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Supplementary Table Current use and measurement of the indicators at the national and local level (narrative summary) 

European recommended 
framework 

Indicators in England 

Component Indicator Recommended / mandated  
at the national level 

Data available at the local level (at trust level); 
and the use for IPC management and practice (T3) 

1. Effective 
organisation 
of IPC at 
hospital level 

Continuous 
review of 
surveillance and 
prevention 
programmes, 
outbreaks, and 
audits 

 The national guidance requires ‘Evidence of arrangements for 
regular review of the surveillance programme to ensure it 
supports the trust's quality improvement targets for infection 
prevention’.(p.17)1 The Code of Practice on IPC requires an 
ongoing programme of audit / revision / update in relation to 
antimicrobial stewardship.2 The national quality standard 
recommends ‘Evidence that local antibiotic formularies [local 
policy document produced by a multi-disciplinary team] are 
reviewed regularly’ as quality measure.(p.10)3 

 Data were available at the trust through IPC programme / annual plan 
/ strategy, IPC reports, etc. Local policies, strategies, and 
programmes were subject to regular reviews for update and the past / 
following review dates were explicitly included. The number of 
outbreaks was assessed at all three trusts.  

 This indicator is considered in IPC management and practice, e.g. the 
national ‘Start Smart - then Focus’ initiative was used to update the 
local antimicrobial stewardship programme.  

IPC committee 
in place  

 The national quasi-legislative communication required to 
‘secure appropriate membership and functioning of Hospital 
Infection Control Committee’ (by 1 June 2000).(p.4)4 

 All three trusts had IPC committees (or equivalent) in place. Data 
were available from IPC programme / annual plan / strategy, IPC 
reports (by DIPC), trust’s annual reports, meeting minutes, etc.  

 This indicator is considered in IPC management and practice.  

Inclusion of IPC 
on the hospital 
administration 
agenda 

 NHS trust CE’s designation of IPC as the centre of clinical 
governance and patient safety within the NHS trusts, and 
raising awareness of CE’s IPC-related legal duties within the 
trusts, as set out in the CMO report in 2003.5 The Code of 
Practice on IPC2 reiterates the previous versions of the Code: 
DIPC being directly accountable to CE and the board (but not 
necessarily a board member); and DIPC’s (and/or IPC’s) 
regular presentations to the trust board regarding historical 
analysis of infections and adherence to audit programmes as 
part of evidence to show IPC being integrated into quality 
assurance. The national guidance  requires evidence of 
achievement in IPC at the board level, e.g. the inclusion of 
organisational objectives for IPC in balanced score card; board-
approved IPC accountability framework (specific responsibilities 
delegated to clinical areas).1 

 This indicator can be assessed by looking at evidence of IPC being 
included as a standing item in trust board agenda or discussed in the 
trust board meetings and recorded in the minutes which were 
available at the trusts. DIPCs reported monitoring results, influenced 
organisational objectives, and etc.  

 Trust board agenda at T3 was determined by key risks that might 
affect the organisation. IPC was included in balanced scorecard. IPC 
was discussed at ward level. IPC was competing with other agenda, 
although patient safety was fundamental and appeared throughout the 
organisational publications.  

 This indicator is considered in IPC management and practice.  

Defined goals 
(e.g. HCAI 
rates) 

 MRSA BSI and CDI have clear goals through national and local 
objectives (formerly called ‘targets’) introduced by the DH. Both 
MRSA BSI and CDI have been included in the national 
performance outcomes framework since FY 2011/12 which 

 Objectives (formerly called ‘targets’) / thresholds / trajectories / 
ceilings for MRSA BSI and CDI were available at all three trusts 
through trust’s annual reports, quality accounts, and IPC reports.  

 This indicator is considered in IPC management and practice.  
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European recommended 
framework 

Indicators in England 

Component Indicator Recommended / mandated  
at the national level 

Data available at the local level (at trust level); 
and the use for IPC management and practice (T3) 

commissioners use for tracking the trust’s progress.6 Currently 
national health authority’s four year plan reiterates the ‘zero 
tolerance’ approach to MRSA for all trusts as national 
expectation and states continued emphasis on CDI.7 Clear CDI 
case / rate objectives for each trust by cohort for 2014/15.8 

Appropriate 
staffing for IPC 
(as a minimum 
standard at least 
one full-time 
specifically 
trained IPC 
nurse per 250 
beds, a 
dedicated doctor 
trained in IPC, 
microbiological 
support, and 
data 
management 
support) 

 As staffing was the focus of national recommendations, all NHS 
hospitals were reported to have an IPC team (including at least 
1 IPC nurse, in line with Controls Assurance Standards in 1999) 
in 2001.9 A low ratio of WTE IPC nurse to total number of beds 
(1 IPC nurse / 400-700 beds) has been reported in the UK9 and 
desired ratios of 1:250 and 1 WTE IPC doctor:1000 beds have 
been suggested.10  

 However, currently there is no national guideline on IPC staffing 
ratios for trusts to follow. Instead, the Code of Practice on IPC 
states ‘appropriate mix of both nursing and consultant medical 
expertise (with specialist training in infection prevention and 
control) and appropriate administrative and analytical support, 
including adequate information technology – the DIPC is a key 
member of the ICT’.(p.18)2 Trusts are also required to ensure 
laboratory support (microbiology service) in relation to criterion 
8 in the Code of Practice on IPC.2 (Microbiological support to 
IPC and management was previously mentioned in national 
quasi-legislative communication (2000/002)4 and national policy 
document in 2002.11) 

• IPC staffing data were often available through IPC programmes / 
reports as these included information on the membership of IPC team 
and other supporting staff. Full information as ratio was unlikely to be 
available externally, but can be calculated by using existing 
information. 

• Variability in relevant local objectives and performance and in local 
capacity of innovation was seen. The three trusts met or exceeded 
staffing recommendation (one WTE IPC nurse per 250 beds) through 
local objectives for IPC nurses, with one trust setting stricter ratios 
(1:100). However, the trusts reported acute challenges in keeping 
these posts filled. The number of support staff varied considerably 
across the trusts. This included IPC assistants (involved in various 
IPC activities, including MRSA screening, optimising decolonisation, 
ward inspections, hand hygiene audits, cleaning and decontamination 
audits, the implementation of IPC technology, etc. and supported IPC 
nurses) (T1), or data managers (T1, T3). All three trusts had one (SSI) 
surveillance nurse, dedicated IPC doctors, support from consultant 
microbiologists or virologist, and DIPCs with a medical background.  

• This indicator is used proactively in IPC management and practice.  

Appropriate 
budget for IPC 

 The national quasi-legislative communication included: ‘Secure 
appropriate composition and functioning of Hospital Infection 
Control Team, including support staffing and resourcing’ (by 1 
June 2000).(p.4)4 

 More recently, professional bodies recommended the inclusion 
of detailed information on how IPC budgets (e.g. WTE posts) 
are set and used within the NHS healthcare provider’s annual 
reports, in response to the issues arisen from the recent 
restructuring of NHS.12 

 T3’s IPC annual report 2013/14 provided the annual IPC budget 
figures, although previously not available. Other trusts did not include 
annual IPC budget figures in their recent annual reports. However, it is 
likely that they have this information at least internally. 

 Budget for IPC used to be managed by IPC in the past at T3. 
However, it became part of a bigger budget rather than a stand-alone 
due to internal restructuring. It is reported that this change had an 
unexpected positive consequence, facilitating the implementation of a 
cost saving plan for IPC.  

• This indicator informs IPC management and practice.  
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framework 

Indicators in England 

Component Indicator Recommended / mandated  
at the national level 

Data available at the local level (at trust level); 
and the use for IPC management and practice (T3) 

2. Effective 
bed 
occupancy, 
appropriate 
staffing and 
workload, 
and minimal 
use of pool 
[bank] / 
agency 
nurses and 
doctors 

Average bed 
occupancy at 
midnight 

 Trusts’ CEs are required to ensure the collaboration between 
IPC teams and bed managers in bed usage optimisation, IPC 
impact assessment of bed management policies, and 
implementation of changes to local policy to tackle infection.5 

 Bed occupancy rate (‘percentage of open and staffed beds 
(either total beds or general and acute only) which are occupied 
at midnight’)(KH03)13 is a relatively established performance 
indicator. 

 All NHS trust data (broken down by trust / sector / consultant 
specialty) were available quarterly as ‘Bed availability and occupancy 
data – Overnight’ (KH03) on the national health authority’s (NHS 
England) website.14  

 At T3, SITREP (situation report) data, showing today’s and tomorrow’s 
bed occupancy rate at ward level, were available and shared by staff 
across the trust through emails on a daily basis. Such real-time 
information sharing throughout the trust was designed to facilitate staff 
to act with urgency and alert staff around the issues surrounding 
infection outbreaks, high bed occupancy, and bed closures. Issues 
reported include difficulty in comparative data analysis due to ad hoc 
bed closures and variability in the interpretation of the definitions 
amongst local data inputters that affected data quality.  

 This indicator is considered in IPC management and practice.  

Average number 
of front line 
healthcare 
workers 

 All trusts are required to demonstrate their compliance with the 
national regulator’s (CQC) Outcome 13 - ‘Staffing’,15 in relation 
to Regulation 18 of the Health and Social Care Act 2008 
(Regulated Activities) Regulations 2014, stating: ’Sufficient 
numbers of suitably qualified, competent, skilled and 
experienced persons must be deployed in order to meet the 
requirements […]’.(p.22)16 

 Recent national safe staffing guidance and guidelines focus on 
nursing, midwifery, and ancillary care staff working on the 
ward17,18. However, doctors have been excluded from this 
development. Similarly, when assessing workforce and their 
interactions with IPC, the contribution of pharmacists and allied 
health professionals who provide direct patient care is equally 
important. In line with national guidelines,18 the trusts are 
encouraged to factor ward-level determinants through 
systematic assessment in their decision-making about safe 
nurse staffing requirements. It is important to take into account 
the number and complexity of the patients (rather than the 
number of beds), and the level of experience and competence 
of staff and skill mix when determining the staffing levels in local 

 Staff number by professional group was available for each trust 
(through annual reports / human resources reports, or NHS Workforce 
Statistics21). Averages by workload or nursing hours per patient day19 
can be calculated. A smaller unit of analysis may be more meaningful, 
however, for IPC (i.e. by hospital or ward). 

 All three trusts published monthly information on safe staffing using 
the nationally required standard format (ward-level actual versus 
planned hours of staff, broken down by registered nurses / midwives 
or care staff, and early / late shift, together with average fill rates). 
Some trusts had gone further and offered further insights into staffing. 
e.g. T2 provided the number of beds and quality outcomes (i.e. 
pressure ulcers with severity grades (3&4), falls with harm, and 
complaints) alongside this staffing information. 

 All wards at T3 where the author visited displayed and updated the 
safe staffing information on a daily basis. Staff members who do not 
usually provide direct patient care and treatment (e.g. ward matron, 
receptionist) and student nurses were not included in the numbers. 
However, ward managers / sisters can be included as they are 
considered part of the temporary solution designed to reduce patient 
safety risk by providing clinical cover in times of staff shortage. 
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European recommended 
framework 

Indicators in England 

Component Indicator Recommended / mandated  
at the national level 

Data available at the local level (at trust level); 
and the use for IPC management and practice (T3) 

care settings. Particularly senior nurses’ supporting / 
supervising the activity of a large number of inexperienced 
nurses, which is considered a significant risk factor for 
compromising quality of care and cross-infection.18,19 
Consideration of ward factors (e.g. ward size, layout, etc) is 
also recommended. A nationally recognised, evidence-based 
assessment method - Safer Nursing Care Tool (accredited by 
the national body in 2014)19,20 for chief nurses / directors of 
nursing / senior nurses to calculate safe nurse staffing 
requirements for each ward. 

 Overall, national focus is on nursing / midwifery / ancillary care 
but not medical staff. 

Information on the number of patients on the day was not displayed. 
The monthly safe staffing information shown on the trust’s website did 
not include all the wards from the entire trust. Although there was 
some degree of discrepancy of practice across the ward, ward-level 
infection and patient safety data were being displayed alongside safe 
staffing information on public notice board in each ward at T3. Some 
trusts introduced innovative technology in this area of communication 
(e.g. an electronic public notice board on some wards at T3).  

 Overall, focus is on nursing / midwifery / ancillary, but not medical, 
staff.  

 This indicator is not proactively used to inform IPC management and 
practice.  

Average 
proportion of 
pool [bank] / 
agency 
professionals 
(nurses and 
doctors) 

 The term ‘bank’ used instead of ‘pool’ in England.  

 The national safe staffing guideline18 incorporates indicators, 
including ‘High levels and/or ongoing reliance on temporary 
nursing’ such as bank and agency staff. The indicator should be 
monitored by recording the proportion of bank / agency nursing 
staff on adult inpatient wards in acute hospitals. Staffing 
capacity and capability, including usage of temporary staff 
(broken down by bank / agency), should be reviewed and 
discussed at regular (at least biannually) public board meetings 
in each trust.17 There are no nationally recommended levels for 
these staff, but national guideline18 clearly states that locally 
(trust) agreed acceptable levels should be used. Expenditure on 
bank and agency staff per bed is also recommended as a 
related outcome measure. Emergent deficits arising from daily 
safe staffing reviews can be resolved by using bank / agency 
staff or moving staff from other clinical areas, but ideally for 
filling short-term gaps only.17  

 Overall, national focus is on temporary nursing but not medical 
staff. 

 ‘Average proportion’ was measured not only as the number (person or 
hour) of bank/agency staff, but also in monetary terms (expenditure in 
£). Although there was discrepancy in data accessibility across the 
trusts externally, it was highly likely that data on ‘average proportion of 
bank & agency staff’ were available at the trusts internally. ‘Spending 
on agency staff’ or ‘spending on bank staff’ (as % of total pay bill 
respectively), with clear historical trend data, were being published on 
trust’s website at T3. However, this information was not easily found 
and embedded within hundreds of pages of reports attached to board 
meeting minutes. This information was not shared with the IPC team 
on a regular basis, therefore not informing management and practice 
consistently. Assessment of usage of temporary staff was triggered by 
events such as serious incidents, and thus considered retrospectively 
through, for example, post infection reviews for MRSA bloodstream 
infections, and root cause analysis for other mandatory HCAIs.  

 Agency staff as a percentage of average expenditure by hospital was 
available through NHS Choices portal (My NHS BETA).22 National data 
provider organisation’s (HSCIC) monthly workforce data does not 
currently include agency staff information, but only permanent staff. It 
is difficult to obtain precise data on agency staff as they are employed 
by multiple agencies. Acute hospitals have increasingly relied upon 
bank and agency staff to fill the gap in poor rostering and vacant 



5 
 

European recommended 
framework 

Indicators in England 

Component Indicator Recommended / mandated  
at the national level 

Data available at the local level (at trust level); 
and the use for IPC management and practice (T3) 

positions in recent years. It was also reported that there were 
seasonal variations in the usage of bank and agency staff to support 
temporary service expansion (e.g. opening of new winter pressure 
beds at T3, etc.).  

 Overall, local focus is on temporary nursing but not medical staff.  

 The indicator is not routinely or proactively considered in IPC 
management and practice.  

3. Sufficient 
availability of, 
and easy 
access to, 
materials and 
equipment, 
and 
optimisation 
of 
ergonomics 

Availability of 
alcohol-based 
hand rub at the 
point of care 

 National guidelines23 recommend ‘Alcohol-based hand rub 
should be made available at the point of care in all healthcare 
facilities’ (SP12). Further, national guidance incorporates this 
indicator and reiterates the importance of the involvement of 
IPC team in the whole process of new building and 
refurbishment projects, from designing and planning to the final 
stages.24 The indicator was intensively promoted through 
national ‘cleanyourhands’ campaign (2004-10),25 and national 
patient safety alert26 required actions in preparation for 
‘cleanyourhands’ campaign: instructing placement of alcohol-
based handrub at the point of care by April 2005 and risk 
management for use and storage. It was updated and re-issued 
in 200827 which included guidance on hand hygiene at the point 
of care and when soap and water to be used and promoted 
WHO’s Five moments approach to hand hygiene. Since 2010, 
this campaign has evolved into a programme with the 
devolution of responsibility for the hand hygiene improvement 
and sustainability to the trusts.  

 One professional body recommends in its Infection Prevention 
Quality Improvement Tools: Clinical Practice Process 
Improvement Tool Hand Hygiene Environment, which asks the 
relevant questions including: ‘Are alcohol based hand rub 
bottles available at the point of care?’ – ‘Check it is within 
reach, this may be a personal dispenser‘.28 Nevertheless, there 
is no mention of how the consistent compliance is ensured, for 
example, through routine audits.  

 Availability of alcohol-based handrub at the point of care was 
measured for all trusts through the PEAT assessment annually. Multi-
level data were available (broken down by trust / hospital / type of 
area), through national data provider organisation’s (HSCIC) 
website.29 According to the PEAT results 2012,29 the great majority of 
NHS hospitals achieved alcohol-based hand rub available at the point 
of care. However, this indicator was removed in the following year 
(2013) when PEAT was replaced by the PLACE,30 which is a more 
decentralised mode of PEAT, involving the greatest public 
representation in its history. 

 Some trusts have started regular audits to ensure consistent 
compliance. For example, T3 began exploring detailed level of 
information for this specific indicator as part of their new hand hygiene 
strategy 2015 which took an incremental and step-wise approach 
roughly in line with WHO’s Multimodal Hand Hygiene Improvement 
Strategy,31 e.g. the consumption of alcohol-based hand rub per patient 
days for each ward. The trust is expected to identify and visit 
concerned areas/wards that show low hand hygiene compliance rates 
with high HCAI rates.  

 This indicator is considered in IPC management and practice.  
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Indicators in England 

Component Indicator Recommended / mandated  
at the national level 

Data available at the local level (at trust level); 
and the use for IPC management and practice (T3) 

 Overall, the indicator is highly prevalent across the national 
guidelines,23,24 and intensively promoted through national 
campaigns including ‘cleanyourhands’ (2004-10).25 

Availability of 
sinks stocked 
with soap and 
single-use 
towels 

 The national guidance recommends: ‘Wall-mounted liquid soap 
and paper-towel dispensers should be available at each wash-
hand basin‘.(p.18)24 The same guidance goes beyond mere 
‘availability’, stipulating clinical wash-hand basins must meet 
the criteria, such as taps with non-touch operation (e.g. elbow-
operated), no swan-neck, and no overflow / plug, and only be 
used for a single purpose (clinical hand washing for staff.24 Also 
see above indicator column.  

 DH’s best practice guidance for the management of 
Pseudomonas aeruginosa in clinical wash-hand basins (e.g. 
cleaning of taps before the rest of the basin).32 

 One professional body recommends in its Infection Prevention 
Quality Improvement Tools: Clinical Practice Process 
Improvement Tool Hand Hygiene Environment, which asks the 
relevant questions including: ‘Are paper towels available from 
an enclosed dispenser?’ – ‘Paper towels should be soft tissue 
with enough in the dispenser for the next two washes’.28 
Nevertheless, there is no mention of how the consistent 
compliance is ensured, for example, through routine audits. 

 Overall, the indicator is incorporated into the national 
guidance,24 and in fact goes beyond mere availability. 
 

 

 Availability of sinks stocked with soap and single-use towels was 
measured for all trusts through the PEAT assessment annually. Multi-
level data were available (broken down by trust / hospital / type of 
area), through national data provider organisation’s (HSCIC) 
website.29 According to the PEAT results 2012,29 the great majority of 
NHS hospitals achieved hand wash facilities including consumables 
such as soap and single use towels accessible and available for staff 
and public use. However, this indicator was removed in the following 
year (2013) when PEAT was replaced by the PLACE.30 

 It was reported a need for going beyond mere assessment of 
availability / easy access / number of sinks stocked with soap and 
single-use towels as the indicator, in accordance with national 
guidance.24,32 Namely adequate physical structure of and appropriate 
use of clinical hand-wash basins / taps, and appropriate way of 
cleaning (e.g. cleaning of taps before the rest of the basin). This is 
because it can prevent them becoming a bacterial source (e.g. 
Pseudomonas aeruginosa, Legionella) and encouraging cross-
contamination, and having the problems with hand hygiene. 
Upgrading sinks is an ongoing process. 

 Variation in practice is observed. Some trusts have started regular 
audits to ensure consistent compliance. For example, T3 began 
exploring detailed level of information for this specific indicator as part 
of their new hand hygiene strategy 2015 with an incremental and step-
wise approach roughly in line with WHO’s Multimodal Hand Hygiene 
Improvement Strategy.31 e.g. the consumption of soap per patient 
days for each ward. The trust is expected to identify and visit 
concerned areas / wards that show low hand hygiene compliance 
rates with high HCAI rates.  

 This indicator is considered for IPC management and practice.  
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at the national level 

Data available at the local level (at trust level); 
and the use for IPC management and practice (T3) 

4. Use of 
guidelines in 
combination 
with practical 
education 
and training 

Adaptation of 
guidelines to 
local situation 

 Trusts are required to have tailored local policies in such areas 
as cleaning, decontamination, antibiotic formularies, etc. 
through national guidance,1 quality standards, and the Code of 
Practice on IPC.2 

 Data were consistently available / accessible through IPC reports 
across the trusts.  

 Hand hygiene, ANTT, and decontamination policies in T3 have been 
developed through local adaptation of guidelines (e.g. hand hygiene 
policy for ‘local’ neonates which is a more enhanced version, targeting 
a vulnerable patient group).  

 This indicator is considered in IPC management and practice.  

Number of new 
staff trained with 
the local 
guidelines 

 The Code of Practice on IPC states registered providers need 
to ensure that IPC policies / procedures are in place with the 
incorporation of IPC principles and practice into induction and 
training programmes for new staff, and have a record of all staff 
regarding their training and updates.2 

 Data were available through DH’s NHS ESR programme33 from 2009, 
and competencies of employees have been managed within local / 
national frameworks. Trust managers and employees had access to 
their training records through ESR.  

 One example at trust level is that IPC was considered as a core 
element of the trust induction days (generic trust induction training) at 
T1, including ‘hands-on’ hand hygiene module; and hand hygiene 
practical session for new neonatal medical staff at T2.  

 This indicator is considered in IPC management and practice.  

Teaching 
programmes are 
based on local 
guidelines 

 Trusts are expected to incorporate recommendations from 
national guidelines23 into local guidelines. This includes 
education / training interventions around hand hygiene, aseptic 
technique, use of personal protective equipment, environmental 
cleanliness and decontamination, and use / selection / insertion 
/ maintenance / removal of catheters, etc. 

 Data were available at the trusts.  

 Venepuncture and cannulation structured learning programme was 
part of trust’s vascular access policy at T3, and all the trust staff who 
manages lines was targeted. A new e-learning package on C. difficile 
was developed by merging CDI prevention and control policy with the 
local trust guidance on CDI management and its target audience was 
all clinicians but focusing on junior doctors at T3.  

 This indicator is considered in IPC management and practice.  

5. Education 
and training 
(involves 
front line staff 
and is team- 
and task-
oriented) 

Education and 
training 
programmes 
should be 
audited  

 The Code of Practice on IPC (2010) stipulates relevant 
statements in relation to aseptic technique and antimicrobial 
prescribing.2 Through the national guidance, trusts are required 
to have evidence of local arrangements for IPC training being 
updated and checked regularly.1 

 Data were available at the trusts.  

 Audits of training programmes (e.g. ANTT, antimicrobial stewardship, 
etc.) were in operation at T3.  

 This indicator is considered in IPC management and practice.  

Education and 
training 
programmes 
should be 
combined with 

 National guidelines for education and competence assessment 
on the use of personal protective equipment and standard 
precautions, of aseptic technique, and training and competency 
of using intravascular catheters and consistent compliance with 
best practices for the prevention of CRBSI, and competency of 

 Data were available at the trusts through IPC programme / annual 
plan / strategy, IPC reports, etc. Education and training programmes 
at the trust were combined with competency assessments but not with 
knowledge tests.  
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knowledge 
tests, 
competency 
assessments, or 
both 

appropriately using, selecting, inserting, maintaining and 
removing short-term indwelling urethral catheters.23  However, 
no national recommendations on education / training 
programmes that are combined with knowledge tests. 

 One of the trusts reinforced this process through bespoke IPC 
accreditation schemes. Examples of competency assessment were 
ANTT, hand hygiene, and the use of personal protective equipment, 
blood culture collection, and antimicrobial stewardship at T3. ANTT 
competency assessment framework (akin to guidelines) at T3 looked 
at whether all staff in a clinical setting have completed training during 
a certain period (two years), and how many professionals are 
competent to carry out ANTT, which is a physical test by observation 
rather than paper test on knowledge. T3 aimed 90% as target for 
ANTT competency assessment; however, this was not met because 
doctors often failed to take ANTT assessment. Methodological issues 
in data collection include difficulties in capturing the real figures still as 
irrelevant staff were involuntarily counted, despite the fact that active 
health professionals were checked against their payroll numbers.  

 This indicator is considered in IPC management and practice.  

6. Organising 
audits as a 
standardized 
(scored) and 
systematic 
review of 
practice with 
timely 
feedback 

Measurement of 
the number of 
audits (overall, 
and stratified by 
departments / 
units and topics) 
for specified 
time periods 

 The Code of Practice on IPC2 requires the trusts to operate 
activities that show IPC being integrated into quality assurance 
framework. These include: a) DIPC’s (and/or IPC’s) regular 
presentations to the trust board regarding historical analysis of 
infections and adherence to audit programmes; b) quarterly 
reporting to the board by clinical directors / matrons (this report 
can include monthly cleanliness scores, PLACE scores, 
contract performance measures); c) reviews of case of alert 
organisms (e.g., MRSA, C. difficile, etc.), outbreaks, and SUIs.  

 National guidelines require regular hand hygiene audits with 
results fed back to healthcare workers - ‘Hand hygiene 
resources and healthcare worker adherence to hand hygiene 
guidelines should be audited at regular intervals, and the results 
should be fed back to healthcare workers to improve and 
sustain high levels of compliance’ (SP13).23 However, these do 
not mention the number of performed audits. Hand hygiene 
audits are part of trust audit procedures at the ward / unit level. 
Cleaning audits are required based on trust cleaning policies, 

 Data by topic were accessible periodically at the trusts through 
hospital databases, IPC scorecard system, etc. Availability of finer 
figures broken down by levels of organisation was partly dependent 
upon the organisational capacity, innovation, and perceived need for 
multi-level analysis (e.g. benchmarking and comparison purposes). 
The accuracy of ward-based return rates for generic or pre-defined 
audits was high. Some inherent systemic issues existed such as 
incomplete data entry to hospital databases for service specific 
indicators (e.g. HII No.1: Central venous catheter care bundle) which 
required ward patient numbers to allow for meaningful analysis to 
inform IPC management and practice.  

 Variability in innovation in audits conducted was seen across the 
trusts; for example ward-level audits of a number of indicators (e.g. 
aseptic technique compliance and hand hygiene audit tools, 
peripheral cannula care bundle) formed a bespoke IPC accreditation 
scheme in one of the trusts. 

 According to our observation at T3, the latest audit results (e.g. hand 
hygiene scores, cleanliness scores, etc.) were fed back to the wards / 
units by displaying them on public notice board in each ward / unit as 



9 
 

European recommended 
framework 

Indicators in England 

Component Indicator Recommended / mandated  
at the national level 

Data available at the local level (at trust level); 
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with the frequency of audits tailored to risk levels of functional 
areas in accordance with national cleaning standards.34 

part of their routine audits and feedback activities. The presentation 
format of information was standardised across different types of wards 
/ units to a large extent. IPC annual plans / work programmes often 
included tables, describing action leads, deadline dates for feedback 
to IPC committee, and other relevant committees to ensure 
appropriate implementation of plans / programmes and facilitated 
quality improvement process.  

 This indicator is considered in IPC management and practice.  
7. 
Participation 
in 
prospective 
surveillance 
and offering 
active 
feedback, 
preferably as 
part of a 
network 

Participation in 
(inter-) national 
surveillance 
initiatives 

 Relevant national recommendations relating to this component 
7 are, for example, national guidance’s quality improvement 
statements on HCAI surveillance, and multi-agency working to 
reduce HCAIs,1 e.g. trust board is expected to perform active 
involvement in its local networks, and ‘share governance 
structures, objectives and learning with other local health and 
social care providers to promote good practice among 
them’.(p.26)1 

 DH’s mandatory surveillance schemes with public reporting to 
DH’s executive agency (PHE, formerly HPA). This includes, for 
example, MRSA bacteraemia,35 CDI (patients aged two years 
or older), (SSI (orthopaedic)), MSSA bacteraemia, E. coli 
bacteraemia.36 Mandatory reporting of SIs (formerly termed 
SUIs). Introduction of national / local objectives (formerly called 
‘targets’) for incidence of MRSA BSI and CDI.37–39 These two 
micro-organisms became incorporated into national 
performance outcomes framework.6,40 

 There are some European-based surveillance systems and 
networks in which England participated as part of the UK. For 
example,  the European Surveillance System (TESSy), the 
Healthcare-Associated Infections Surveillance Network (HAI-
Net), the European Antimicrobial Resistance Surveillance 
Network (EARS-Net), and the European Surveillance of 
Antimicrobial Consumption Network (ESAC-Net); all 
coordinated by ECDC.41,42 There are HAI-Net SSI and HAI-Net 
ICU; currently England do not participate in HAI-Net ICU 

 Data were available at the trusts through IPC programme / annual 
plan / strategy), IPC reports (by DIPC), trust’s annual reports, quality 
accounts. All three trusts participated in national mandatory 
surveillance schemes.  

 This indicator is considered in IPC management and practice.  
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(previously England participated in pilot network for surveillance 
of ICU-acquired infections (HELICS)43), but UK-Scotland only.42 

Number and 
type of wards 
with a 
surveillance 
system in place 

 The Code of Practice on IPC requires evidence of local 
surveillance and data collection per unit / specialty, and 
recommends electronic reporting of clinical laboratory isolates 
to the HPA (now part of PHE).2 The same Code also states: 
clinical units should be timely fed back with data on 
achievements and actions following surveillance.2   

 The national guidance requires evidence showing surveillance 
systems are in place for timely data capture of incidents (broken 
down by wards / clinical areas / teams / trust) and including 
‘regular time-series analyses of data’.1 The same guidance 
requires surveillance data (comparing themselves historically, 
between the organisations, with the national data) should be 
regularly disseminated to the board and the units.1 

 Surveillance data by ward were available at the trusts as regular, 
ongoing surveillance programmes were in place. In the case of T3, 
this included MRSA BSI, CDI, MSSA BSI, E. coli BSI, and CPO that 
target all wards, whereas SSI and CLABSI are specific to certain 
wards due to its likely infection routes and types of care services 
involved.  

 Trusts used various types of database and reporting systems. For 
example, IPC performance dashboards in T2 enabled them to achieve 
regular ‘ward to board’ scrutiny. Another example is, electronic IPC 
surveillance database (ICNet) in T3 included all the surveillance data 
and recorded infection cases informed by microbiologists and the 
monthly data were reviewed regularly.  

 This indicator is considered in IPC management and practice.  

Regular review 
of the feedback 
strategy 

 National guidelines state that local feedback programmes 
should be reviewed regularly.23 - ‘Local programmes of 
education, social marketing, and audit and feedback should be 
refreshed regularly and promoted by senior managers and 
clinicians to maintain focus, engage staff and produce 
sustainable levels of compliance’ (SP15, new 
recommendation). 

 

 Trusts reviewed local policies / strategies regularly. T3 was reported 
to conduct a review of feedback strategy for SSI surveillance in 
response to new national quality standards44). Additionally, the trust 
was reported to conduct a regular review of the SI process, including 
policy review and communicating learning and actions. 

 This indicator is routinely considered in IPC management and 
practice.  

8. 
Implementing 
IPC 
programmes 
following a 
multimodal 
strategy, 
including 
tools such as 
bundles and 

Verification that 
programmes are 
multimodal 

 Importance of multimodal programmes at the national level 
included: the ‘cleanyourhands’ campaign (2004-10); the first 
national hand hygiene campaign using a multimodal strategy, 
including raising awareness, education, promotion of hand 
hygiene at the point of care, and audits.25 Another example 
were HIIs, effectively care bundles together with audit tools to 
measure compliance recommended through the DH’s multi-
component, national ‘Saving Lives’ programme.45 The need to 
verify that programmes include multimodal elements is however 
not explicitly set out at the national level. 

 Verification of local programmes / strategies by documentation, 
including explicit descriptions of the multimodal approach, was found 
in IPC reports, IPC annual plan, programmes, or strategies.  

 T3’s new hand hygiene strategy encompassed a multimodal 
approach. However, at the same time, multiple interventions were 
implemented in piece-meal fashion but brought together within the 
umbrella of multimodal programmes.  

 Although the indicator is largely used proactively in IPC management 
and practice, interventions were implemented in an uncoordinated 
way, often in response to outbreaks or external inspection. 
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checklists 
developed by 
multidisciplin
ary teams, 
and taking 
into account 
local 
conditions 
(and 
principles of 
behavioural 
change) 

Measurement of 
process 
indicators (e.g. 
hand hygiene, 
care 
procedures) 

 Various national authorities recommend a wide range of 
process indicators through guidelines, guidance, policies, 
standards, and the Code of Practice on IPC. These are hand 
hygiene;23,25 aseptic technique;5,23,46 ‘bare below the elbows’ 
dress code;47–49 environmental cleanliness;1,2,34,50–53 sterilisation 
of medical devices;54 antimicrobial prescribing;3,55–57 HIIs;45,58 
WHO Surgical Safety Checklist;59,60 Matching Michigan;61 
walkrounds,62 etc.  

 The majority of these are often promoted through national 
campaigns. For example, hand hygiene compliance monitoring 
/ audits were conducted through ‘cleanyourhands’, which began 
as a national campaign (2004-10), and then evolved into a 
programme with the devolution of responsibility for the hand 
hygiene improvement and sustainability in 2010.25  

 Compliance with HIIs became a pre-requisite for CQUIN 
payments (April 2013 -).63,64 

 PPI is not explicitly included under the European recommended 
framework, whereas in England it is considered increasingly 
important. For example, NHS foundation trust’s council of 
governors must be composed of over 50% public (and patient / 
carer / service user) governors.65 The guidance from the 
national regulator for NHS foundation trusts states: ‘When 
governors represent the views of members and the public to the 
board, the director should record these views and consider 
them in formulating trust strategy and assessing trust 
performance in related areas’.(p.31)65 Another example is that 
the PLACE must be composed of at least 50% public, acting as 
patient assessors, at both foundation and non-foundation NHS 
trusts.30 

 Data were available consistently across the trusts through IPC 
reports.  

 There were self-auditing issues around certain compliance data, 
including hand hygiene scores which potentially affects validity of 
data. Other potential issues were seen in timing of reporting and 
record keeping that affect quality of data collected and have financial 
implications in relation to outsourcing services (e.g. sterilisation of 
medical devices, cleaning). This backdrop was reported to be related 
to staff attitude issues, task delegation to less trained staff, workload 
of quality managers who shadowed auditing activities to ensure 
quality of auditing processes, issues of training availability for 
supervisors, high turnover of ward staff, etc.  

 Ensuring the required proportions of public and patient membership in 
the council of governors and the PLACE was in place. The 
membership information was available; the council of governors at T1 
had nearly 70% public and patient representation. Governors’ 
comments on the content / style / format of quality reports (together 
with the trust’s responses to these comments) and their meeting 
attendance rates were available through trust’s annual reports. Trust 
reports also state that the governors continue to be involved in 
overseeing the trust’s strategic direction and giving assurance of IPC 
service from public and patient perspectives. However, it is not clear 
whether, and how, their actual involvement in these processes is 
measured.  

 This indicator is routinely used in IPC management and practice.  
 

Measurement of 
outcome 
indicators (e.g. 
HCAI rates, 
infections with 

 National regulations / guidance on targets, incentives, 
sanctions, accountability, performance management and 
reporting and, quality assurance requirements have been 
implemented, and surveillance schemes on some outcome 

 IPC team at each trust entered data on to the HCAI Data Capture 
System in accordance with national guidelines. Mandatory 
surveillance data by organisation (trust) were available nationally 
through DH’s executive agency’s (PHE) website;75–78 MRSA and C. 
difficile data for each trust were also available in national regulator’s 
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MDROs, 
transmission of 
MDROs) 

indicators became mandated, more enhanced, and increasingly 
scrutinised.  

 DH’s mandatory surveillance schemes with public reporting to 
DH’s executive agency (PHE, formerly HPA). This includes, for 
example, MRSA bacteraemia,35 CDI, SSI (orthopaedic), MSSA 
bacteraemia, E. coli bacteraemia.36 Also, mandatory reporting 
of SIs (formerly termed SUIs).  

 Requirements by local commissioners through CQUIN incentive 
framework made a percentage of their incomes dependent on 
demonstrating compliance in which NHS and foundation trusts 
began participating from 2009/10,66 and the quality standards 
set by national authorities, regulators, and other bodies. 

 The NHS Safety Thermometer – an improvement tool to 
measure and analyse harms and ‘harm free’ care, including 
UTIs in patients with catheter - became part of national CQUIN 
scheme for reward for the NHS in England in 2012/13, and its 
reports (monthly / annually) are available on the national data 
provider organisation’s (HSCIC) website.67  

 In December 2012, ‘zero tolerance’ approach to MRSA BSIs 
required all NHS organisations (that report positive cases) to 
conduct a PIR from 1 April 2013. Publishing MRSA bacteraemia 
data based on relevant PIR assignment (acute trust or CCG).64 
One year later, national health authority’s four year plan 
reiterated the zero tolerance approach to MRSA for all trusts as 
national expectation and stated continued emphasis on CDI.7 

 NHS England’s mandate for the commissioners during 
2014/1568 states: ‘zero tolerance’ for MRSA (threshold 2014/15 
is ˃0), and minimising rates of C. difficile (base line threshold 
2014/15 to be identified for provider) as national quality 
requirements. This should be measured through a review of 
monthly Service Quality Performance Reports by the trust.  

 Each NHS organisation is currently expected to demonstrate 
zero avoidable MRSA BSIs. PIR (for all reported positive cases) 
aims to investigate how an incidence occurred, and identify 

reports (CQC’s Intelligent Monitoring Report on each trust),79 and on 
the major public facing website of the NHS (My NHS BETA)  NHS 
Choices).22 Mandatory and voluntary surveillance data were available 
at the trusts through IPC annual / monthly reports, trust’s annual 
reports, quality accounts - trust performance data were available, 
together with their agreed objectives (formerly called ‘targets’) / 
thresholds / trajectories / ceilings. Data consisted a major part of IPC 
reports and have been consistently reported. 

 Some trusts began targeting high risk areas of ICU for CLABSI in 
response to locally specific needs and conditions. For example, T3 
took into account ECDC’s information on CLABSIs in ICU as 
benchmarking,80 and its local objective was set based on the 
achievements in reduction of CLABSI demonstrated in the Michigan 
Keystone ICU project in the USA.81 At the time of study, T3 was 
moving to high risk areas (level 3 ICU) for CLABSI in response to local 
needs. Thus, local hospitals demonstrated capacity of exceeding 
national aspirations, and took some lessons from beyond the country. 

 All three trusts are reporting UTIs in patients with catheters as part of 
the NHS Safety Thermometer scheme. The reports (monthly/annually) 
are available on the national data provider organisation’s (HSCIC) 
website.67 

 Trusts considered a risk of transmission of MDROs. For example, one 
of the trusts looked at CPOs that can transmit and are difficult to treat, 
and carbapenemases enzyme per se can cause cross-species and 
strains of bacteria. Another example was that T3’s organisation 
specific strain typing facilitated a better understanding of transmission 
potentiality as part of action plan for C. difficile. 

 Annual inpatient survey results by trust is available.74 

 This indicator is routinely used in IPC management and practice.  
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lessons and actions to prevent such instance from reoccurring 
in the future.69 

 Recent national guidance70 and patient safety alert71 on CPOs 
and third generation cephalosporin resistance 
Enterobacteriaceae.  

 New HCAI Data Capture System launched in 2013, replacing 
the previous system to collect the patient level mandatory 
surveillance data on MRSA, MSSA and E. coli BSIs, and 
CDIs.72 

 PPI is not explicitly included under the European recommended 
framework, whereas in England it is considered important. All 
NHS trusts are required to participate in the annual NHS patient 
survey programme (run by the Picker Institute Europe, on 
behalf of the national regulator since 2002).73 The most recent 
survey incorporates four IPC-related questions concerning 
cleanliness of rooms/wards, toilets/bathrooms, the availability of 
hand-wash gel, and having enough nurses on duty.74 

9. Identifying 
and 
engaging 
champions in 
the 
promotion of 
intervention 
strategies 

Interviews with 
front line staff 
and IPC 
professionals 

Quality improvement statement 4 (Workforce capacity and 
capability) in national guidance incorporates the followings as 
part of evidence of achievement: ‘2. Evidence that all staff 
working in clinical areas, including specialist “link practitioners”, 
have sufficient time to fulfil their responsibilities on (and 
objectives for) infection prevention and control’,(p.20)1 and ‘8. 
Evidence of local arrangements to ensure consultant medical 
staff from a range of specialities champion infection prevention 
control. This includes evidence that they are given protected 
time to achieve defined objectives in this role’;(p. 21)1 and as 
part of practical examples, ‘Presence of an infection prevention 
and control “link practitioner” or member of staff in every clinical 
and support unit (with protected time)’.(p.22)1 Other examples 
for link practitioners with clinical / lay background are 
antimicrobial pharmacists and patient liaison officer.1 One 
professional body recommends a framework for IPC link nurse 
role with four key IPC competencies, including role modelling, 

 Although information on the engagement of champions was available 
across the trusts, local information on the identification of champions 
was difficult to access externally but it is likely to be available 
internally.  

 In one trust IPC nurses selected link nurses as champions by 
assessing their ability to manage problems and IPC knowledge (e.g. 
MRSA screening, hand hygiene, etc). Clinical leads at every division 
and IPC link nurses at every ward were identified as champions at T3. 
The work of IPC champions was reported as individual effort-based 
rather than collective and more reactive than proactive; in one trust 
outbreaks and/or structural constraints (e.g. shortage of staff) often 
impeded setting up a systematic approach.  

 This indicator is not used routinely, proactively, or collectively to 
inform IPC management and practice.  
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leadership, and advocacy; enabling teams’ and individuals’ 
learning; communicating and networking; and supporting teams’ 
and individuals’ in local review / audit / surveillance activities.82  

 Overall, there are partial recommendations of this indicator 
through national guidance1 and one professional body,82 but no 
stipulation of the use of interviews with front line staff and IPC 
professionals in the identification of champions or in 
engagement with intervention strategies including progress 
meetings. 

10. Positive 
organisationa
l culture by 
fostering 
working 
relationships 
and 
communicati
on across 
units and 
staff groups 

Questionnaires 
about work 
satisfaction  

 DH’s dear colleague letter83 pointed out increasing evidence 
showing a link between staff satisfaction and quality of care,84 
and requested trusts’ chief executives to support the survey and 
encourage their staff to respond as part of their continuous 
engagement activities. 

 Currently, two types of staff surveys to measure and monitor 
staff engagement (including staff satisfaction themes) are 
recommended nationally. One is the National NHS Staff Survey 
(Picker Institute Europe-NHS from 2011 - annual snapshot) for 
all NHS and foundation trusts.85 The other is locally specific 
staff engagement survey which is newly required nationally 
(NHS Employers – surveying 25% of staff per quarter, hence, 
cumulatively targeting all staff).86 

 Data on annual national NHS staff survey by organisation were 
available from Picker Institute Europe-NHS website. Data on quarterly 
local staff engagement surveys (with quasi-census mode) were 
available at the trusts.  

 Overall, the local staff engagement survey had a higher and 
increasing response rate than the national survey. Feedback of survey 
results and formulation of engagement action plans around advocacy, 
involvement, and motivation increased rates and quality of responses.  

 Lessons from the results of local staff engagement surveys at T3 
aimed to nurture better staff experience within the IPC team or at 
directorate level, but did not extend to the trust level as part of IPC 
management.  

 This indicator is not proactively used to inform IPC management and 
practice.  

Human resource 
assessment of 
healthcare 
workers’ 
turnover and 
absenteeism  

 In line with the Francis inquiry in 2013,87 the recent national 
guidance17 highlights the importance of workforce data (e.g. 
staff turnover rates, sickness absence rates, vacancy rates) for 
all wards as part of the items to be included in the bi-annual 
establishment review reports to the board. 

 The national guidance on e-rostering systems designed to be 
used by directors of human resources and others in order to 
enhance workforce productivity for all staff groups and achieve 
their successful implementation.88 This was produced in 
response to the national auditor’s report89 which highlighted the 
fact and recommended controlling temporary workers’ demand 

 Data for all trusts were available through national regulator’s 
monitoring reports. According to their December 2014 version, it 
contained seven staffing-related indicators such as staff sickness 
rates, staff turnover, and staff stability, and these were further broken 
down by professional groups, etc.  

 Workers’ turnover and sickness absence rates (%) by organisation 
(trust) were available from national data provider organisation’s 
(HSCIC) website. Only a few trusts published these indicators on their 
websites, and others often on intranet only. 

 Ward-based staff data on sickness absence and voluntary turnover 
covered nursing staff only, whereas those of medical staff were 
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through e-rostering systems by looking at various information 
including vacancy and sickness absence rates, staffing levels of 
permanent nurses, etc. E-rostering reports contain information 
on ‘shift patterns, annual leave, sickness absence, staff skill mix 
and movement of staff between wards’, facilitating ward 
managers to respond to emergent demand.(p.17)17  

 Overall, there was a strong focus on vacancy rates, as well as 
turnover and absenteeism, mainly to achieve cost reductions. 

assigned to the department level. Therefore, the ability to report at 
ward level (where clinical outcome data were collected) varied across 
staff groups. This resulted in difficulty linking staffing and outcomes 
data thus limiting its use in IPC management. Data availability for 
nursing staff through e-rostering were of higher quality than that 
available for medical staff at T3. In addition, this indicator was used 
retrospectively, often triggered by results of periodic external 
inspections or the need to investigate serious incidents. 

 This indicator is not routinely or proactively considered in IPC 
management and practice.  

Assessing crisis 
management  

 ‘Crisis management’ refers to ‘the process by which a business 
or other organisation deals with a sudden emergency situation’ 
according to Oxford dictionary.90 

 NHS organisations are required to use the Integrated 
Emergency Management cycle (anticipate-assess-prevent-
prepare-respond-recover) based on the NHS resilience 
philosophies.91 The national health authority (NHS England) set 
up EPRR, including relevant frameworks in 201391 and national 
frameworks for business continuity management,92 as well as 
core standards in 2015.93 These standards are in 
correspondence with the legal bindings,94,95 national planning 
framework (Everyone Counts: planning for patients), and the 
NHS standard contract. New arrangements for local health 
EPRR initiated in April 2013, for example, LHRPs as the new 
forum for collaboration and multi-agency planning for EPRR; 
locally nominated accountable emergency officer at each NHS 
organisation. 

 Risk management is an initial step for the emergency planning 
and business continuity management processes which is legally 
stipulated,94 and necessary to develop organisational resilience. 
NHS organisations are required to contribute to community risk 
register within their own local resilience forum through local risk 
assessments. This is expected to inform regional / national risk 
assessments. Risk assessments should consider ‘worst-case 

 Relevant information was available at the trusts through, firstly their 
CIP, secondly their business continuity planning, and lastly pandemic 
flu planning. It was reported the IPC manager together with a director 
of nursing at trust 3 and clinical directorates at trust 2 carried out a 
QIA for the post-implementation of a CIP. A further example is a 
review of critical incidents, including infection outbreaks, under trust’s 
incident management policy that can reinforce business continuity 
processes. The process that contributed to the failure (e.g. outbreaks) 
can be investigated by using RCA. The trusts conducted risk 
assessments and established trust risk register, and community risk 
register through local resilience forum, in accordance with the legal 
requirements. 

 This indicator is used to inform IPC management and practice.  
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scenarios’ including severe weather, pandemic influenza, staff 
absence (including industrial action), etc.91  

 In the case of assessing hospital preparedness against 
infection outbreaks, the national guidance recommends trend 
analysis of local / national surveillance data to inform practice 
across the organisations.1 The national best practice guidance 
requires NHS managers and clinicians to contribute to CDI 
prevention and control and management of outbreaks.96 

ANTT: aseptic non-touch technique; BSI: bloodstream infection; C. difficile: Clostridium difficile; CCGs: Clinical Commissioning Groups; CDI: Clostridium 
difficile infection; CE; Chief Executive; CIP: Cost Improvement Programme; CLABSI: Catheter Line Associated Bloodstream Infection; CMO: Chief Medical 
Officer; CPO: Carbapenemase producing organism; CQC: Care Quality Commission; CQUIN: Commissioning for Quality and Innovation; CRBSI: catheter-
related bloodstream infection; DIPC: Director of Infection Prevention and Control; E. coli: Escherichia coli; EARS-Net: European Antimicrobial Resistance 
Surveillance Network; ECDC: European Centre for Disease Prevention and Control; EPRR: Emergency Preparedness, Resilience and Response; e-rostering; 
electronic rostering; ESAC-Net: European Surveillance of Antimicrobial Consumption Network; ESBL: extended-spectrum beta-lactamase; ESR: Electronic 
Staff Record; FY: financial year; HAI-Net: Healthcare-Associated Infections Surveillance Network; HCAI: healthcare-associated infection; HII: High Impact 
Intervention; HPA: Health Protection Agency; HSCIC: Health & Social Care Information Centre; ICT: infection control team; ICU: Intensive Care Unit; IPC: 
infection prevention and control; LHRPs: local health resilience partnerships; MDRO: multidrug-resistant organism; MRSA: meticillin-resistant Staphylococcus 
aureus; MSSA: meticillin-sensitive Staphylococcus aureus; NHS: National Health Service; NICE: National Institute for Health and Care Excellence; PCTs: 
Primary Care Trusts; PEAT: Patient Environment Action Team; PHE: Public Health England; PLACE: Patient-Led Assessments of the Care Environment; 
PPI: patient and public involvement QIA: Quality Impact Assessment; RCA: root cause analysis; SHAs: strategic health authorities; SIs: serious incidents; 
SNCT: Safer Nursing Care Tool; SSI: Surgical Site Infection; SUIs: serious untoward incidents; UK: United Kingdom; USA: United States of America; UTI: 
Urinary Tract Infection; WHO: World Health Organization; WTE: whole-time equivalent 
 
Key: RAG rating 
Red: not included in national regulations / policies / guidelines, or no data available / accessible at the trust; 
Amber: partially included in national regulations / policies / guidelines, or partial data available / accessible at the trust;  
Green: included in national regulations / policies / guidelines, or data consistently available / easily accessible at the trust 

 

Use of data (routinely / proactively) for IPC management and practice (at T3): : Yes; : No. 
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