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1.0rganisation & Management

(i) Lines of reporting

1.

During the Outbreak of Clostridium Difficile Associated Diarrhoea
(CDAD) | was a Band 7 Infection Prevention and Control Nurse (IPCN)
and also an ‘Acting’ band 8A for a period. The band 7 role involved
carrying out Quality assurance audits on the wards, mainly in Antrim
Hospital, on a rolling programme, clinical visits to wards to ensure staff
were adhering to Trust policies and protocols regarding Infection
Control and giving them support and advice on infection control issues.
| also carried out teaching sessions for Nursing staff, medical staff and
Allied Health Professionals. | was responsible for the wards in
AntrimHospital and Braidvalley Hospital with 2 Band 6 staff to assist

me in Antrim.

. As a band 7 member of staff | reported, on a daily basis, to Mrs. Ann

Gardiner, Senior Nurse Infection Control and was accountable to Dr.
Paddy Kearney, Consultant Microbiologist, who was the Infection
Control Doctor for the Trust at that time. The Infection Prevention and
Control Team (IPCT) had a good working relationship with the Infection
control doctor and laboratory staff.

Mrs. Gardiner's sick leave commenced on 6™ May 2008. For the first
few weeks the Band 7 IPCN’s took it in turns to ‘act up’ in her absence.
| ‘acted up’ from 2™ June — 9" June, 24" June — 4™ July, the other
weeks were covered by the other 2 Band 7’s in the team at this time. |
then officially was ‘Acting’ Senior Nurse, IPC from 10th November 2008
— 31%" January 20009.



4. On occasions this was confusing for the other team members as well
as other disciplines in the Trust as it was difficult to know who you had
to report to or communicate with at this particular time. When acting up
as the Band 8A | reported to Dr. P. Kearney .

5. At one stage the IPCT were not aware that our line of accountability
had changed during the Outbreak. We were under the impression that
our Line Manager was Dr. Paddy Kearney, however during a
discussion at an Outbreak meeting in July 2008 my IPC colleague was
told that she did not report to Dr. Paddy Kearney — her Line manager
was actually Mr. Geoff. Kennedy, General Manager Laboratory
Services and accountable to Mr. Tom Morton, who was Assistant
Director of Clinical and diagnostic Services. This information had never
been disclosed to the team and we were not aware how long this
change had been in place.

6. My role as the Band 8A was to manage the IPCT on a daily basis,
making out staff rotas, attending meetings, providing advice and
guidance to other disciplines. During this time | reported to Dr. P.
Kearney as my line manager. On occasions it was difficult to decide
who you were to report to, as with the amalgamation of the Trusts in
April 2008, the infection Control department came under 3 directorates;
Dr. Paddy Kearney, Consultant Microbiologist and Infection Control
Doctor , for infection Control issues. Hazel Baird , as the head of
Governance, for any Governance issues and Ms. Bronagh Scott , as
the Director of Nursing, for any Nursing issues and at times there were
directives coming from all 3 directorates which made it difficult to
prioritise my work load.

7. The work load for the team was becoming increasingly difficult to
manage and to prioritise as senior management required countless
facts and figures on a daily basis, yet we were also advised that our
presence was not seen enough on the wards. On a number of
occasions | advised my line manager, Mrs. Ann Gardiner, that | was
unable to carry out all the written reports required of me as well as

show a daily presence on the wards.



(if) Relationship between the ICPT and ward staff

8. During the outbreak Bed Management required a ‘side room’ list every

10.

day , this entailed myself and my colleagues phoning every ward in
Antrim Hospital and finding out who was in each side room and
assessing the patients infection risk to see if they were suitable to be
nursed on an open ward. This information had to be sent to the bed
management team before 11am Monday to Friday. This task was very
time consuming for the Infection Control team and the staff at ward
level also got very frustrated with us, on occasions, for phoning on a
daily basis.; these phone calls did not help in building up relationships
with the staff already stretched to their limits with their busy work loads.
CDAD reports also had to be compiled and sent to the Medical
Director, Dr. Peter Flanagan on a daily basis. | informed my line
manager, Mrs. Ann Gardiner, that these office duties were taking the
IPC staff away from the wards where we wanted to be, teaching,
advising and supporting the staff. The daily CDAD report sheets
ceased as the information required could be sought directly from the
Laboratory. Bed management did insist that the daily side room lists
continue to be compiled. After several discussions the requirement to
compile these lists was reduced to once a week. Staff at ward level had
already had training on risk assessing their patients for isolation. The
IPC team supported the staff at ward level on risk assessing patients
however some staff at ward level did not deem it a priority to look up
their patients’ laboratory results, to enable them to risk assess them
properly, and continued to ask the IPC staff to find out their patients’
infection risk status as they stated they did not have the time or the
knowledge.

Prior to and during the outbreak | was required to carry out on call
duties as were a number of my colleagues within the team. At that time
we were required to be on call from 5pm on a Friday evening through
to 8.45am the following Friday outside normal working hours.

This was very stressful and tiring for the team as we often had to work

many hours answering phone calls at home, day and night, on several



11.

occasions being called in to any hospital within the Trust as an
emergency, then returning to work on a Monday morning without a
break.

For example, the weekend immediately prior to the Outbreak being
officially announced | was on call from Friday 4" January 2008. On the
Saturday morning | commenced on call duties at 8.45am by ringing the
areas involved for an update on the situation, which lasted to 10.30am.
At 11am | left home to travel to the Robinson Hospital in Ballymoney
for an Outbreak meeting and returned home at approximately 2.30pm.
At 3pm until 4.30pm | wrote the minutes of the Outbreak meeting as
this was custom and practice for the IPC Nurses to do. Between 5pm -
8.30pm | dealt with several laboratory reports and answered infection
control queries on the phone, before ringing round the wards in Antrim

Hospital to assess the side room availability.

12. On Sunday 6" January | commenced my update on the phone calls

from 10am — 11.45am then travelled to the Robinson Hospital at
12.30pm for another Outbreak meeting at 1pm. I returned home at 3pm
to write up the minutes of the meeting and take general advice calls.
From 11pm until 12am | was on the phone giving advice to staff in
Causeway regarding the outbreak. | then returned to work on the
Monday morning to carry out my weeks duties including out of hours
Infection control calls for the rest of the week. This particular weekend
put a lot of stress on me as | was exhausted; | wasn’t able to spend
time with my family during my days off at the weekend. This on call
process continued for some months until approx. May 2008 when as
result of several meetings the on call service changed to 1 night each

on a rota basis rather than a week at a time.

13.Once the Laboratory staff or the infection control / microbiology

secretary rang the IPC team with a laboratory result we had systems in
place to ensure that staff at ward level were aware of the patient’s
infection risk status and the measures they should put in place. The
IPC team followed up the result by either ringing or visiting the ward in
qguestion depending on resources at the time. A surveillance form was
completed by the IPCN with information received from ward staff and to



the member of staff by phone / face to face and followed up by a
written advice sheet sent to the ward. All wards and departments. had
an infection Control manual which staff were advised to refer to for
further guidance. The out of hours on call service was also a method
for staff to seek Infection control advice. Although frequently this
service was abused by staff by ringing at inappropriate times with
inappropriate questions.

14.When quality assurance audits were completed by the IPCT the results
were given to the ward manager verbally, this was followed by a written
audit report and compliance rate for each particular area. The written
report was fed up through the directorate managers. This practice has
been carried out from before 1999 when | started in the IPCT.
Unfortunately the team received little assurance that the actions
required were being addressed as some of the same issues appeared
on audits on a regular basis. | feel sad that the team worked hard on
these audits year in and year out with little apparent effect, until an
Outbreak occurred and systems were put in place by senior
management to ensure action plans were written by ward managers
and that actions were taken to improve practice.

2. Communication

15.The IPC team received the minutes of all relevant meetings through
our line management. The Band 8a had the minutes emailed to all
members of the team and any issues discussed at the fortnightly IPC
Team meetings. Whilst Acting Band 8a | attended Outbreak meetings,
Infection Control Committee meetings and other relevant meetings
required and | shared the minutes with relevant staff.

16. The Outbreak control meetings continued after the Outbreak was
officially declared over to ensure appropriate arrangements were fully
implemented.

17.During my time as Acting band 8A | delegated areas of responsibility to
the band 6 IPC staff in Antrim Hospital.



18. During November 2008 | assigned Sr. N. Baldwin to C floor on her
return from secondment, Sr M. Cairns to A Floor and Sr. Jean Gilmour
responsible for B floor . This change gave the IPC staff their own area
of responsibility and sense of achievement when positive outcomes
were recognised in their area. Staff at ward level were very aware of
‘their own’ IPC Nurse and subsequently the IPCNs built up a good
working relationship with ward staff and managers alike. As Sr. Cairns
dealt directly with A floor where the majority of CDAD patients were
isolated | did not have direct contact with patients or relatives except on
an adhoc basis when visiting the ward or answering a query by
telephone.

19.As a Band 8A | did not have any part to play in dealing with the media.

3. Support

(i) Morale

20.However | had very low morale at this time as did the rest of my team
members due to the amount of Media attention on television and news
papers — when someone asked us what our job was, often we did not
disclose that we were Infection control staff for the NHSCT, as people
often linked us with the Outbreak and the ‘bad press’ associated with it.

(i) Impact of the establishment of the Taskforce / Project
Team on the IPCT

21.During the Outbreak the Trust assigned a number of staff to form a
Project Team ( also known as the Taskforce). This team was to
oversee the implementation of the Trust action plan. The Team did not
have any members with Infection control expertise working with them
on a daily basis, including the person employed by the DOH Cleaner
Hospitals Team who was assigned to give the Trust her assistance. My
IPC colleague Sr. Campbell and myself were invited to the weekly
meetings, however our Infection control advice was not always taken
on board.

22.The morale of the IPC Team reduced further at this stage. Once the
Project Team were visiting wards and departments, they gave advice

which would not always have been the advice that the IPCT would



have given, and not always what was in the NHSCT policies. This lead
to great confusion by staff at ward level as the IPC team were giving
one set of advice then the Project Team would say something different.
This inevitably lead to a degree of discontent between ward staff and
the IPC T and subsequently, on occasions, disagreements between the
Project team and IPC.

23.1 felt at this stage that the IPCT had been side lined and often at Out
Break meetings IPC staff would give their advice based on their
infection control knowledge, however the Chair often looked to the
Project team and the Cleaner Hospitals representative for their advice.

24 Most minutes from Out Break meetings identify the feedback from the
Project Team on the work they had done over the last week —however
there was very little feedback requested from the IPC team.

25.Often | cried and was unhappy at work because of the stress and the
pressure put on me and my colleagues and the frustration of seeing
that, Infection control matters were now being addressed and made
high priority, whereas, prior to the Outbreak being declared the
infection control team had given the same infection control advice but
had not been given the same priority.

26.Although there were some issues between the IPC team and the
Project team, the Project team proved to be a valuable asset in that,
because they had total management support they were able to effect
very positive changes at ward level.

27. When the Outbreak was over, on 23™ October 2008, there was a
Conference in Belfast which | attended and at which the Chief
Executive spoke of the Trust's experiences dealing with an Out break.
Members of the IPCT and the Project team / Task Force were in the
audience. It was soul destroying for the IPC Team to observe the
Chief Executive stand in public and praise the Project Team who did
so much work during the Outbreak, naming them all individually. There
was no mention that the Trust had an IPC team never mind naming

them:.



(iii) Management

28.When the outbreak was declared over and the Project Team disbanded
the Project Team Manager became our senior Nurse in Infection
Control, but as she still had no Infection Control expertise, relationships
remained strained.

29.However we now have a Lead nurse in Infection Control who has the
background of a senior Infection control nurse and has the knowledge
and skills to lead the infection control Team. Lines of reporting in the
Trust have been defined. This has undoubtedly boosted the morale of
the team and the working relationships with ward staff and managers
have improved a great deal.

30. Staff and managers are now seeing that Infection control is everyone’s
business, not just the job of the infection control team. This is reflected
by the prompt returns and actions following audits and a reduction in
unnecessary calls to the infection control team, giving them the time
they need to spend on the wards.

31. The numbers of CDAD cases has greatly reduced within the Trust and
outbreaks of Gastro enteritis are dealt with immediately by all staff
involved, showing a reduction in the length of time in Outbreak

episodes.

| Fiona Neely confirm to the best of my knowledge the contents of this

statement are true.

6" June 2010



WITNESS STATEMENT TO THE C DIFFICILE PUBLIC INQUIRY
PROVSION OF SUPPORTING DOCUMENTS

WITNESS NAME FIONA NEELY

1. |, Fiona Neely, hereby make this further statement in order to exhibit the
supporting documents to which I refer in my original statement of 6" June
2010.

2. In paragraphs 9 and 11, | refer to the “ on call” duty rota,
This is now attached as Document No. 1 at the end of this statement.

In paragraph 13, | refer to surveillance forms completed by IPCN’s. This is

now attached as Document No. 2 at the end of this statement.

| declare that this statement is true to the best of my knowledge and
belief.

BN __
Dated this \2~ day of (iuﬁu:s&:, 2010.

Signed




Infection Prevention and Control Department On-Call

Rota (Stand-by)

DOCUMENT 1a

January 2008

04/01/08 11/01/08 18/01/08 25/01/08
11/01/08 18/01/08 25/01/08 01/02/08
Sr D Campbell X
Sr P McKee X
Sr S McGrath X
Sr F Neely X

ic/ott-duty ron/2008 Rota




Infection Prevention and Control Department On-Call

Rota (Stand-by)

DOCUMENT 1b

February 2008

Sunday

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

27t

8.45am-5:15pm

28th
5.15pm — 8.45am

2gth
5.15pm — 8.45am

3oth
5.15pm-— 8.45am

31st
5.15pm — 8.45am

1st
.15pm —8.45am

ond
8.45am-5.15pm

5.15pm — 8.45am

3rd
8.45am-5.15pm

4th
5.15pm ~ 8.45am

5th
5.15pm — 8.45am

6th
5.15pm = 8.45am

7tl1

5.15pm — 8.45am

Mrs A Gardiner

Mrs A Gardiner

5.15pm —8.45am

8th
5.15pm —8.45am

Mrs A Gardiner

9th
8.45am-5.15pm

Mrs Gardiner

5.15pm ~ 8.45am

Sr D Campbell

10th
8.45am-5.15pm

Sr P McKee

Sr M Cairns

Sr F Neely

Sr L Crymble

14t

5.15pm ~ 8.45am

Sr J Gilmour

Sr J Gilmour

5.15pm — 8.45am

e —————————————————

15th
5.15pm ~8.45am

Sr D Campbell

16t
8.45am-5.15pm

Sr D Campbell

5.15pm — 8.45am

Mrs A Gardiner

17th
8.45am — 5.15am

11th 12th 13t
5.15pm ~ 8.45am 5.15pm — 8.45am 5.15pm ~ 8.45am
Sr L Crymble Sr F Neely Sr M Cairns
18t 1gth 20th

5.15pm — 8.45am

5.15pm — 8.45am

5.15pm ~8.45am

Sr J Gilmour

o1st

5.15pm = 8.45am

Mrs A Gardiner

Mrs A Gardiner

5.15pm —8.45am

2ond
5.15pm —8.45am

Mrs A Gardiner

23rd
8.45am-5.15pm

Mrs A Gardiner

5.15pm — 8.45am

Mrs A Gardiner

24t
8.45am ~ 8.45am

Sr P McKee

25th
5.15pm — 8.45am

Sr N Baldwin

26%h
5.15pm — 8.45am

Sr D Campbell

27t

5.15pm-— 8.45am

Sr P McKee

28th

5.15pm — 8.45am

Sr J Gilmour

Sr J Gilmour

5.15pm —8.45am

29gth
5.15pm —8.45am

Sr N Baldwin

1st

8.45am-5.15pm

Sr N Baldwin Sr F Neely Sr N Baldwin Sr D Campbell Sr P McKee Sr M Cairns Sr M Cairns
5.15pm — 8.45am 5.15pm —-8.45am
Sr P McKee Sr F Neely

Sunday Monday Tuesday | Wednesday | Thursday Friday Saturday

ic/off-duty rota/2008 Rota




Clostridium difficile Toxin A Surveillance

DOCUMENT 2

L[]

]

ICN: Advised by telephone: ...............ccoviviinennen...

Name: Hospital No:

Date of Birth: Age:

Date of admission: Ward:

Hospital: Consultant:

Address:

Transfer history:

Date To ward Date To ward

Date To ward Date To ward

Date To ward Date To ward

Recent Admission (inpatient any time in ] Please State:

previous 3 months)

Recent Admission from PNH/RH/Other facility

HCAl [ ] cAl [] HCAI Other Trust [ IND []

Diagnosis:

Antibiotic Therapy: (inprevious8wks) Yes [ | No|[ ] Please state:
Type Dose _ Date Commenced |  Date Completed

1

2

3

4

5

Proton Pump Inhibitors: Yes [ ] No [ ]

(Omeprazole, Esomeprazole, Lansoprazole, Pantoprazole, Rabeprazole)

Yes|:| Nol—_—l
1 No [

Chemotherapy:

Peg/NG Feeds: Yes

If yes, give date

Date commenced

Date Sample Sent:

Date Issue of report:
 Management: | Nursing | S.R. Isolation
.~ . ! Cohort

| Management: | Medical |

Type 6/7 Diarrhoea commenced on: | |

Comments:

| No. of Episodes in 24 hrs: [j




































































































-
Date..........................

YVAIU. ISOLATION RISK ASSESSMENT TOOL
Location - BACKGROUND PATIENT ASSESSMENT ‘_

. e : ASSESSMENT OF PATIENT§ . - RISK
of :gqji«#?l | Known Infectious | Most recent Lab (p[ésgé + ‘ifor YES WIT H DIARRHOENC. DlFFj’ ASSESSMENT
patient IHISf?Wl Pre:_sgnt Status/organism . results _or X for NO) - 5 = :pUTCOME
dlfagl;ios_li_sgv: ; . Must be completed .- , ‘ . o “ e - | Low /[ High-Risk
Side C. Diff O Wounds O | Stool type Date
room MRSA 0O Strikethrough dressing 0 | Medical assessment completed Yes/No ]
Or ‘ ESBL 0 Indwelling devices o | Infective = Low risk 3
Bay TB O i Number of devices Non-infective U
‘ Inf diarrhoea [ Types of devices . High risk
If CDAD; number of formed stools (if ighrisk O
VRE O Continent a .
. any) Dates:
Other: Incontinent O
Name Mobile to toilet O | Is patient sill on treatment Yes/N
. Does the patient obile to toile s patient still on treatmen es/No
have diarrhoea? Uses commode 0
: les /' No Independent with hygiene o | Please state
C. Diff 0O Wounds 0 | Stool type Date
MRSA ] Strikethrough dressing o Medical assessment completed Yes / No
ESBL O Indwelling devices o | Infective = Low risk 0
T8 ] Number of devices Non-infective s }
Inf diarrhoea o Types of devices If CDAD; number of formed stools (if Highrisk 1
VRE m] Continent 0 any) Dates:
Other: Incontinent a
Mobile to toilet ] Is patient still on treatment Yes/No
Does the patient Uses commode O
have diarrhoea?
Y;; / Nlorr o ! Independent with hygiene 7 | Please state
C. Diff O | Wounds O | Stool type Date .
MRSA I8 ) Strikethrough dressing o Medical assessment completed Yes /No _
ESBL O Indwelling devices o | Infective = Low risk 0
B 0 Number of devices Non-infective 0 ’l
Inf diarrhoea O Types of devices If CDAD; number of formed stools (if High risk 0 ]
VRE 0 Continent 0 any) Dates:
i Other: | Incontinent O - ) -
ame Does the patient Mobile to toilet C | Is patient still on treatment  Yes/No
have diarrhoea?
Yes / No Uses commode O
Independent with hygiene [ Please state

_ Ward Nurse’s Signature:
o . . [ T A B - - A . N
To establish level of risk, use in conjunction with Infection Control Risk Assessment of Infectious Disease/Organisms chart

e N - N \w“_yj




£ é Northern Health
Hetr) and Social Care Trust

DOC No. 16
The NHSCT IPCN

Risk and Confidence Assessment Matrix
———<c = xonlidence Assessment Matrix

The Infection Prevention and Control Team (as recommended by the DoH Cleaner Hospitals Team)
have produced a robust mechanism to identify and justify areas, which may need more or less
infection prevention and control support.

It does not mean that low risk areas are overlooked but distributes the Infection Prevention and
Control Team resources more effectively.

This robust mechanism is a risk/confidence assessment matrix.
Definitions of risk and confidence have been formulated to map the matrix.

By mapping a matrix the Infection Prevention and Control Team are supported in identifying and
justifying the clinical input required in each facility.

High risk, low confidence areas will have in-creased support whereas low risk, high confidence areas
will require less infection prevention and control support,

The process of mapping the matrix will be under constant review and evaluation.

Ic/docs/Risk and Confidence Matrix - May 2010



§\ Northern Health
M‘E and Social Care Trust

IPCN Guidelines for using Matrix
=——LcNes for using Matrix

1. Discuss/Review matrix with ward/unit manager (how IPCT prioritize ward visits) and plot in
their presence.

2. Plot monthly or more frequently if confidence factors appear to shift.

3. Document in IPCN Ward/Unit clinical visit report.

4, Give copy of plotted position on matrix to Ward/Unit Manager to display/file with IPCN clinical
visit reports and to communicate to staff,

Ic/docs/Risk and Confidence Matrix - May 2010



/%} Northern Health
/%Zé’;fé and Social Care Trust

The NHSCT IPCN

Risk and Confidence Assessment Matrix

Risk Factors

fﬁes No

Confidence Factors

Chronic Iliness
€.g., COPD, Diabetes, Renal or aicohol roblems
2 Immunocompromised.

3 | High Risk Invasive Procedures

e.g., surgery.
4 | Multiple Invasive Devices.
5 | Steroid Therapy.
6 Chemotherapy.
7 | Proton Pump Inhibitors (PPI's)

Nutritional Status.
Poor Skin Integrity including psoriasis, eczema.
Extreme of age - newborn, elderly.

Hand hygiene opportunities/compliance scores above
90% and compliance observed during IPCN visit

Environmental Cleanliness Scores above 85% and
compliance observed during IPCN visit

and compliance observed during IPCN visit.

High Impact Intervention compliance scores - 100% |

Compliance with Equipment Decontamination Protocols.
Appropriate use of PPE,

Appropriate application of Dress Code,

Appropriate application of Isolation/Transmission Based
Precautions.

No HCAI Clostridium difficile/MRSA / MSSA Bacteraemia

No increased number of HCAI

No increased incidence of Vomiting & Diarrhoea

Multiple Antibiotics.

Evidence of senior staff taking ownership and

challenging non-compliance,

Frequent and recent hospital
previous 3 months.

admissions within the

Evidence of staff adhering to NHSCT Screening Policy.

£E

13 | Resident in a Community facility

Evidence of implementation of NHSCT MRSA

€.g., Residential Home/PNH/EMI Unit. decolonisation protocol/suppression therapy if
, applicable.

14 ’ History of known colonisation or infection, ’ Adequate skill mix and staffing levels for bed
| occupancy.

-
15 Confusion/Dementia.

Total

Ic/docs/Risk and Confidence Matrix - May 2010

relation to Infection

No incidents or complaints in
Control matters,

:



o] Northern Health
\%// and Social Care Trust

Medium Risk
6-10

Low Risk
0-5

High Confidence

11-15
| IR S

Ic/docs/Risk and Confidence Matrix - May 2010

Medium Confidence
6-10

Low Confidence
0-5




ANTRIM HOSPITAL

INTENSIVE CLEAN PROGRAMME

FROM 16 January 2010 TO 09 May

DOC No. 17

2010
F Ward Date Ward Manager Domestic
Supervisor
CS5 Sat 16 Jan Sister Irvine
Outpatients 3 Sun 17 Jan Sister Adams
Clinical Technicians Donna Ferris
C6 Sat 23 Jan Sister Actikson
A2 PIDU Sun 24 Jan Sister Jenkins
B2 Sat 30 Jan Sister Baxter
| A\E Minors Sun 31 Jan ﬂ Sister Adams
B1 Sat 6 Feb | Sister Giverns
1 C4 Sun 7 Feb Pearse McDonald |
Theatre Sat 13 Feb Sister McAuley
Theatre Sun 14 Feb Sister McAuley
meatre _(Sat20Feb | Sister McAuley
meo Natal | Sun 21 Feb Sister Rankin -
Al |Sat27Feb | Sister McKay
ICU | Sun 28 Feb Sister Doherty
A4 | Sat 6 Mar Sister Morrison
C Care Sun 7 Mar Sister Cathcart
A\E Majors Sat 13Mar | Sister Adams
A3 Sun 14 Mar j Sister Marcus
B3 Sat 20 Mar Sister Stirman
C1 | Sun 21 Mar Sister McKay
C2 | Sat 27 Mar Sister Kane
Delivery | Sun 28 Mar Sister Keown
[C3 Sat 10 April Sister Logan
Chemo Sun 11 April Sister McAuley
&2 Sat 17 April Sister Jenkins o q
Day Procedure | Sun 18 April Sister Mitchel B
Short Stay B | Sat 24 April Sister Adams %
| Outpatients 1-2 -hun 25 April | Sister McIntosh
LDay Surgery | Sat 8 May Sister McFaul |
LRenal Sun 9 May Gerry Totten | - B

Intensive Cleans now to be twice yearly.
Next Round of Intensive Cleans to begin Sept 09



CLEANING GUIDANCE

DOC No. 17

i
]

[SOLATION AREA LEVEL3 | STEAM |VHP OTHER
MRSA SINGLE ROOM |V X X X
MRSA BEDSPACE vy X X X
MRSA COHORT J X X |X
DISBANDMENT
NOROVIRUS/ UPWARD
INFECTIVE SINGLE ROOM |+ X X FACING
DIARRHOEA SURFACES
TWQICE DAILY |
NOROVIRUS y X X
CONTINENT BEDSPACE B
NOROVIRUS v X X UPWARD
INCONTINENT BEDSPACE FACING
SURFACES OF
ALL OF THE BAY
TO BE
INCLUDED
NOROVIRUS 7 IF X j
COHORT BAY POSSIBLE
DISBANDMENT
NOROVIRUS BAYS OR X X X | TWICE DAILY
COHORT DAILY | SINGLE UPWARD
CLEANS ROOMS FACING
SURFACES
CDAD SINGLE ROOM | ¥ 7 J
CDAD COHORT S J "
CDAD BED SPACE |V v v |INCLUDE THE
INCONTINENT WHOLE BAY
CDAD BEDSPACE 7 y X
CONTINENT
.
|




DOC No. 20
INFECTION CONTROL DEPARTMENT

WEEKLY AUDIT OF COMMODES

Hospital: Ward:
Date: Time:
Number of commodes:

Commodes checked and inspected by:

Reported to Ward Manager / Nurse in Charge:
Auditor’s name:

Are commodes: -

N Yes No
e Clean on the upper side i.e. seat, back
support, arm rests?
» Clean on the underside i.e. below the seat,
below the armrests?
¢ (Clean frame?
e Clean wheels? ]
¢ C(lean basin?
e Intact?
¢ Cleaned between patient use? o
e Correct cleaning method used (i.e. detergent
& water / soap & water wipes)?
e Decontaminated when appropriate?
L
* Have previous comments been actioned?

Comments:



DOC No. 21
Opportunities for Hand Hygiene

Ward: Hospital Site:
Name of Monitor: Week Ending (Sunday):
M = Medical N = Nurse / Auxiliary A = Allied Health Professional

Other staff = (e.g. P=Porter D= Domestic PT = Pharmacy Technician Ph = Phlebotomist)

A* = please enter one of the following codes: OT = Occupational Therapist PY = Physio

S =SALT DN = Dietician PM = Pharmacist E=ECG AU-= Audiologist SW = Social Worker

i ?
Please tick only one group per row Opportunity Taken

| (List of opportunities overlea
— - p f)
# Obs Other staff )
M N A** P D PT Ph Yes ) No
T | |

fw .

|

|
|

[ ]
|
‘*’___‘_]!
|

~N oo s

T
—

|

|

B G N
- o
I

15 B

I
| 16 *J
17 B

18 f
19 ;
|

20
Totals

Total ; ‘ } ’ f - In these boxes, please |

li | | enter how many of each
complant [ | j | ’ aroup were ticked as ‘Yes’
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OPPORTUNITIES FOR HAND HYGIENE

National Patient
Safety Agency

Yaur 5 moments for hand hygiene
at the point of care
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Opportunities numbered 1 — 5 MUST be observed when carrying out the audit
1 Before and after every patient contact
2 Prior to all clinical procedures and between clinical procedures, i.e. clean and dirty
3 After body fluid and blood exposure risk
4 After handling contaminated items or surroundings
5 BEFORE donning gloves and aprons and AFTER removal of gloves
Examples of other opportunities include:
6 On entry to the clinical area
7 After leaving an isolation room
8 Prior to handling food

9 When hands are visibly dirty

11 Prior to leaving the clinical area



Northern Health
W/4 and Social Care Trust

DOC No. 22
Memorandum By E mail only

Our ref: Your ref:

To: Mr O Donnelly, Director of Mental Health & Disability Services

Miss B Scott, Director of Primary Care & Community Care for
Older People’s Services

Mr M Sloan, Director of Acute Hospital Services

MrC Worthington, Director of Children’s Services/Execut.i\./e
Director of Social Work

From: DrpP Flanagan, Medical Director
Date: 9 October 2009
Subject: Mattress Audit Tool

I attach a Mattress Audit Tool and Process for collating audit findings. The mattress audit
should be conducted monthly.

Mattress Audit conducted in Clinical Area

Data collated by Ward Manager and forwarded to Leaq Nurse

: e

Lead Nurse compiles data for service areas and identifies totaj number of mattresses which
require replacement

Information forwarded to:
(i) General Manager re procurement
(ii) Heather Steele in Clinical Audit Department Bush House for Trust data set
review and for quality assurance of Mattress stock by Tissue Viability Nursing
Service
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Northern Health

COPY TO BE RETAINED BY WARD MANAGER

and Social Care Trust MATTRESS AUDIT TOOL

Hospital: Ward:

Total Number of Beds:

Total Number of Static Mattresses Audited:

Number of Therapy Mattresses on Ward at Time of Audit

ASSESSMENT
CRITERIA

MATTRESS ASSESSMENT

13

14115116 |17 | 18 | 19| 20

2112223124 2512627 |28|29]30

. A minimum of 5”

(130mm) in depth

. Fitted with a waterproof

cover

. Free of Tears

ol

. Free from Stains

. Free of Dipping or

Sagging

. Has the mattress

passed the water test

Completed by: Date Completed:
PRINT NAME

Total Number of Mattresses Fit for Purpose:

IF THE ANSWER TO ANY OF THE ABOVE

IS ‘NO’ THE MATTRESS REQUIRES
REPLACEMENT

Total Number of Mattresses requiring Replacement:

Information Forwarded to Lead Nurse By:

On:

June 2009

Mattress Test

Examine the mattress, there should be no staining visible
and the mattress should be impermeable to fluids.

Place paper beneath cover and press down for 10
seconds.

Pour 30mls of water onto area and press for 30
seconds.

Remove and examine paper towel for signs of
leakage beneath cover). DoH (2004) Audit Tool.
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