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1 Staff Summary & Introduction
Health Care Associated Infections (HCAIs) refers to infections that are acquired after a patient has been admitted to hospital, and/or as a result of healthcare interventions. There are a number of factors that can increase the risk of acquiring an infection and good infection prevention is a core component of safe and effective care. Effective management, accountability at all levels, clear guidance and organisation-wide processes are key to setting up and maintaining high standards of infection prevention. Multi-disciplinary working is needed for high standards of cleanliness and decontamination, and prudent antimicrobial use. All of which are essential to best practice for people who use health and social care services. (The Health and Social Care Act 2008, last updated December 2022).

HCAIs, also known as “nosocomial” or “hospital acquired” infections, can occur in inpatients where infection was previously not present, or incubating, at the time of admission to hospital. Some infections are acquired in hospital, but clinical signs and symptoms develop after discharge. Other infections arise as a result of outpatient care in the hospital setting or healthcare provided within the community. It is essential that infection surveillance takes account of all of these scenarios.

HCAI may be detected in any hospital patient, but several factors are associated with increased risk of HCAI:

· Use of invasive devices, especially if prolonged
· Ventilation 
· Antibiotic use, both appropriate and inappropriate use
· High-risk and complex surgery and procedures
· Immunosuppression and other severe underlying patient conditions
· Insufficient application of standard and transmission-based precautions including source isolation

Reportable HCAIs include Clostridioides difficile infection (CDI) and bacteraemia caused by MRSA, E coli, Klebsiella spp or Pseudomonas aeruginosa. In the early 2000s, rates of reported MRSA bacteraemia and CDI declined over time, a testament to the success of the interventions introduced to reduce these infections. These declines were observed in both hospital-onset and community-onset cases. However, since April 2020, the number of hospital-onset MRSA bacteraemia cases increased. This annual increase in hospital-onset MRSA is of national concern, with recent data showing an increase in paediatric cases. The overall rates of E. coli, Klebsiella spp. and MSSA bacteremia rates have generally been increasing since the start of their respective enhanced surveillance schemes, with the most prominent rises seen among the community-onset cases. In 2024-25, CDI rates significantly increased, and a national incident has been declared.

In the United Kingdom, the rise and spread of antimicrobial resistance (AMR) is likely to pose an increasing threat over the coming years. A focus for concern is escalating resistance in Gram-negative infections, specifically bacteria resistant to broad-spectrum antibiotics including carbapenemase-producing organisms (CPOs). CPOs may be acquired from outside the UK, from other NHS providers or from another person in our hospital and infection can be triggered following prolonged antibiotic exposure or procedures. As multi-resistant infections increase, empiric antibiotic therapy will be less likely to be effective and previously treatable complications from routine surgery and oncology treatments may be more difficult to control. It is already evident that simple infections such as urinary infections in the community may not be treatable using oral antibiotic therapy.

It is estimated that in 2019, bacterial AMR led to 1.14 million global deaths (Naghavi, Mohsen et al. The Lancet, Volume 404, Issue 10459, 1199 – 1226) and this is predicted to rise to 10 million by 2050 if no action is taken (HM Government 2019). Effective infection prevention and control measures as well as good antimicrobial stewardship are required to tackle this issue. In January 2024, the UK government published its new national action plan and a vision for AMR to be contained and controlled, and IPC is a top priority in this plan. The vision recognises that a global problem as significant and complex as AMR requires a long-term course of action that progressively strengthens our understanding of AMR and how we are best placed to contain and control it.

With this knowledge, patient safety must remain a cornerstone of care, and preventing healthcare-associated infections, including those caused by AMR organisms, should remain a priority for our organisation.
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2 Purpose and Effect
The purpose of the policy is to outline the strategic arrangements and individual responsibility for the prevention and control of infection within the Trust.  It sets out criteria by which the Trust will ensure that the risk of HCAI is kept as low as possible.

This policy covers the following principal topics:
· Key roles and responsibilities
· Outlines the structure required to deliver the systems and process by which infection prevention and control is managed within LTHT
· Production and implementation of, and compliance with, infection prevention and control guidelines, procedures, and protocols
The key principles of this policy are:

· Arrangements for protecting patients and staff from the risks of HCAI must be clear
· Patients presenting with an infection, or who acquire an infection during treatment, must be managed appropriately to reduce the risk of transmission to other individuals
· All staff whose duties are directly or indirectly concerned with patient care must adhere to their roles and responsibilities with regard to infection prevention and control
· All staff whose duties are directly or indirectly concerned with patient care must receive information and training appropriate to their role
· A system must be maintained to ensure that key policies and practices are being generated and monitored effectively
· A robust process of investigation and feedback must be in place to ensure learning from all HCAI incidents occurs
Provision and monitoring of education in infection prevention and control is listed in the Mandatory training policy (link to policy).






3 Key Definitions
	Healthcare Associated Infection (HCAI)

	An infection to which an individual (patient, visitor or staff) is exposed or made more susceptible to as a result of them receiving/providing healthcare.  In the case of inpatients, this would be neither present nor incubating at the time of hospital admission.

	Audit

	A process to improve patient care through systematic review of care against explicit criteria, thus identifying requirements for change.

	Antimicrobial resistance (AMR)
	Microorganisms which have acquired resistance to multiple classes of regularly used antimicrobial agents. This term includes bacterial, viral and fungal pathogens.


	Gram-negative blood stream infection (GNB BSI)
	Bacteria present in blood culture samples including E coli, Klebsiella spp and Pseudomonas aeruginosa. For the purpose of this policy other Gram-negative organisms that are not reportable are not included when using this term.



4 Key staff and committees/ groups
Responsibilities and duties within the organisation
[bookmark: _Toc64283137]4.1	Chief Executive

The Chief Executive is accountable for delivering reductions in HCAI and has overall responsibility for ensuring that there are effective arrangements in place for preventing and controlling infection. The Chief Executive will provide visible and active support to this policy and identify the organisational lead for infection prevention (including cleanliness) accountable directly to the Chief Executive.

The Chief Executive will ensure effective operation and continued improvement of infection prevention and control through designating this as a core part of the clinical governance and patient safety programmes of LTHT.  In particular, this will include ensuring that an Infection prevention and Control annual plan and Board Assurance Framework are in place and that the infection prevention and control infrastructure is adequately resourced. The Chief Executive will be aware of factors within LTHT which promote low levels of HCAI and ensure that the appropriate action is taken to achieve this. 


[bookmark: _Toc64283138]4.2	Director of Infection Prevention and Control (DIPC), and Deputy Director of Infection Prevention and Control (DDIPC)

The Director and Deputy Director of Infection Prevention and Control (DIPC) is responsible for providing assurance that patients and staff are safe from avoidable HCAI through  

· Reporting directly to the Chief Executive and the Board
· Reviewing compliance against the Code of Practice on the prevention and control of infections, identifying action to meet compliance, reporting to the Board on compliance and risks
· Taking overall responsibility for the Infection Prevention and Control Team
· Overseeing local control of infection prevention and control policies, guidelines and protocols along with their implementation. Challenging inappropriate clinical Infection prevention practice as well as inappropriate antibiotic prescribing decisions
· Assessing the impact of all existing and new policies and guidelines  on HCAI and making recommendations for change
· Being an integral member of the organisation’s Clinical Governance and Patient Safety teams and structures
· Producing an Annual Report on the state of HCAI in the organisation for which he or she is responsible and release it publicly

[bookmark: _Toc64283139]4.3	Director of Estates & Facilities

Responsible for ensuring that health service best practice guidance relating to cleaning, capital planning (including new build and refurbishment), isolation provision, laundry and disposal of waste is implemented within the organisation.  The Director of Estates and Facilities will:

· Work in collaboration with the Infection Prevention and Control Team and clinical teams to deliver effective infection prevention and control
· Ensure that cleaning standards are monitored and reported at ward, CSU and corporate levels with responsibilities for actions identified
· Ensure that service contracts are monitored for compliance, but also risk assessed for patient safety requirements and provided to agreed quality standards and reported at Infection Prevention and Control and Performance Groups
· Ensure that staff receive appropriate induction and ongoing training relevant to their area of work, with a focus on competence as well as compliance
· Ensure that the planned preventative maintenance program is monitored through performance framework and risks identified and reported though the Governance Committee
· Ensure that compliance with the duties of the Health and Social Care Act (Hygiene Code) is reported through the Infection Prevention and Control Committee 
· Ensuring health service guidance relating to decontamination is implemented within the organisation
· Take the lead for the HCAI agenda amongst the General Management Team
· Ensure Health service guidance relating to IPC in the built environment is implemented at LTHT 

4.4 Chief Nurse (CN) and Deputy Chief Nurses (DCN)  

Responsible for ensuring Nursing Midwifery and Allied Health Professionals (NMAHP) uphold the principles of the policy throughout the organisation. 
· Oversee NMAHP quality assurance systems to provide IPC strategic overview of ward care – e.g. Perfect ward dashboard, Ward Metrics. 
· Provide senior review of IPC as part of quality leadership visits to clinical areas. 
· Be an integral member of the IPC governance meeting structure.
· Provide senior nurse operational guidance for all existing and new IPC policies and guidelines.   

[bookmark: _Toc64283140]4.5	Medical Lead Doctor for Infection prevention and Control and AMR

Responsible for:

· Leading the professional/technical advice provision with respect to reducing infection risk.
· Providing director level subject matter expertise and Trust wide senior medical leadership.
· Ensure that effective surveillance systems are in place with timely feedback to clinical services, including for outbreak detection.
· Liaising with the clinical lead for microbiology, and lead biomedical scientist for microbiology and virology, to ensure that appropriate clinical and laboratory resources are available for the diagnosis and prevention of HCAI in LTHT.
· Providing support and expert advice to the Trust Water Safety Lead, Trust Ventilation Lead and The Trust Decontamination Lead.
· Influence the development and provision of education and training in relation to infection prevention and control.
· Developing and maintaining clinically meaningful data on antibiotic use and AMR for clinical teams in LTHT.
· Leading the professional/technical advice provision with respect to reducing the risk of AMR through both infection prevention and antimicrobial stewardship interventions.



4.6 Deputy Medical Infection Prevention and Control Leads – 
Responsible for -
· Providing oversight and monitoring of surgical infection prevention, develop and implement a strategy for Gram negative infection reduction in surgical patients and reduce device related Infection. 
· Providing expertise to ensure processes and procedures are in place at LTHT to identify patients displaying symptoms of, or at risk of, HCID and that staff are trained and ready to provide safe care until transfer to a designated unit.
· provide oversight and monitoring of antimicrobial prescribing rates in LTHT and work with CSU leaders to develop quality measures for AMS aligned with the HCAI board assurance framework, Health and Social Care Act, Code of Practice for Infection Prevention and Control, and other relevant national guidance.

4.7 Infection Prevention and Control Business manager
Has oversight of the reporting process of HCAI’s data both locally and nationally within LTHT. This will include the appropriate standard operational procedures for:
· Capture of HCAI’s, with entry onto the national data capture system
· Monitoring changes to national HCAI data capture and communication of new changes
· Validation of local data internally
· Validation of data on national level
[bookmark: _Toc64283141]4.8	Infection Prevention and Control Sub- Committee (IPCSC)

The IPCSC is responsible for monitoring and oversight of Trust wide IPC s assurance from each CSU within the Trust.  All CSUs are responsible for managing their performance through their individual CSU clinical governance structure and are required to provide assurance to the IPCSC at least annually or by exception. The Terms of Reference and membership can be found in Appendix I.
[bookmark: _Toc64283142]4.9	HCAI Group

The HCAI Group meets monthly to regularly monitor the Trust’s position for healthcare associated infections (HCAIs) and provide oversight and recommendations to prevent avoidable harms.  This is achieved by reviewing compliance against the Code of Practice on the prevention and control of infections and identifying action to meet compliance, directly from Clinical Service Units (CSUs) and clinical teams.
  The HCAI Group is chaired by the DDIPC, and reviews Infection Prevention and Control best practice and identifies the interventions that are required to minimise the risk of nosocomial transmission and prevent avoidable infections within LTHT.  The Terms of Reference and membership can be found in Appendix I.


4.10 	Operational Infection Prevention and Control (OIPC) Group  

The OIPC meets fortnightly to provide oversight of the translation of the IPC board assurance framework and operational delivery, and evaluate the effectiveness of the IPC response

  The role of the OIPC includes :
· Review operational impact and delivery on all IPC guidance to date and recommend any changes required.
· Review operational impact and delivery on all new IPC guidance that the organisation receives and advise on any change in direction and/or the implementation of the new guidance.
· Monitor progress against the National Standard Contract: Minimising Clostridioides difficile (CDI), Methicillin resistant Staphylococcus aureus (MRSA) and Gram-negative bacillus bloodstream infection (GNBSI) incidence to meet HCAI thresholds.
· Review progress against the National Standard Contract and support CSU’s to reduce HCAI infections in line with national thresholds 



[bookmark: _Toc64283143]4.11	Infection Prevention and Control Team (IPCT)

The IPCT includes, Consultant Microbiologists, Virologists, Infectious Diseases, 
 pharmacy infection team, occupational health representative , Infection prevention and
 control Practitioners ( IPCP)and IPC admin team. It meets monthly to discuss matters 
relating to infection prevention control in the Trust, to review themes and actions from The HCAI multidisciplinary review (patient safety incident response framework -PSIRF) investigations, to implement best practice, oversee IPC guidance updates and offer expert advice and make recommendations to the HCAI Group. The Terms of Reference and membership can be found in Appendix I.

The IPCT has primary responsibility for reviewing and proposing all aspects of surveillance, prevention and control of infection.  An annual report and an annual programme are produced by the IPCT, consulted through the HCAI Group and ratified by the Infection Prevention and Control Sub-Committee before being presented to the Trust Board.

The IPCT collaborates closely with the Consultant in Communicable Disease Control (CCDC) and other community infection control colleagues in addition to a wide range of internal and external stakeholders.

The role of the IPCT includes:
· Ensuring that appropriate risk assessments are undertaken and monitored for the prevention and control of infection within the organisation.

· Ensuring education and training on the prevention and control of HCAI is provided for all grades of staff.

· Undertaking surveillance of infection (see appendix 2 for details of surveillance and audit).

· Producing, implementing, and auditing compliance with infection control policies and guidelines including antimicrobial stewardship.

· Liaising, communicating and advising all staff on a day-to-day basis on all matters relating to infection control and ensuring advice on infection control is available on a 24 hour basis.

· Enabling and supporting CSUs with IPC activities.

· Oversight of infection prevention and control guidance documents and communication to the wider organisation

· Providing advice on the prevention and control of infection in the built environment for all new build and refurbishment work within and affecting LTHT.  This includes identifying adequate provision of isolation facilities.

[bookmark: _Toc64283145]4.12	Clinical Directors, Heads of units/departments, General Managers, and 	Heads of Nursing

Be responsible for managing the performance within their CSUs.  They are jointly responsible to ensure their CSU is compliant with the Trust HCAI agenda.  They will have a clear understanding of infection data for each area and specialism within the CSU to identify trends and hotspot areas

The Triumvirate Team must ensure that management arrangements are in place to achieve the following:
· Infection prevention and control considerations are addressed when services are being developed /redeveloped.
· All newly appointed staff receive education in IPC on induction and according to their individual training needs analysis.
· Ensure workforce planning allows time for the receipt of education and training in the prevention and control of infection.
· IPC is incorporated into all staff job descriptions and discussed thoroughly at appraisals and personal performance development meetings.
· Adequate resources are available, and the necessary training is undertaken to make sure staff are competent to fulfil their IPC roles.
· Development of local infection prevention and control action plans are part of the objectives for the unit, and provide evidence actions are completed
· Ensure CSU actions make a contribution to the Trust achieving national targets associated with HCAI. 
· IPC arrangements in their area of responsibility are assessed and monitored with improvements implemented as required.
· CSU hold Infection Prevention and Control Group meetings of appropriate frequency for their performance.  These ensure good communication and assist in the facilitation the development of the action plan.
· Performance management of individual CSU teams will be through the Chief Operating Officer (COO) team. 
· Ensure that appropriate risk assessments are undertaken and monitored for the prevention and control of infection within their area of responsibility.
· Incorporate the prevention and control of infection as a priority in their business plan, including this as a standing item at staff meetings, thus ensuring performance is reviewed and appropriate actions taken.
· Ensure Methicillin-resistant S. aureus (MRSA) bacteraemia, Methicillin-sensitive S. aureus (MSSA) bacteraemia, Gram-negative blood stream infections (GNBSI) and C. difficile targets are met within their area of responsibility.
· Ensure that where preventable infection risks are identified these are addressed in a timely fashion; if preventable risks still exist these should be entered onto the risk register with a plan of action.
· Monitor compliance with this policy in their areas of responsibility by considering data collected via the Trust’s Risk and Safety Performance Standards/audit tool and take positive action if poor performance is identified.
· Ensuring all LTHT Infection Prevention and Control policies and guidelines are communicated and implemented.
· Ensuring audits of compliance with infection prevention and control policies (e.g. hand hygiene, personal protective equipment) are completed and action plans are in place to address areas of shortfall.
· Provide assurance against the BAF in conjunction with the HCAI Annual plan, identify gaps and mitigation required to achieve compliance 

· The HCAI MDT  review (PSIRF) to is used to investigate all MRSA bacteraemia, MSSA bacteraemia, GNBSIs and CDI cases to identify areas potential learning and improvement and ensure action plans are completed.
· Ensure HCAI investigations are reviewed as part of the CSU and organisation’s Clinical Governance and Patient Safety structure.
· Create an environment where infection prevention and control is seen as a key element in the patient safety agenda. 
· Challenge any unsafe practice with regard to infection prevention and control and ensure that actions are taken to address this.
· Provide oversight of anti-microbial prescribing practices in their clinical area, with appropriate training, audit and interventions to provide assurance of best practice and adherence to trust antimicrobial guidance
4.13 Corporate Operations team, Clinical Site Managers (CSM) 
Work with CSUs and other corporate teams, to support the operational implementation of Infection Prevention and Control Policies and guidelines with particular focus on supporting flow whilst maintaining patient safety and delivery of care to the patients of Leeds Teaching Hospitals 


[bookmark: _Toc64283146]4.14 	Clinical Teams

Clinical teams must receive and act upon infection control data and take action to reduce infections.  

Clinical teams must:
· Ensure that visits of infected patients (or visitors), or patients suspected of having infection, to other departments are pre-planned and the risk is assessed and managed.
· Ensure that all LTHT Infection Prevention and Control policies and guidelines are communicated and implemented consistently across the clinical team.
· Ensure that staff have the necessary training and competence in IPC to work safely. 
· Monitor the uptake of training in infection prevention and control.
· Ensure that equipment is clean, maintained and fit for purpose.  Equipment that is used for more than one patient will be decontaminated according to current guidelines following each and every use.
· Investigate all health care associated infections in line with Trust process and ensure learning is disseminated and implemented. 
· Identify unexpected increased infection rates in a clinical area, or specific patient group, and escalate to the triumvirate team for the CSU to further investigate.
· Maintain a culture of learning, communication and reflection to use clinical experience within a specialty to improve patient safety with respect to HCAI 
· To communicate with patients about HCAI, including how to minimise risk of infection using good hygiene practices 
· To be aware of the risk of infection from the built environment, including correct processes for IPC measures during building work, ventilation and identifying and mitigating risk of infection from water and wastewater with support from the trust water safety group
[bookmark: _Toc64283147]4.15	Ward/Department Managers, Supervisors and similar managers 

Ensure that high standards of IPC are applied to all aspects of care delivery and that hotspots and risks associated with infection and related clinical practices are identified by using the HCAI  MDT review process .

Specific duties are to:
· Ensure all staff within their areas are fully aware of all Infection Prevention and Control policies and guidelines relevant to their scope of work.
· Undertake suitable and sufficient infection control risk assessments on an on-going basis, seeking the assistance of the Infection Prevention and Control Team if necessary.
· Ensure that the individual infection control requirements of each patient are assessed on admission and recorded in a care plan. 
· Maintain a culture where initial management and ongoing care of the patient and subsequent implications for existing patients must focus on preventing acquisition and spread of infection (unless clinically contraindicated).
· Ensure that all staff receives appropriate training at induction and refresher training as stipulated, and that they are fully supported in doing this.
· Ensure dedicated time is provided for the receipt of education and training in the prevention and control of infection.
· Ensure that staff are provided with adequate supervision and resources in order to develop their skills and competence in the prevention and management of HCAI.
· Incorporate infection prevention and control into the appraisal framework.
· Challenge any unsafe practice with regard to infection prevention and control and ensure that action plans are in place and implemented to address this.
· Inform the IPCT of any suspected outbreaks of infection or incidences with infection-related implications (e.g. sewage leaks, ward refurbishment, purchase of new patient care equipment).
· Investigate all health care associated infections in line with Trust process and ensure learning is disseminated and implemented. 
·  Promote use of the sideroom E form to support safe patient placement and prevent cross transmission of infection.
[bookmark: _Toc64283148]4.16	Patient Placement Coordinators

· Patient Placement Coordinators will ensure that infection prevention and control considerations are addressed prior to each patient being admitted.
· If infection testing or screening is required prior to patient placement, this will be communicated to clinical teams and movement will be delayed until results are obtained.
· Patient Placement Coordinators will ensure that infection prevention and control considerations are addressed prior to each patient being transferred from/to any ward or department and that appropriate isolation requirements are met. This is to include an assessment of the vulnerability of individuals to infection, as well as the risk of onward transmission. 

[bookmark: _Toc64283149]4.17	All Staff

All staff, including volunteers, NHS professionals, agency staff, temporary staff, students and honorary staff, regardless of grade and occupation have a responsibility to abide by this policy at all times.  

All staff will:
· Follow this policy and current guidance for evidence-based practice in the prevention and control of infection.
· Support colleagues in following best practice.
· Refer to the specific Infection Prevention and Control policies and guidelines relevant to their role and patient care responsibilities.
· Complete infection control training on induction, on an annual basis and as stipulated in the training needs analysis.
· Report to their line manager any concerns regarding practice in infection prevention and control.
· Seek appropriate guidance/advice if unsure of action to take.
· Follow the incident reporting process.
Failure to follow this policy could result in the instigation of disciplinary procedures.
5. Equality and Diversity Impact
The Leeds Teaching Hospitals NHS Trust is committed to ensuring that, as far as is reasonably practicable, the way we provide services to the public and the way we treat our staff reflects their individual needs and does not discriminate against individuals or groups on any grounds.  
The development of Trust policies must comply with equalities legislation which is to promote equality and eliminate unlawful discrimination.  Guidance on Equality Impact Assessment of Policies is available on the Trust intranet
This Policy has been assessed for its impact upon equality. The Leeds Teaching Hospitals NHS Trust is committed to ensuring that the way that we provide services and the way we recruit and treat staff reflects individual needs, promotes equality and does not discriminate unfairly against any particular individual or group.
6 Consultation and review process
All staff, clinical and non-clinical, are invited to comment on this policy when due for review.

Following initial discussion within the IPCT and HCAI Group, the IPCSC is the main forum through which consultation is achieved.  The policy is circulated to key stakeholders: members of the IPCSC, including representatives from each CSU, and to those named in the policy as having a particular role/responsibility.  Where those named form a considerable number of employees then representatives will be sought. 

A four-week period is allowed for comment.  Comments will then be discussed at the IPCSC meeting and changes made accordingly.  The policy is subsequently re-circulated for further comment.  The final version is submitted to the Trust Board for ratification.  Once ratified the policy is distributed, by email, to all clinical directors, senior line managers and heads of nursing who are requested to disseminate this to staff within their area of responsibility within a four-week period.  The policy is placed on the Trust intranet.  The policy will be revised at least every two years or sooner in light of new developments.  Initial revision will be commenced by a member of the IPCT who will begin the process ten weeks prior to the review date in order that the policy remains current.  Changes will be made in line with new evidence, Government directives and national guidelines.
7	Standards/ Key Performance Indicators
The performance of LTHT against the policy will be monitored through key indicators including:
· MRSA bacteraemia rates and reduction in numbers in line with trajectory and Government targets
· Clostridium difficile infection rates and reduction in numbers in line with trajectory and Government targets.
· GNBSI rates reduction in number in line with local and national thresholds.
· Assessment against the Health and Social Care Act 2008 Code of Practice of the Prevention and Control of Infections( updated 2022) and related guidance on a quarterly basis. 
· 95% or above mandatory training achieved in IPC.
· Compliance with the National Standards of Healthcare Cleanliness 2021 updated 2025	
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8	Monitoring Compliance and Effectiveness 
This section, using the template below, must include details of how compliance and effectiveness of implementation of the policy will be monitored.  This will include monitoring for any adverse impact on different groups.  This should include the role of the Policy Lead and overseeing governance group in reviewing assurance.  
Where an audit is required in order to measure compliance or effectiveness, the audit should be considered for inclusion in the Trust Annual Clinical Audit Programme.
Appendix A  

	Policy element to be monitored
	Standards/
performance indicators
	Process for monitoring
	Individual and/or group responsible for monitoring
	Frequency of monitoring
	Responsible individual or group for development of action plan
	Responsible group for review of assurance reports and oversight of action plan

	Hand Hygiene Compliance
	All clinical areas will carry out a monthly hand hygiene compliance audit using the tools agreed by the Trust. (Hand Hygiene Audit Tool) 

All areas must achieve at least 95% compliance in the audits


All clinical areas will have daily hand hygiene compliance measured as part of the ward Health check metrics. (Ward health check hub)

	.







Daily hand hygiene audits are monitored through the Ward Metrics
	Clinical Directors, CSU Managers and Heads of Nursing will be responsible for monitoring these audits.





 


Corporate Nursing monitor these hand hygiene audits
	Both sets of audits require monitoring monthly











Monitored and sent out twice weekly
	

Corporate Nursing carry out assurance audits for any areas scoring below 95%
	CSU Infection Prevention/Governance Meetings will ensure action plans are fully implemented and follow up on action plan implementation quarterly.

Any outstanding risks associated with hand hygiene compliance, facilities or education/training should be added to the CSU Assurance Framework (BAF) and fed into the Infection Prevention and Control Sub Committee 

	IPC mandatory training

	95% Completion of Mandatory IPC training 
	quarterly assurance on their mandatory training compliance for IPC through the HCAI group
	Clinical Directors, CSU Managers and Heads of Nursing will be responsible for monitoring these audits
	require monitoring monthly

	Each clinical area will develop a local action plan if their compliance falls below 95. Any actions will be addressed at the monthly CSU Infection Prevention/Governance meetings

	CSU Infection Prevention/Governance Meetings will ensure action plans are fully implemented and follow up on action plan implementation quarterly 
Any outstanding risks associated with mandatory training compliance should be added to the CSU Assurance Framework (BAF) and fed into the Infection Prevention and Control Sub Committee


	Cleaning standards

	Compliance with the national cleaning standards 
	Facilities produces/present a monthly  governance Cleaning report at the HCAI group forum, which provides assurance against all the mandated  aspects of the NSoHC 21 updated 2025: which are: Defined/assigned Cleaning Responsibilities by staff group, Audit Frequency, Display of Star Ratings, Efficacy Audits,  Commitment to Cleanliness Charters in patient facing areas, Mandated completion of Cleaning of Elements and their Frequency of cleaning to achieve the defined standards and finally, matching of all  6 functional risks categories from Functional Risk (FR) 6 to FR1s, theatres/ICU's et al.
	Clinical Directors, CSU Managers and Heads of Nursing will be responsible for monitoring these audits
	require monitoring monthly

	Each clinical area will develop a local action plan if failed efficacy audit 
	CSU Infection Prevention/Governance Meetings will ensure action plans are fully implemented and follow up on action plan implementation quarterly 
Any outstanding risks associated with compliance  should be added to the CSU Assurance Framework (BAF) and fed into the Infection Prevention and Control Sub Committee


	Device documentation audits


	Completion of Invasive device as per Trust wide plan  
Compliance with Peripheral Venous Cannula (PVC, Insertion and Management of in Adults and Children) 
and Central Venous Catheter, Insertion and Management of in Adults and Children   guidelines.


Perfect Ward metrics  
	Through twice yearly invasive devices audits



Monthly auditing perfect ward data 

	Clinical Directors and CSU Managers will monitor the audit results through the clinical governance structure
	 Biannual report 




monitoring monthly of data from Perfect ward 

	Each clinical area will develop a local action plan where compliance 
	CSU Infection Prevention/Governance Meetings will ensure action plans are fully implemented and follow up on action plan implementation quarterly 
Any outstanding risks associated with mandatory training compliance should be added to the CSU Assurance Framework (BAF) and fed into the Infection Prevention and Control Sub Committee





9	Plan for Communication and Dissemination of Policy
The approved policy is communicated electronically within a one week period to CSU cascade systems and to all LTHT employees on the Trust email system.  
The new/revised policy is placed on the infection control pages of the Trust intranet and is also available on the Leeds Health Pathways Clinical Guidelines site.

10	References / Associated Documentation
Department of Health 2022. The Health and Social Care Act 2008. Code of Practice on the Prevention and Control of  Infections and related guidance.
Public Health England (2019): Mandatory Healthcare Associated Infection surveillance Data Quality Statement.
Tackling antimicrobial resistance 2019 to 2024: addendum to the UK's 5-year national action plan. Published 16 May 2022
HM Government (2019):Tackling antimicrobial resistance 2019-2024: The UK’s 5-year National Action Plan.
United Kingdom Health Security Agency ( UKHSA) (2022) Annual epidemiological commentary: Gram-negative, MRSA, MSSA bacteraemia and C. difficile infections, up to and including financial year 2021 to 2022. Updated 29 September 2022
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APPENDIX II - Surveillance and Audit
· Surveillance is the key component of an infection prevention and control programme.
· Surveillance consists of the routine collection of data on infections among patients and staff, its analysis and dissemination of results to those who need to know in order that appropriate action can be taken.
· The aim of surveillance is to produce timely information on infection rates and trends, detect outbreaks, inform evaluations of and changes in clinical practice, and assist the targeting of preventative efforts.
· Surveillance data may be used within a framework of performance management in an attempt to assess the effectiveness of the IPCT.

Types of surveillance:

· Alert organism surveillance whereby the IPCT are notified of laboratory reports identifying specific organisms with potential for cross-infection.
· Alert condition surveillance in which ward staff have a responsibility to report specific clinical conditions to the IPCT.
· Pro-active surveillance, whereby healthcare associated infection data is gathered prospectively, e.g. surgical site infection.
· Mandatory surveillance of MRSA bacteraemia and Clostridium difficile.
· Mandatory surveillance of some orthopaedic surgical site infections.
· Central line related blood stream infection surveillance (CRBSI) .








Checklist for the Review and Approval of Policy
LEEDS TEACHING HOSPITALS NHS TRUST
Approving Body Checklist for the Review and Approval of Trust Policy or Procedure
To be completed and attached to the policy when submitted to the appropriate committee for consideration and approval.
	
	Title of document being reviewed: 
	Yes/No/
Unsure
	Comments

	1.
	Format and Content
	
	

	
	Is it in the correct format?
	Yes
	

	
	Is the staff summary clear and adequate?
	Yes
	

	
	Are the intended outcomes clearly described? (the Policy/Procedure Effect) 
	Yes
	

	
	Is there a Definitions section giving an explanation of key terms used.
	Yes
	

	
	Has the policy’s impact on Equality and Diversity been fully considered?
	Yes
	

	2.
	Consultation and Review
	
	

	
	Has there been appropriate consultation with stakeholders and users?
	No
	To be circulated for comment

	
	Has an appropriate governance group reviewed and supported the document prior to submission for formal approval? 
	Yes
	Approved at the Infection Prevention and Control Sub Committee   

	
	For HR Policies only, has the TCNC approved the document?
	N/A
	

	
	If it is a clinical policy/procedure has it been reviewed by the Clinical Guidelines Group? 
	
	

	
	Has it been reviewed by the counter fraud team?
	No
	

	3.
	Dissemination and Implementation
	
	

	
	Is there a communications plan to identify how it will be communicated and implemented? The Communications Team can help you with advice.
	Yes
	

	4.
	Process to Monitor Compliance and Effectiveness
	
	

	
	Is there a monitoring table setting out measurable standards or KPIs together with  clear monitoring and reporting mechanisms (to ensure there is assurance of implementation)
	yes
	

	5.
	Review Date
	
	

	
	Is the review date in 2 years? If not is there a justified reason?
	Yes
	



If the document needs urgent approval before all of the above are satisfactorily addressed, please bring this to the attention of the appropriate committee so conditional approval can be given.

	Endorsement from appropriate group(s)
(This will vary depending on content and nature of policy)
For example, a policy relating to radiation should be considered by the radiation safety committee.
A staff policy should be reviewed by TCNC.

	If the committee is happy to approve this document, please sign and date it and forward copies to the person with responsibility for disseminating and implementing the document and the person who is responsible for maintaining the organisation’s database of approved documents.

	Group
	
	Date
	

	Group
	
	Date
	





 Version Control Sheet

This document to be maintained by the Policy/Procedure/Protocol Lead, and a copy attached to each version as it is circulated for consultation/input.

	Version
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	Author
	Status
	Comment (including actions taken) 
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Healthcare Associated Infections Group

Terms of Reference



Date Adopted: May 7th, 2024  



1. Purpose

The purpose of the Healthcare Associated Infection Group is to monitor the Trust’s position for healthcare associated infections (HCAIs) and provide oversight and recommendations to prevent avoidable harms.  This will be achieved by receiving assurance directly from Clinical Service Units (CSUs) and through their increased monitoring and support.  The Group will act in accordance with the following principles:



· Zero tolerance for avoidable infection

· Adopt a supportive style but challenge and enforce where necessary

· Use data and information to support CSUs

· Work with CSUs and Chief Operating Officer Team 

     

Goal:



· To prevent susceptible patients acquiring pathogenic (disease-causing) micro-organisms.

· To limit the spread of antimicrobial resistant infections.



2. Membership

The membership of the Healthcare Associated Infection Group is set out below.  Members may nominate deputies to attend and represent the service in their absence.  Members or their deputies must attend 80% of meetings held per year.  The Chairman and Non-Executive Directors shall have the right of attendance but not as members of the Group. 



· Deputy Director of Infection Prevention and Control (Chair)

· Medical Director

· Deputy Chief Nurse  

· Medical Lead IPC 

· Infection Prevention and Control Doctor, Children’s Hospital

· Deputy Infection Prevention & Control lead - Surgery and Anaesthetics

· Deputy Infection Prevention & Control lead – Anti-Microbial Stewardship  

· Deputy Infection Prevention & Control Lead - High Consequence Infectious Disease

· Deputy Head of Nursing for Infection Prevention and Control 

· Matron Representative for Infection Prevention and Control

· Infectious Diseases Consultant

· Chair of Improving Antimicrobial Prescribing Group

· Consultant Antimicrobial Pharmacist

· Quality Governance Manager

· Head of Nursing Operations 

· Director of Midwifery

· Head of Allied Health Professions

· Head of Nursing - Professional Practice and Safety Standards

· Head of Estates

· Head of Facilities 

· Clinical Information Officer 

· Head of Occupational Health

· Assistant Director of Operations Unplanned and Planned Care 



3. Quorum

The quorum necessary for the meetings to proceed will include at least five including one of the following to ensure the effective transaction of business:



· DDIPC/Medical Lead IPC

· Deputy Chief Nurse 

· Medical Director 

· Medical Lead for Infection Prevention and Control/ Infection Control Doctor Children’s Hospital or Infectious Diseases Consultant.



4. Frequency and Administration

The meetings will be held monthly.  Unless otherwise agreed, agendas and meeting papers will be circulated to each member of the Group no later than three working days before the date of the next meeting.  There is an expectation that the Group will review all documentation prior to the meeting and questions arising from this will be raised under the paper’s corresponding agenda item.  Infection Prevention and Control administration will record the main discussion and actions arising from all meetings on behalf of the Group.  Minutes and action plan will be circulated promptly to all members within one week from the date of the meeting.  At each meeting administration support will record the names of those in attendance and apologies.  Attendance will be reviewed annually and monitored throughout the year.



5. Authority and Accountability

[bookmark: _Hlk69481076]The HCAI Group reports directly to the Infection Prevention and Control Sub-Committee which reports into the Quality Assurance Committee as part of the Trust’s governance reporting structure. The Healthcare Associated Infection Group will receive assurance from CSU’s related to HCAI and facilitate a forum whereby HCAI concerns or risks arising in the Trust can be discussed and the required actions recommended or escalated to the Infection Prevention and Control Sub-Committee where items of escalation will be received by exception as outlined in Figure 1.


Figure 1 - Governance Reporting Structure

[image: ]



6. Responsibilities

The Healthcare Associated Infection Group will be responsible for receiving and reviewing regular CSU assurance reports and items of escalation in line with the Health and Social Care Act – Infection Prevention and Control in Healthcare, LTHT HCAI Annual Programme and IPC Board Assurance Framework.  



The Group will receive assurance reports from CSUs and provide a forum for CSUs to share updates, best practice and learning regarding the safety, effectiveness and experience within these areas in relation to HCAIs.  All bed holding CSU’s will be routinely asked to attend the HCAI twice a year and non-bed holding once a year.  In addition CSU’s will be asked to attend to share learning from incidents and annual commitments quality improvement projects. 



· Speciality and Integrated Medicine

· Oncology

· Cardiorespiratory

· Abdominal Medicine and Surgery

· Adult Critical Care

· Centre for Neurosciences

· Trauma and Related Services

· Theatres and Anaesthesia

· Leeds Children’s Hospital

· Women’s Services

· Chapel Allerton Hospital

· Wharfedale Hospital

· Head and Neck

· Outpatients

· Adult Therapies

· Leeds Dental Institute

· Medicines Management and Pharmacy Services

· Pathology

· Radiology

· Trust Decontamination Group

· Digital and Information Technologies

· Infection Prevention and Control Team Meeting

· Water Safety Group

· Ventilation

· Research and Innovation

· Medical Education

· Urgent Care



**Corporate Nursing will be asked to present once a year



The Group will monitor, and review actions associated with Trust-wide HCAIs and outline recommendations for improvement where required. The Group will identify areas of continued concern or risk and escalate at the Infection Prevention and Control Sub-Committee. The Group will review Trust HCAI performance against national benchmarks.



7. Monitoring Effectiveness

At least once a year the Group will review its own work plan, performance and Terms of Reference to ensure it is operating effectively and will recommend any changes it considers necessary to the Infection Prevention and Control Sub-Committee for approval.



Dr Magnus Harrison 

Chief Medical Officer /Director of Infection Prevention and Control

Leeds Teaching Hospitals



Gillian Hodgson

Deputy Director for Infection Prevention and Control

Leeds Teaching Hospitals



     Review Date:  On or around the 7th  May 2025  
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DRAFT



DRAFT



LEEDS TEACHING HOSPITALS NHS TRUST



Terms of Reference 

 Infection Prevention and Control Sub-Committee



1. Main Authority/Limitations 



1.1

The Quality Assurance Committee (QAC) established a Sub-committee to be known as the IPC Sub-committee. This is consistent with the requirements of the 2008 Health & Social Care Act - Code of Practice on the Prevention and Control of Infections and Related Guidance.



1.2

The IPC Sub-committee is comprised of Executive Directors and Senior Managers accountable to the Quality Assurance Committee and shall have executive responsibilities, powers, authorities and discretion as set out in the terms of reference. The IPC Sub-committee has been given the delegated authority by the Quality Assurance Committee, to provide scrutiny of assurances concerning infection prevention and control.  



1.3

The Sub-committee is authorised by the QAC to investigate any activity within its terms of reference. The Sub-committee may invite any Director, Executive, external or internal auditor, or other person to attend any meeting of the Sub-committee as it may from time to time consider desirable to assist the Sub-committee in the attainment of its objective.



1.4

The Sub-committee will report annually on its work in support of the Annual Governance Statement and Quality Account. Reports will specifically comment on: 

(i) Patient safety (ii) effectiveness of quality governance arrangements.



1.5

A formal report will be provided on request to QAC or approved minutes of the Sub-committee will be circulated to the QAC at the first formal meeting of the QAC after approval. The minutes will also be circulated to those who are regularly in attendance. The Sub-committee Chair will provide the QAC with a brief summary of the Sub-committees work after each subcommittee meeting. The Chair of the Sub-Committee will escalate matters to the QAC and if required the Board as appropriate. 



1.6

Trust standing Orders and Standing Financial Instructions apply to the operation of the Sub-committee.



2. Objectives



2.1 To promote and sustain evidence-based prevention in an open, proactive culture in which people are actively engaged.



2.2 Horizon scanning, challenging and keeping HCAI risk under review at all times and improving organisational resilience. 



3. Primary Duties and Responsibilities 



3.1 

The IPC Sub-committee will take assurance using the 10 criteria outlined in the Health and Social Care Act 2008: Code of Practice on the prevention and control of infections. 



3.2

The IPC Sub-committee will receive and consider reports relevant to investigations or failures in healthcare associated infection and discuss and agree subsequent action required to manage the risk reporting through QAC to the board.



3.3 

The IPC Sub-committee will systematically review, scrutinise and challenge the preventative strategies that are adopted to prevent avoidable hospital acquired infection, verifying controls and action plans are in place and effective to manage this risk. 



3.4 

The IPC Sub-committee will monitor, evaluate and scrutinise the HCAI risks recorded on the risk register with a current risk rating of 10 or more, escalating to the RMC those that present a significant threat to the safety of the Trust and score 15 or more. 



3.5 

The IPC Sub-committee will oversee the population and management of the IPC Board Assurance Framework, which will be presented to QAC at least twice a year. 



3.6

The IPC Sub-committee will be satisfied that processes are in place and sufficiently rigorous for assessing the impact of proposed cost improvement schemes on HCAI.



3.7 

The IPC Sub-committee will consider any findings of major investigations or reviews (internal or external to the Trust) relevant to HCAI as delegated by QAC or sub-committee initiative and consider action required. 



4. Duties and Etiquette 



4.1 The duties of the Chairperson of the Sub-Committee will be to: 



· keep the Board informed regularly of any material matters which have come to the Sub-Committee’s attention. 



· ensure that minutes of the Sub-Committee are an accurate reflection of discussion. 



· attend or designate another member of the Sub-Committee to attend public meetings of the Trust to answer any questions related to the work of the Committee. 



· prepare and present an IPC annual report to the QAC and Board. 



· CSU Leads responsible for delivering the HCAI work programme to share what is working. 

 

· ensure that all significant risks are discussed and where necessary escalated in line with LTHT’s Risk Management Policy. 

4.2 The duties of members and attendees shall be to: 



· attend and contribute. 

· have read the papers and materials in advance and be ready to work with them. 

· actively participate in discussions pertaining to IPC Sub-Committee business ensuring that solutions and action plans have multidisciplinary perspectives and have considered the impact Trust-wide. 

· disseminate the learning and actions from the meetings. 

· to attend at least 75% of meetings of the Committee. 



5. Constitution 



5.1 

The IPC Sub-committee shall meet with such frequency and at such times as it may determine. It is expected that the IPC Sub-Committee shall meet at least four times each year. 



5.2 

The quorum for meetings shall be two Members, one of whom should be the IPC Sub-committee Chairperson, unless he or she is unable to attend due to exceptional circumstances. In the absence of both the Sub-committee Chair and Vice Chair a decision will be taken in advance of the meeting as to which member of the committee shall chair that particular meeting. 



6. Membership and Attendance 



6.1

Members of the IPC Sub-committee shall be appointed at the discretion of the Director of Infection Prevention and Control on behalf of the Chief Executive. The Chair and Non-Executive Directors shall have the right of attendance but not as members of the Sub-committee. Any member of the IPC Sub-committee who is able to speak and be heard by each of the other members shall be deemed to be present in person and shall count towards the quorum. 







The core membership shall be: 



•	Director of Infection Prevention and Control (DIPC)/ Chief Medical Officer 

          (Chair)

•	Chief Nurse 	

•	Deputy Chief Nurse 

[bookmark: _Hlk163115207]•	Associate Director of Operations 

•	Medical Director Operations  

•	Medical lead for Infection Prevention and Control      

•	Deputy Director of Infection Prevention and Control



In routine attendance:

 

· Director of Quality 

· Director of Estates and Facilities 

· Head of Nursing/ Lead Nurse, Informatics

· Quality Governance Manager	

· Chief Pharmacist

· Deputy Infection Prevention & Control Lead - High Consequence Infectious

· Disease (HCID) 

· Head of Health and Safety

· Head of Allied Health Professions

· Head of Emergency Preparedness

· Deputy Infection Prevention & Control lead - Surgery and Anaesthetics

· Deputy Infection Prevention & Control lead – Anti-Microbial Stewardship 

· Lead Infection Control Doctor, Children’s Hospital

· Trust Sepsis Lead/Deputy

· CSU Triumvirate Leads (as part of rolling programme)-

· Patient Partner 





6.2

Members or those in attendance may send deputies to represent them in their absence. The Chair may invite specific colleagues to address the Committee where appropriate. 



6.3 

In order for decisions taken by the IPC Sub-Committee to be valid, the meeting must be quorate. This will consist of two members of the Committee being present at the point when any business is transacted. [See 6.1 above]. 



6.4

The IPC Sub-Committee is serviced by the Deputy Director of Infection Prevention and Control in conjunction with the IPC Business Manager, who will organise meetings, prepare the annual work plan and ensure a record of proceedings. The call for papers will be made at least 14 working days before the meeting. Papers shall be available at least five working days before each meeting. Papers will not be tabled unless it is essential and only with the Committee Chair’s prior agreement. Draft minutes and action plan will be available for the chair 10 working days following the meeting. 



Terms of reference are reviewed annually or in the light of changes in practice or national/local guidance. The Deputy Director of Infection prevention and Control will initiate the mechanism to review performance, which shall include the extent to which the IPC Sub-Committee has operated in satisfaction of its terms of reference, and in particular compliance with reporting arrangements to the QAC and Board. 



Document Owner

Director of Infection Prevention and Control/Deputy Director of Infection Prevention and Control.



Date Reviewed: April  2025
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Operational Infection Prevention and Control Group 

Terms of Reference

Reviewed 26.02.2025



Introduction

This paper outlines the aims and objectives of the Operational Infection Prevention Group (OIPG). The OIPC Group was established in early January 2021 following a review of learning from the previous waves of COVID and how LTHT responded to the challenges presented. 



1. Purpose



The purpose of the group has evolved to work with IPC and clinical teams to review all IPC guidance and information including but not exclusively that which is related to respiratory infections and make recommendations on how that guidance is to be interpreted to minimise the risk to patients and staff of infection. As the group has matured, the operational oversight of all HCAI’s has become embedded into the OIPC remit.  The group will take expert advice from group members and the wider IPC/ Virology and Microbiology team via updates from members of the ICLM.



The OIPC group reports into the IPC Sub-Committee and outside of this to the Corporate Operations team meetings, chaired by the Chief Operating Officer or her deputy. Quality issues are escalated through the weekly quality meeting and operational issues through the COO team.



AIM

To provide oversight of the translation of the IPC board assurance framework and operational delivery and evaluate the effectiveness of the IPC response.



Objectives 



· Review operational impact and delivery on all IPC guidance to date and recommend any changes required.

· Review operational impact and delivery on all new IPC guidance that the organisation receives and advise on any change in direction and/or the implementation of the new guidance.

· Monitor progress against the National Standard Contract: Minimising Clostridioides difficile (CDI), Methicillin resistant Staphylococcus aureus (MRSA) and Gram-negative bacillus bloodstream infection (GNBSI) incidence to meet HCAI thresholds.

· Review progress against the National Standard Contract and support CSU’s to reduce HCAI infections in line with national thresholds and annual commitment.

· Evaluate the operational IPC decision making process.

· Provide oversight of operational compliance against CSU IPC BAF and HCAI Annual Commitment 

· To provide oversight of the implementation of UKHA guidance and implementation of the IPC manual. 



2. Membership

The membership of the OIPC Group is set out below.  Members may nominate deputies to attend and represent the service in their absence.  Members must attend 80% of meetings held per year.  



· Medical Director of Operations (Chair)

· Medical lead for IPC (Deputy Chair)

· Deputy Chief Nurse -IPC

· Infection Prevention and Control Doctor, Children’s Hospital

· Deputy Director for Infection Prevention and Control

· Deputy Head of Nursing for Infection Prevention and Control 

· Matron Representative for Infection Prevention and Control

· Director for Operations

· Deputy Medical IPC Lead for Surgery/Anaesthetics

· Deputy Medical IPC Lead for High Consequence Infectious Disease 

· Deputy Medical IPC Lead for Antimicrobial Stewardship

· Quality Governance Manager

· Head of Nursing Operations 



3. Quorum

The quorum necessary for the meetings to proceed will include at least four including one of the following to ensure the effective transaction of business:



· Deputy Chief Nurse or Head of Nursing Operations

· Medical Director of Operations or Deputy Medical IPC Lead

· Medical Lead for Infection Prevention and Control/ Infection Control Doctor Children’s Hospital or Infectious Diseases Consultant.

· Deputy Director IPC/ DHoN IPC



4. Frequency and Administration

The meetings will be held every two weeks.  Unless otherwise agreed, agendas and meeting papers will be circulated to each member of the Group no later than the Friday before the Monday meeting. There is an expectation that the Group will review all documentation prior to the meeting and questions arising from this will be raised under the paper’s corresponding agenda item.  Infection Prevention and Control administration will record the main discussion and actions arising from all meetings on behalf of the Group.  Minutes will be circulated promptly to all members within one week from the date of the meeting.  At each meeting administration support will record the names of those in attendance and apologies.  Attendance will be reviewed annually or in light of organisational change and monitored throughout the year.



5. Authority and Accountability

[bookmark: _Hlk69481076]The OIPC Group reports directly to the Infection Prevention and Control Sub-Committee which reports into the Quality Assurance Committee as part of the Trust’s governance reporting structure. The OIPC will receive assurance from CSU’s related to compliance with the HCAI BAF and provide a supportive approach to delivering quality and safe care through operational delivery. HCAI concerns or risks arising in the Trust can be discussed and the required actions recommended or escalated to the Infection Prevention and Control Sub-Committee where items of escalation will be received by exception.



6. Responsibilities

The OIPC Group will be responsible for receiving and reviewing regular CSU HCAI operational delivery reports and items of escalation in line with the Health and Social Care Act – Infection Prevention and Control in Healthcare and the IPC Board Assurance Framework.  



The Group will receive reports from CSUs and provide a forum for CSUs to share updates, best practice and learning regarding the safety, effectiveness, and experience within these areas in relation to HCAIs.  All bed holding CSU’s will be asked to attend the OIPC by exception and twice a year.   



· Speciality and Integrated Medicine

· Oncology

· Cardiorespiratory

· Abdominal Medicine and Surgery

· Adult Critical Care

· Centre for Neurosciences

· Trauma and Related Services

· Theatres and Anaesthesia

· Leeds Children’s Hospital

· Women’s Services

· Chapel Allerton Hospital

· Wharfedale Hospital

· Head and Neck

· Outpatients

· Adult Therapies

· Leeds Dental Institute

· Pathology

· Radiology

· Urgent Care







The Group will monitor, and review actions associated with Trust-wide HCAIs and outline recommendations for improvement where required. The Group will identify areas of continued concern or risk and escalate at the Infection Prevention and Control Sub-Committee. The Group will review Trust HCAI performance against national benchmarks.



7. Monitoring Effectiveness

At least once a year the Group will review its own work plan, performance, and Terms of Reference to ensure it is operating effectively and will recommend any changes it considers necessary to the Infection Prevention and Control Sub-Committee for approval.



Richard Baker

Medical Director of Operations

Leeds Teaching Hospitals



Jessica Martin

Medical Infection Prevention and Control Lead

Leeds Teaching Hospitals
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