
· Improvement Plan workshop held 1st June 2023 to develop and support robust clinical leadership
· Multi-professional Attendance at the workshop
· Representation from Adult, Childrens and Maternity Services – Service Wide agreement and engagement
· Incomplete actions from 21/22 to be carried forward
· Divisional tabs have been added to the plan to support divisional ownership and accountability – the overarching plan has been drafted, divisions are working through their individual plans, with excellent engagement from all divisional team.     
· Confirm and refresh of Service Group and Divisions Governance structures 
· This improvement plan is in draft format and will be confirmed in a further workshop and approved through the Service Group Governance Structures 
· Agreement and sign up to development of Divisional plans, monitored and updated live at local IPC meetings 
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The Service Group Infection Control meetings and divisional processes have been established, and have been running throughout the year.  

Director led HCAI review meetings are in place and embedded.


2.4.  Infection Prevention and Control Training Figures 

Performance with mandatory training has dropped in all areas since the last reporting period.  
Level 1 training across most ward areas is in excess of 90%, there have been some reduction in performance.  However, this data is for all staff groups, further work to be completed to establish true baseline of relevant staff compliance for each training module.

ESR data not reflective of locally held records. Validation work by Divisions on going. 

	
	May 2022
	June 2023
	

	NHS|CSTF|Infection Prevention and Control - Level 2 - 1 Year|
	37.18%
	24.48%
	

	NHS|CSTF|Infection Prevention and Control - Level 1 - 3 Years|
	84.16%
	88.01%
	


	NHS|MAND|Aseptic Non Touch Technique - 3 Years|
	22.58%
	18.90%
	

	NHS|MAND|Hand Hygiene - 1 Year|
	15.29%
	11.12%
	




3. GOVERNANCE AND RISK ISSUES
3.1. Service Group Governance Processes
There are a number of factors that have impacted on the governance arrangements within the Service Group.  

· The new Health Board Quality Framework
· Acute Service Redesign and changes to the Divisional Structures
· New Interim arrangements within the Triumvirate team 

The Service Group Quality Structure has reviewed and updated its Quality Safety and Risk Framework in line with the new Health Board Framework. 
 
The current Terms of Reference for Infection Prevention and Control meeting will need to be reviewed and updated to reflect the changes 

The Service Group has embedded leadership accountability to Divisional Level and the current framework is designed to drive leadership at a local level

The Medical Director supports and chairs high level scrutiny panels 

The Service Group Medical and Nursing Directors provide joint leadership in delivering the Infection Prevention and Control agenda.  



Neath Port Talbot and Singleton Service Group
Infection Prevention and Control Accountability Structure


4. FINANCIAL IMPLICATIONS
There are no financial implications for this paper 

5.  Recommendations 
 To note the HCAI improvement plan and gain assurance the relevant actions are being taken to reduce infection rates in line with identified targets

	Governance and Assurance


	Link to Enabling Objectives
(please choose)
	Supporting better health and wellbeing by actively promoting and empowering people to live well in resilient communities

	
	Partnerships for Improving Health and Wellbeing
	☐
	
	Co-Production and Health Literacy
	☒
	
	Digitally Enabled Health and Wellbeing
	☐
	
	Deliver better care through excellent health and care services achieving the outcomes that matter most to people 

	
	Best Value Outcomes and High Quality Care
	☒
	
	Partnerships for Care
	☐
	
	Excellent Staff
	☒
	
	Digitally Enabled Care
	☐
	
	Outstanding Research, Innovation, Education and Learning
	☐
	Health and Care Standards

	(please choose)
	Staying Healthy
	☒
	
	Safe Care
	☒
	
	Effective  Care
	☒
	
	Dignified Care
	☐
	
	Timely Care
	☒
	
	Individual Care
	☐
	
	Staff and Resources
	☐
	Quality, Safety and Patient Experience

	The Health Board fully recognises its duty of care to ensure that both individual patients and the needs of the population that it services, in relation to infection prevention


	Financial Implications

	There are significant opportunity costs being borne by the Health Board on a daily basis in relation the extended care of those patients’ subject to a healthcare acquired infection.

	Legal Implications (including equality and diversity assessment)

	On the 1st June 2020, the Health and Social Care (Quality and Engagement) (Wales) Act became law; it will come into force in Spring 2023. The Act will introduce the principle of Duty of Quality. Health services will be required to demonstrate a “system-wide way of working to provide safe, effective, person-centred, timely efficient and equitable health care in the context of a learning culture. 


	Staffing Implications

	Linked to wider existing staffing pressures.


	Long Term Implications (including the impact of the Well-being of Future Generations (Wales) Act 2015)

	Prevention of infection will contribute to public health and wellbeing in the community and contribute to the objectives of wider public bodies.

	Report History
	March 2022 Health Board IPC Improvement Plan
April 2022 NPTSSG 2022 / 23 HCAI improvement plan 


	Appendices
	
 






Group Medical Directors / Group Nurse Director  


Head of Nursing Adult Services 


Deputy Head of Nursing Hospital Operations  / IPC Medical Lead NPTH 


Deputy Head of Nursing Cancer Services / Clinical Leads Haem, Onc and Palliative care


Head of Nursing Childrens and Young People / Clinical Director for CYP 


Deputy Head of Nursing CYP / Clinical Leads Children's and Neonatals 


Head of Midwifery / Clinical Director Obs and Gynae  


Deputy Head of Nursing WHO / Clinical Director Obs and Gynae and Clinical Director for Ophthamology 


Deputy Head of Midwifery / Clinical Director Obs and Gyane


Matrons, Ward Sisters/ Consultants  and Departments leads for IPC, champions, Hand Hygiene 


Matrons, Ward Sisters / consultants  and Departments leads for IPC, champions, Hand Hygiene 


Matrons, Ward Sisters / Consultants and Departments leads for IPC, champions, Hand Hygiene 


Matrons, Senior midwives / Consultants and Departments leads for IPC, champions, Hand Hygiene 


Matrons, Ward Sisters / onsultants and Departments leads for IPC, champions, Hand Hygiene 






























Quality and Safety Committee – Tuesday, 29th August 2023                                          9 | Page

image1.jpeg
Bwrdd lechyd Prifysgol
Bae Abertawe

Swansea Bay University
Health Board




image2.jpeg




image3.jpeg




image4.png
Aug-22 | Sep-22 | Oct-22 | Nov-22 | Dec-22 Jan-23 Feb-23 | Mar-23

Jul-22

Apr-22 | May-22 | Jun-22

NPT

cD1

S Aureus
E Col

Pseudomonas





image5.png
. Apr22 | May-22 | un-22 | Jul22 | Aug-22 | Sep-22 | Oct-22 | Nov-22 | Dec-22 | Jan-23 | Feb-23 | Mar-23 | A“*™ o
singleton cases | Improvement
col 3 o 2| 3 o] 5| 2| 5| 2| 2| 3 4 37] 18
5 Aureus 3 1] 2| 2| 1] 2| 2| 1] 2| §| 1] 1] 2] 14
E Coli 5| 2| 2| 9 4 5| §| 1] §| 3 4 2| 40| 2
Klebsiella 1] 2| 3 1] 1] 1] 9 4 2| 1] 2| 9 13 n
Pseudomonas 0| 0| 0| 1] 1] 2) 2) 1] 1] 1] 0| 0| 9| 1





image6.emf
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CDI 0 1 0 1 1

S.Aureus 0 0 1 1 1

E.Coli 0 1 2 3 2

Klebsiella 0 1 1 2 1

Pseudomonas 0 0 0 0 0
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Priority 
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Goal

CDI 1 2 3 6 4

S.Aureus 3 4 1 8 3

E.Coli 2 3 2 7 8

Klebsiella 1 1 0 2 3

Pseudomonas 0 0 1 1 2
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HCAI Improvement Plan — Culture, Leadershipand Governance
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HCAI Improvement Plan — Focus on Key Infections and Improvement Projects

Targets monitored and reported monthly
- Ward performance monitored and displayed with improvement goals
1PC Mandatory training to be reported wih local stretch targets set
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Service Group Overarching Plan

						IMPROVEMENT PLAN



		Goal		Method		Q1		Q2		Q3		Q4		Outcome		Responsibility		RAG STATUS

		To Provide Divisional assurance of IPC governance structures and arrangments 		Divisions IPC meetings with forward planning dates 23/24		Meeting dates to be provided to Service Group IPC meeting 		Meeting cycle to be embedded 		Meeting cycle to be embedded 		Meeting cycle to be embedded 		Strengthened local ownership, governance arrangements for IPC at Divisional level.		DHON's, Clinical Leads, Divisional Managers

				High level scrutiny to be held at Divisional level with Director oversight of identified hot spot areas		Divisional Scrutiny TOR to be reviewed and agreed		Scrutiny embedded into normal business		Scrutiny embedded into normal business		Scrutiny embedded into normal business		Improved scrutiny and shared learning from these key harm events. 		DHON's, Clinical Leads, Divisional Managers

				HCAI outcomes to be located on every ward area with day free from infection noted		Ward workshops to share reduction targets 
HAWD boards in place		Updates to HCAI outcomes to be embedded in normal business		Updates to HCAI outcomes to be embedded in normal business		Updates to HCAI outcomes to be embedded in normal business		Ward level accountability for HCAI improvement		HONs / HOM 

				Refresh of peer review audits in all areas		Agree audit forward plan for peer reviews and commence audit cycle		Maintain compliance with audit cycle		Maintain compliance with audit cycle 		Maintain compliance with audit cycle 				HON / HOM

				Establish a ward recognition scheme to celebrate excellence		Design award and agree criteria for award		First award event to be held		Awards made and excellence celebrated 		Awards made and excellence celebrated 		Increased engagement and shared good practice 		Group Nurse and Medical Director

		Reduce incident of key infections:
Staph Aureus and Gram negative bacteraemia and C. Difficile infection 		Clinical staff will be compliant with ANTT online training and 3 yearly competency assessment 		Compliance 1/4/23 = 40% nursing, 4% medical and 22% AHP.  		Divisional Compliance improvement target of 40% for all available staff		Divisional Compliance improvement target of 70% for all available staff		Divisional Compliance improvement target of 100% for all available staff		All staff undertaking aseptic procedures will be compliant and assessed in ANTT		DHON's, Clinical Leads, Divisional Managers

				Every patient with a peripheral vascular catheter or urinary catheter will have an insertion and maintained bundle completed 		Bug stop to be refreshed in all ward areas.  		Bug stop audits to be received at divisional and group IPC meetings 		100% compliance in all areas 		100% compliance in all areas 		Improvement with PVC, urinary catheter insertion and maintenance bundles		DHON's, Matrons and Ward Sisters 

				

Improved compliance with patients offered hand washing prior to meals and after toileting

Full Implementation of chlorohexidine wash cloths 

		Confirmation from Divisions of 100% wash cloth implementation

Observation of practice to confirm patient hand hygiene as part of Matrons quality checks		100% compliance with use of wash cloths in adult areas

Divisions to report into IPC meetings to review progress against improvement goals

		100% compliance with use of wash cloths in adult areas

Divisions to report into IPC meetings to review progress against improvement goals

		100% compliance with use of wash cloths in adult areas

Divisions to report into IPC meetings to review progress against improvement goals

		Continuous improvement with reduction in HCAI's across group		DHON's, Matrons and Ward Sisters 

				All Staff to be compliant with appropriate levels of IPC training		Nursing: L2 40%, ANTT 40% and HH 13%

Medical Staff L2 15%, ANTT 4%, HH 0%

AHP, L2 15%, ANTT 22% and HH 5%		Divisional compliance improvement target 50% of all clinical staff		Divisional Compliance improvement target of 70% for all available staff		Divisional Compliance improvement target of 100% for all available staff		All clinical staff will be compliant with appropriate IPC training 		DHON's, Clinical Leads, Divisional Managers

		To further improve governance  structures in relation to decontamination.

(Critical devices, such as surgical forceps, come in contact with blood or normally sterile tissue. Semi-critical devices, such as endoscopes, come in contact with mucus membranes. Non-critical devices, such as stethoscopes, come in contact with unbroken skin)  		Confirm accuracy of asset register in relation to all critical and semi-critical devices and review the decontamination processes in place in relation to the devices identified. 		Divisions to confirm inclusion of decontamination within agenda for infection control meetings.  

Compliance to be reported into SG IPC meeting 		Identify any improvements required from divisional reports 		Review progress against improvement plans		Review progress against improvement plans		The service group to have established an asset register 		Clinical Directors / Clinical Leads / Deputy Heads of Nursing

				Confirm training compliance with decontamination processes across the divisions SG		Divisional teams to review and report into IPC current levels of training for relevant decontamination processes

training needs analysis to be completed to address gaps in training 		Each Division to include Decontamination within agenda for Infection Control meetings		Develop improvement plan and review progress		Develop improvement plan and review progress		staff involved in decontamination will be appropriately trained and within agreed frequency?		Clinical Directors / Clinical Leads / Deputy Heads of Nursing

				In collaboration with Decontamination Sub-group develop and implement competencies in relation to decontamination		SG to ensure attendance and representation at Decontamination Sub-group with feedback and improvement actions to be provided via SG Infection Control group		SG to ensure attendance and representation at Decontamination Sub-group with feedback and improvement actions to be provided via SG Infection Control group		SG to ensure attendance and representation at Decontamination Sub-group with feedback and improvement actions to be provided via SG Infection Control group		SG to ensure attendance and representation at Decontamination Sub-group with feedback and improvement actions to be provided via SG Infection Control group		to support the co-production of a competency framework 		Clinical Directors / Clinical Leads / Deputy Heads of Nursing

				Improved compliance and practice in relation to non-critical devices such as stethoscopes,  BP cuffs, saturation monitors, slide and glide sheets		Divisions to provide assurance via IPC meetings around standards of decontamination of Non-critical devices via RAG audits with improvement plans in areas with amber and red audits 		Divisions to provide assurance via IPC meetings around standards of decontamination of Non-critical devices via RAG audits with improvement plans in areas with amber and red audits 		Divisions to provide assurance via IPC meetings around standards of decontamination of Non-critical devices via RAG audits with improvement plans in areas with amber and red audits 		Divisions to provide assurance via IPC meetings around standards of decontamination of Non-critical devices via RAG audits with improvement plans in areas with amber and red audits 		All groups to be reporting green RAG audits, and governance processes around decontamination of equipment to be established 		Clinical Directors / Clinical Leads / Deputy Heads of Nursing





Medicines Managment 

						IMPROVEMENT PLAN



		Goal		Method		Q1		Q2		Q3		Q4		Outcome		Responsibility		RAG STATUS

		Reduce incidence of the following  key infections:
Staph. aureus and Gram negative bacteraemia, and C. difficile infection		Undertake review of penicillin allergies, and commence "Penicillin De-labelling initiative"
Identify patients who report penicillin allergy, detailed history as to origins of allergy undertake penicillin challenge for those patients who are felt to be low risk 		Idetification of patients, agree protocol for challenge, develop service to flag suitable patients 		review of progress on intiative		review of progress on intiative		review of progress on intiative		reduction of use of 2 and 3rd line anti-microbial use, improvement in anti-microbial stewardship		Pharmacy Leads / Clinical Directors 

				Improve compliance with 'Start Smart Then Focus' (SSTF) antimicrobial stewardship programme, with timely feedback of results to Service Groups		Continue with quarterly audits.
		Continue with quarterly audits.
		Continue with quarterly audits.
		Continue with quarterly audits.
		Continuous improvement in SSTF compliance.
Improved antimicrobial stewardship		Pharmacy Leads / Clinical Directors 

				Identify outlying areas from the SSTF programme to target specific service improvement.

The group will become compliant with the Anti-microbial Stewardship Framework 		Divisional support for improvement projects within areas identified
Quality improvement projects initiated 		Divisional support for improvement projects within areas identified
Quality improvement projects initiated 		Divisional support for improvement projects within areas identified
Quality improvement projects initiated 		Divisional support for improvement projects within areas identified
Quality improvement projects initiated 		Continuous improvement in SSTF compliance.
Improved antimicrobial stewardship		Clinical Directors / Clinical Leads / Pharmacy 

				Antimicrobial Governance - Improve compliance with the Anti-microbial Stewardship Framework 		Identify a lead clinician to represent the SG at the Antimicrobial Stewardship Group. 
Gain assurance that prescribers across all divisions are adequately supported in optimising antibiotic prescribing using data from the Pharmacy Audits.
Act on antibiotic exception reports submitted by pharmacy of non-compliance to guidelines . 
		Identify a lead clinician to represent the SG at the Antimicrobial Stewardship Group. 
Gain assurance that prescribers across all divisions are adequately supported in optimising antibiotic prescribing using data from the Pharmacy Audits.
Act on antibiotic exception reports submitted by pharmacy of non-compliance to guidelines . 
		Gain assurance that prescribers across all divisions are adequately supported in optimising antibiotic prescribing using data from the Pharmacy Audits.
Act on antibiotic exception reports submitted by pharmacy of non-compliance to guidelines .		Develop improvement plan and review progress		Improvement in antimicrobial KPI's 		Improvement in antimicrobial KPI's 





Cancer Services HCAI Plan 

						IMPROVEMENT PLAN



		Goal		Method		Q1		Q2		Q3		Q4		Outcome		Responsibility		RAG STATUS

		To implement robust Clinical Governance Assurance framework for IPC within Cancer Services 		To implement a monthly IPC Governance meeting for Cancer Services. 		Matron team to review TOR for IPC Governance meetings and commence in June 23

tc={82EB7BCF-9B3A-42D7-BCCB-F5F0E3A37A98}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    update: Monthly meetings scheduled and terms of reference shared with the attendees. 
Reply:
    due to availability of the list of attendees, unable to schedule first meeting until 1st Sept 2023. However in the interim, IPC has been added to oncology Q&S meeting- last meeting held Friday 21st July. 		To address issues within division and review action plans to ensure actions are completed as per target date.		To address issues within division and to ensure actions are completed as per target date. 		To address issues within division and to ensure actions are completed as per targt date.				DHoN, Matrons

				Peer review audits to be completed in all areas within cancer services		To implement a task and finish group for the peer reviews to be scheduled

tc={A23951EA-29E2-4439-A73C-6562E3E38CDE}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    Email sent to all matrons including WHO, medicine and Midwifery services on 21.7.23 to arrange peer reviews		to complete peer review and escalate any issues with IPC to divisional matron, using the first audit as a baseline audit. 		to complete peer review and escalate any issues with IPC to divisional matron		to ensure improvements are made from baseline audit and escalate any issues/ non-compliance to the divisional matron				Divisional matron team

				High level scrutiny panels to continue every month within Cancer division and to increase engagement from medical colleagues		To conitune to have monthly divisional IPC scrutiny panels, with medical engagement and respresentation from microbiology. 

tc={884C9CE5-AA1C-41FE-8A50-08C5831FB82A}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    Monthly scrutiny panels in place, oncology have nominated representative to attend, awaiting haematology engagement, escalated to senior management re: lack of engagement. 		To encourage all managers to investigate promptly and to attend scrutiny panel to present, to ensure minutes are reviewed and action plan circulated with attendees to ensure completion as per set target date. 		to ensure improvements are made within the clinical areas, to see improvement in environment and compliance with mandatory training and IPC prcautions i.e. HH compliance/ BBE compliance 		to ensure continuous improvements are made to IPC compliance within clincial areas, to see reduction of incidents relating to IPC and to ensure all actions are being completed as per set target dates. 				Medics, DHoN, matron, unit/ward managers

				Completion of monthly RAG audits, focusing on hot spot areas including chemo day unit and ward 12 where high incidence of HCAIs		Baseline audit results :- ward 12 (completed 7/6/23) = Amber due to patient's belongings found on widow sill, signage put up to encourage patients that belongings should not be kept on window sills. CDU audit completed 2/6/23 =Green

tc={DC608981-6696-4595-A8C1-07DDE8019A42}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    recent rag audit completed on ward 12 20.7.23 - Green 
Recent Rag Audit in CDU - green. 		To continue to audit areas monthly and promplty address/ implement actions for concerns that arise from audit. Escalate and share audits with Senior Nursing Team. 		aim for green audit results 		aim for green audit results				Deputy Had of Nursing, Matron, Ward sisters

				To complete Hand Hygiene and Bare Below Elbow spot audits weekly, focusing on hot spot areas including ward 12 & CDU		To complete weekly HH/ BBE spot audits within clinical areas, to address non-compliance at time of audit and use as a baseline for future audits, to monitor improvements. 

tc={8EEA59D6-0332-4FD8-87E8-57EF22E9852A}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    weekly HH/BBE continue in all areas, concerns addressed at time of auditing. recent HH/BBE compliance 100%		to complete audit and review against baseline audit to ensure improvements are made to compliance. 		to complete audit and review againt previous audits to ensure improvemnts are made to compliance 		to complete audit and to aim for 100% compliance with HH and BBE in each clinical area. 				Deputy Head of Nursing, Matron, Ward Sisters

				To ensure that every patient with a peripheral device in situ, has an insertion bundle and maintainance bundle in place.		ward 12 currently completing weekly bug stop audits, CDU have implemented weekly audits from Jun 23, to ensure that the implementation of weekly bug stop audits is achieved in all areas

tc={BA5C6903-065A-4BB8-9CD8-6C796CFC1380}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    weekly bug stop audits continue, feedback provided to medical staff re: compliance with bundles and documentation around ANTT as themes recognised at divisional scrutiny panels. 		to review compliance with completion of audits and review baseline audits for each area, to monitor improvements.		to ensure improvements of 25% are made from baseline audit scores		to ensure improvements of 50% ar made from baseline audit scores				Deputy Head of Nursing, Matron, Ward sisters

				Completion of monthly matron audits in clinical areas		Baseline audit results:- ward 12 = 97% (completed April 23) , CDU = 94% (completed April 23)

tc={E221C7A5-6053-409F-91C6-9E56B8299EC9}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    matron audit scores for June 23, ward 12 97%
CDU 94%		Matrons to audit clinical areas monthly and promptly address/ implement actions for concerns that arise from audits. To share the audit with DHoN and Nursing Business Support Manager. 		Aim to see 100% compliance		Aim to see 100% compliance				Deputy Head of Nursing, Matron, Ward sisters

		To see a reduction in the incidence of HCAIs within Cancer services, focusing on the hot spot areas which include ward 12 and CDU		Implementation of chlorhexedine wash cloths on ward 12		To ensure all staff are aware of wash cloths, to ensure they are being used for every patient admitted onto ward 12, to monitor stock levels

tc={86D09EB8-3E90-468D-AB76-C4C8D728C245}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    Chlorhexidine wash clothes implemented on ward 12 with the aim to reduce rates of HCAIs		to see a reduction of HCAIs in area		To see a further reduction of HCAIs in area from quarter 2		To have no HCAIs within this quarter				Deputy Head of Nursing, Matron, ward sisters 

				To improve compliance with IPC mandatory trainining, HH and ANTT		to review local training compliance and to set target dates for improvements to be made. 

tc={81BEAD19-D635-47C0-9AC6-230561BCC19F}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    unit/ward manager and matron team have reviewed local training compliance and set targets as per IPC improvement plan		to ensure all areas within cancer services are above HB target of 85% with IPC ESR modules		All areas to be above 90% compliant with ipc ESR modules		all areas to be 100% compliant. 				DHoN, Matrons, Ward sisters

				To ensure regular monitoring and testing is completed of the water on ward 12, to aim for a reduction in pseudamonas -daily flushing to be completed, communication pathway to be improved between estates/ ward staff re: results of tests. 		To implement a robust system for monitoring the water on ward 12 and to communicate results to Senior nursing team and IPC team. Daily running of taps to be completed by domestic services and logged on completion. 

tc={7A8E12D4-4850-4C26-A33D-ABB1B3B6D4F4}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    Ward 12 and ward 11 have worked with estates and hotel services to ensure daily flushes of taps in complete in clinical areas. All results have returned to normal, no pseudomonas present on ward 11 or 12. POU filters removed. 		to ensure all areas on ward 12 are free from pseudamonas and to ensure daily running of taps is completed in all rooms on ward 12.		to ensure all areas on ward 12 are free from pseudamonas and to ensure daily running of taps is completed in all rooms on ward 12		to ensure all areas on ward 12 are free from pseudamonas and to ensure daily running of taps is completed in all rooms on ward 12				DHoN, Matron, Ward sisters, Estates, Domestics

				introduction of portless cannula across cancer services 		to review compliance with portless cannula use in each area within cancer services

tc={8578C955-E5CC-411B-ADCD-0E9CB4687ECD}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    all clinical staff have access to port less cannulae in clinical area. Feedback obtained from staff that have used the port less cannulae. Training provided for all staff		to see a reduction in HCA bacteraemia 		to see a further reduction of HCA Bacteraemia,  from quarter 2		to aim for 0 incidents relating to Health Care Acquired Bacteramia within cancer services				DHoN, Matron, Ward sisters 

		To increase training and education in relation to IPC across cancer services 		Implementation of 10@10 sesisons across cancer services focusing on IPC. 		all areas to evidence completion of 10@10 education sessions in relation to IPC

tc={73A4E914-B559-4616-846D-82F84C408AC8}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    all clinical areas have received 10@10 training sessions in relation to hot topics around IPC. Training sessions individualised to needs of department.		

tc={82EB7BCF-9B3A-42D7-BCCB-F5F0E3A37A98}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    update: Monthly meetings scheduled and terms of reference shared with the attendees. 
Reply:
    due to availability of the list of attendees, unable to schedule first meeting until 1st Sept 2023. However in the interim, IPC has been added to oncology Q&S meeting- last meeting held Friday 21st July. 		

tc={A23951EA-29E2-4439-A73C-6562E3E38CDE}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    Email sent to all matrons including WHO, medicine and Midwifery services on 21.7.23 to arrange peer reviews		

tc={884C9CE5-AA1C-41FE-8A50-08C5831FB82A}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    Monthly scrutiny panels in place, oncology have nominated representative to attend, awaiting haematology engagement, escalated to senior management re: lack of engagement. 		

tc={DC608981-6696-4595-A8C1-07DDE8019A42}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    recent rag audit completed on ward 12 20.7.23 - Green 
Recent Rag Audit in CDU - green. 		

tc={8EEA59D6-0332-4FD8-87E8-57EF22E9852A}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    weekly HH/BBE continue in all areas, concerns addressed at time of auditing. recent HH/BBE compliance 100%		

tc={BA5C6903-065A-4BB8-9CD8-6C796CFC1380}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    weekly bug stop audits continue, feedback provided to medical staff re: compliance with bundles and documentation around ANTT as themes recognised at divisional scrutiny panels. 		

tc={E221C7A5-6053-409F-91C6-9E56B8299EC9}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    matron audit scores for June 23, ward 12 97%
CDU 94%		

tc={86D09EB8-3E90-468D-AB76-C4C8D728C245}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    Chlorhexidine wash clothes implemented on ward 12 with the aim to reduce rates of HCAIs		

tc={81BEAD19-D635-47C0-9AC6-230561BCC19F}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    unit/ward manager and matron team have reviewed local training compliance and set targets as per IPC improvement plan		

tc={7A8E12D4-4850-4C26-A33D-ABB1B3B6D4F4}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    Ward 12 and ward 11 have worked with estates and hotel services to ensure daily flushes of taps in complete in clinical areas. All results have returned to normal, no pseudomonas present on ward 11 or 12. POU filters removed. 		continue to capture all staff via 10@10 training sessions		to aim for increased compliance around infection control precautions and correct procedures for management of infection including compliance with completion of bundles, Donning/doffing, HH/ BBE and ANTT. 		to ensure all staff have received training on ipc and are competent with IPC precautions and roles and responsibilities, to reduce infection rates				DHoN, Matron, Ward sisters. 







update: Monthly meetings scheduled and terms of reference shared with the attendees. 



due to availability of the list of attendees, unable to schedule first meeting until 1st Sept 2023. However in the interim, IPC has been added to oncology Q&S meeting- last meeting held Friday 21st July. 



Email sent to all matrons including WHO, medicine and Midwifery services on 21.7.23 to arrange peer reviews



Monthly scrutiny panels in place, oncology have nominated representative to attend, awaiting haematology engagement, escalated to senior management re: lack of engagement. 



recent rag audit completed on ward 12 20.7.23 - Green 
Recent Rag Audit in CDU - green. 



weekly HH/BBE continue in all areas, concerns addressed at time of auditing. recent HH/BBE compliance 100%



weekly bug stop audits continue, feedback provided to medical staff re: compliance with bundles and documentation around ANTT as themes recognised at divisional scrutiny panels. 



matron audit scores for June 23, ward 12 97%
CDU 94%



Chlorhexidine wash clothes implemented on ward 12 with the aim to reduce rates of HCAIs



unit/ward manager and matron team have reviewed local training compliance and set targets as per IPC improvement plan



Ward 12 and ward 11 have worked with estates and hotel services to ensure daily flushes of taps in complete in clinical areas. All results have returned to normal, no pseudomonas present on ward 11 or 12. POU filters removed. 



all clinical staff have access to port less cannulae in clinical area. Feedback obtained from staff that have used the port less cannulae. Training provided for all staff



all clinical areas have received 10@10 training sessions in relation to hot topics around IPC. Training sessions individualised to needs of department.







Hospital Ops HCAi Plan

						IMPROVEMENT PLAN



		Goal		Method		Q1		Q2		Q3		Q4		Outcome		Responsibility		RAG STATUS

		Provide a robust clinical governance framework for the division of Hospital operations		Ensure robust scruitny meetings of all HCAI's is undetaken. Provide appropriate challenge and scrutiny of all cases diagnosed.		Review schedule for Group scrutiny meetings. Ensure attendance from all members of division as appropriate. Review and agree TOR.		Continue to review new cases in a multidisciplinary format. Ensuring approriate challenge and scrutiny. Ensure wide spread learning. 		Continue to review new cases in an MDT format, ensuring appropriate challenge and scrutiny. Ensure widespread learning.		Continue to review new cases in an MDT format, ensuring appropriate challenge and scrutniy. Ensure widespread learning.				DHON's of all divisions

				Peer review audits to be completed within all area's including Outpatient area's. 		To implement a task and finish group to schedule and plan audit timetable with all divisions in adult services		To complete peer review and escalate any concerns immediately to the Matron of that divison.		Monitor peer review audits and ensure an improving trajectory. Develop any action plans required. 		Monitor results, escalate concerns to the divisional teams monitor poor practice/compliance. 				Divisional Matrons

				Ensure full scrutiny of historic HCAI's from the previous medicine division. 		Liaise with IPC team to undertake a desk top review of the historic cases. Ensure that all appropriate learning is shared accordingly		Continue review until backlog is cleared.								DHON, Matrons, IPC team and Gvoernance support.

				Continue monthly RAG & HH audits of all area's including out patient area's		Develop audit schedule with support of IPC team, to ensure there are peer audits undertaken also. Ensure all estates work is reported and actioned. closely monitor hot spot area which is currently Ward 7.		Continue monthly audits against baseline audit undertaken in June. Aim for an improving trajectory. Monitor estates progress.		Continue monthly audits, aim for green audits.		Continue monthly audits, aim for green audits.				DHON, Matrons, IPC team and Gvoernance support.

				Ensure all patients with an indwelling device have the appropriate insertion and maintenance bundle in place.		Ensure we have sign up from all practitioners (including medical and nursing). Link with the ward Consultants to gain their support. Baseline audit of compliance to map an improvement trajectory. Ensure weekly bugstop audits are undertaken on each ward by the nursing team and instill confidence in the team to challenge any devices not in use/required.		Monitor compliance via Audit, Matrons to add it to their monthly Matron audit to review. 		Monitor compliance		Monitor compliance				Ward Managers and Matrons

				Continue monthly Matron Audits, (include outpatient area's Bi-monthly in the first instance)		Understand baseline of current position.		Aim for improvements in results, maintain improvement. Address any shortfalls. Target any area's of concern		Maintain improving outcomes. Address any issues immediately. Target any area's of concern.		Maintain improving outcomes. Address any immediate concenrs. Target any area's of concern.				Matron team

		Training		All staff to be fully compliant with IPC level 2, HH training, ANTT online module and competnact assessment. 		Monitor a baseline position via training needs analysis		Monitor progess and improving trajectory.		Monitor progress and improving trajectory		Monitor progress and improving trajectory				Matrons & Ward managers

				Recommence training programme for FFP3 masks prior to autumn		Baseline position is currently poor. Training needs analysis of current FITT test trainers and compliance levels. Ensure all trainers are refreshed locally.		Monitor progress and improving trajectory. 		Ensure significant improvements in compliance already achieved ahead of Winter		Monitor compliance				PDN, Ward manager, Kerry Griffiths, Matron

				Ensure training and compliance is in place for decontamination of equipment. 		Ratify equipment within the division that falls into this category and training needs that runs alongside 		Monitor compliance.		Monitor compliance		Monitor compliance				Matrons & Ward managers







CYP HCAI Plan

						IMPROVEMENT PLAN



		Goal		Method		Q1		Q2		Q3		Q4		Outcome		Responsibility		RAG STATUS

		Increase infection control training compliance across Childrens services 		Provide staff with the resources to access the e- learning infection control modules.		Ensure indivduals are allocated study time to complete e-learning modules.		Monitor compliance consider action plan if compliance has not improved.		Continue to allocate study time. Audit training compliance		Audit training compliance. Improved compliance

				Increase the number of hand wash trainers across the division. Contact infection control for training dates and allocate.		Provide nominated hand wash trainers time to complete training. 		Increased number of hand wash trainers within the division. improved hand washing training compliance.		Maintain sufficent numbers of hand washing trainings to meet the needs of CYP. Assess the need to train further nurses. Monitor handwashing training compliance		Maintain sufficent numbers of hand washing trainings to meet the needs of CYP. Assess the need to train further nurses. Monitor hand washing training compliance 

				ANNT training to be accessed via e-learning module. Increase the number of DOPS trainers.		Provide individuals time to complete ANNT e-learning module. Allocate study laeve for nominated DOPS trainers. Develop an action plan to cascade ANNT training to staff.		Cascade training. Monitor training  compliance. 		Cascade training. Monitor training compliance		 Cascade training. Monitor training compliance

				Monthly Rag audits		Focus on areas of non-compliance. Update action plan within IC monthly meetings to ensure issues are addresed in a timely way. Actively involve other services to address issues i.e hotal srvices, estates etc. 		Update action plan. 		Up date action plan working towards Green audit results		Up date action plan working towards Green audit results

				Completion of monthly matron assurance audits for all clinical areas		Matrons to complete monthly assurance audits.  Share results with DHoN.		Compliance 95% or above		Compliance 95% or above		Compliance 95% or above

				Monthly CYP infection control meetings to ensure standards are maintained and areas of concern escalated. 		Address issues within division and review action plans. Monitor Training compliance.		Address issues within division and review action plans. Monitor Training compliance.		Address issues within division and review action plans. Monitor Training compliance.		Address issues within division and review action plans. Monitor Training compliance.

		Refurbish the clinical area within acute paediatrics to increase cubicle capacity to prevent cohorting immune suppressed childen, increasing the risk for cross infection		Business plan refurbishment written to reflect the needs of the service and increase cubicle capacity.		Business options represented and appraised. Service users and staff engagement.		Business options and approval shared with multi disciplinary team and service users		Refurbishment plans initiated		Reburbishment plans initiated

		Refurbishment of five accommodation houses used by parensts on NICU.		Monthly task and Finish meetings. Business paper provides an over view of the need for the accommodation to meet BAPM Standards and how this facility supports the well being of parents on NICU. Engage with Fundraising Support Team to identify funding options.		Monthly T&F meetings. Risk assess each house to outline what essential work needs to be completed. Include costings. Present business paper and parent story to NMB meeting plus divisional governance meeting. 		Monthly T&F meetings.  Identify any grants available to support refurbishment. 		Monthly T&F meetings. Working towards completing refurbishment		Monthley T&F meetings. Working towards completing refurbishment.





WHO (adult) HCAi Plan

						IMPROVEMENT PLAN



		Goal		Method		Q1		Q2		Q3		Q4		Outcome		Responsibility		RAG STATUS

		To  have a robust Clinical Governance structure for Infection Prevention and Control within the Womens Health and Opthalmology. 		To expand on the mebership of the current Scrutiny panel meetings. 		Engagement from clinicians, pharmacy and microbilogy collegues. As well as nursing collegues from other divisions to promote learning events. 		A new robust panel is now in place, this incorporates all divisons and is to be attended by Medical, Nursing, Microbilogy, Pharmacy and IPC. Co- chaired by the Clinical director and DHon for WH&O. 		continue to review cases as soon as possible for early leaning. To maintain the Multidiscilpinary approach and rosbust scruitny and challenge. 		continue to review cases as soon as possible for early leaning. To maintain the Multidiscilpinary approach and rosbust scruitny and challenge. 				DHon of all Divisions 

				To develop a Terms of Refernce for IPC within the service group. 		To write and share within the Division.		Terms of reference in the process of being writtedn and will be presented for ratiifcation at the next QS&R meeting. 								DHoN

				To enusre all historical HCAI's are reviewed at panel. 		Liaise with our IPC colleques to develop a round the table stragedy to review historc cases. impereative to share learning with the teams. 		Continue to work through the back log. 		monitor improvement in numbers. 						DHoN , Matrons, Ward managers, IPC. Governance 

				Commencement of Peer reviews, with support from other divisions 		To develop a task and finish group to develop a peer audit programme with a clear timeline for each clinical area. To include all outpatient areas. 		To complete audits and feed back directly to the Matron for early praise or escualtion of any concerns. 		Monitor the peer review process and ensure outcomes are on trejectory. Develop actionplans were and if required. 		monitor outcomes and esculate concerns where poor pratice is evident to Divisional leads. 				DHoN of all divisons, Matrons of all divisons

				Continue monthly IPC RAG and HH/BBE Audits. in all clinical areas including outpatient areas. 		Discussions with our IPC leads taking place on the 8th June 2023.  To obtain a baseline for each area. 		Audit schedule for each area to be developed and comenced. Early audit data positive. 		continue Monthly reviews and to feedback at the divisonal and service group IPC meetings 		monitor compliance 				Ward Managers and Matrons, IPC 

				To provide assurance that all patients with indwelling devices have the insertion and maintence bundles in place. 		To have weekly bugstop audits to monitor compliance. All clinical and nusrsing staff to sign up to being compliant with the use of bundles. To add this to the agenda at each Scrutiny meeting. 		Monitor improvement trejectory via audits. 		to monitor compliance and escualte to divisonal leads if required 		to monitor compliance 				DHoN, Matrons and ward Managers.

				To start to explore the numbers of Surgical Site infections with 28 days of discharge.  To ensure that patients are aware of the possibilty of SSI and how to inform us. 		To develop a process of being able to capture this data in the first instance.		Ward areas to develop  information leaflets (post op) to provide details of SSI and to inform us if they develop an SSI within 28 days .  Post op follow up discussions to include a site review .		To collate data 		to provide feedback 				Ward Managers and Matrons.  



		To be 100% compliant with all IPC training across all areas of division of WH&O. 		Training needs analysis currently taking place, preliminary data shows poor compliance across the out patient areas, and surgical teams. 		Training needs analysis underway to obtain baseline information		Focused piece of work with clinical/nurisng leads to ipmprove compliance. 		to monitor compliance and escualte to divisonal leads if required 		to monito compliance 				DHoN and Matrons 

				ANTT training both electronic and face to face assessment compliance is low. 		identify assessors and champions for each clinical area and to focus on improved compliance. 		Monitor improvement trejectory. 		monitor improvement trejectory. Develop actionplans were and if required. 		Monitor compliance 				Matrons, IPC, PDN and ward managers

				Recommence FFP3 training pre autumn/winter months		Obtain baseline training figures via TNA. Assess current FITT trainers and provide updates were required. 		Monitor improvement trejectory. 		Enusre that we as a division have improved compliance and have made provisions for staff who require alternative protection. 		Monitor compliance 				Ward Manager, Kerry Griffiths and PDN

				Ensure training and compliance is in place for decontamination of equipment and that correct cleaning methods are used. 		Locate equipment and audit processes / TNA		Monitor compliance. 		monitor compliance and feed back to the Decontamination group. 		Monitor. 				DHoN , Matrons, Ward managers, IPC. 





WHO (Maternity) HCAI Plan

						IMPROVEMENT PLAN



		Goal		Method		Q1		Q2		Q3		Q4		Outcome		Responsibility		RAG STATUS

		To Implement robust clinical assurance framework for IPC within maternity services		To reinstate monthly IPC meetings		Dates to be put in the diary		To address issues within division and review action plans to ensure actions are completed as per target date		To address issues within division and review action plans to ensure actions are completed as per target date		To address issues within division and review action plans to ensure actions are completed as per target date

				Peer reviews to be completed in all areas within maternity services		Schedule peer reviews		Complete peer reviews and escalate any issues with IPC to Obstetric/Communit Matron, using the first audit as a baseline		Complete peer review and escalate any concerns to Obstetric/Community Matron.		Ensure improvements are made from baseline audit and escalate issues/non-compliance to Obstetric/Community Matron

				Completion of  monthly RAG audits, focusing on hot spots.		Baseline audit results		To continue to audit areas monthly and promptly address/implement actions for concernsthat arrive from audit. Escalate and share audits with the Senior Midwifery team.		Aim for green results		Aim for green results

				To complete Hand Hygiene and Bare Below Elbow spot checks monthly, increasing to weekly if poor compliance		To complete monthly/weekly HH/BBE spot checks within clinincal areas, to address non-compliance at time of audit and use as a baseline for future audits, to monitor improvements.		To complete audit and review against baseline audit to ensure improvements are made to compliance.		To complete audit and review against baseline audit to ensure improvements are made to compliance.		Aim for 100% compliance with HH and BBE in each clinical area.

				Completion of monthly Matrons audits		Baseline audit results		Matrons to audit clinical areas monthly and promptly address/implement action for concerns identified. To share the audit with DHoM		Aim for 100% compliance		Aim for 100% compliance.

		To increase Training and Education compliance in relation to IPC across maternity services		Handwashing and ANTT teaching to be included on Mandatory and Statutory Study day for 23-24 (10 days). Monitor compliance with IPC e-learning requirements		Staff to be rostered to attend the study day. Audit e-learning compliance		Continue with the studay days. Audit e-learning compliance		Aim for increased compliance around infection control precautions		Ensure all staff have attended or due to attend the M&S study day











List Data 

				Complete

				Due

				Overdue






