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Executive Summary
The 2020/21 annual report outlines the Trust’s continued commitment to minimising the risks of
Healthcare Associated Infection (HCAI) on our services and to promote best practice in infection
prevention and control, as well as the response to the COVID pandemic.

It details the activities undertaken by the Infection Prevention Partnership Committee (IPPC) and the
Infection Prevention and Control team (IPCt) to lessen the risk of avoidable harm to service users and
promote safe working practices for trust staff and the measures put in place to minimise the disruption
of services due to COVID as well as keeping staff, service users, contractors and visitors safe.
It demonstrates collaborative working to ensure that national initiatives are incorporated into trust
policies, procedures and guidance to inform best practice and to improve health outcomes for our
service users and also the wider community.
The Trust has continued to monitor compliance with regulatory requirements and is assured through
the IPPC that services are safely and effectively managed through receipt of quarterly reports on audit,
training, and surveillance of incidents and outbreaks of infection.
The report follows the format of the Health and Social Care Act (2008) Code of Practice of the prevention
and control of infections and related Guidance (Department of Health 2015) to demonstrate our
compliance with the criteria and reecomendations for 2021-2022 work plan to strengthen assurance.
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Introduction
The IPC team workload has had a substantial challenge during this reporting period, in particular, due
to the ongoing COVID pandemic.
The Trust has a contract with Public Health England Laboratory, Birmingham, to provide expert infection
prevention and control advice by a Consultant Medical Microbiologist, referred to as the Trust Infection
Control Doctor.
This report sets out the activity undertaken by the IPC team and the Infection Prevention Partnership
Committee under the Director for Infection Prevention and Control (DIPPC), who is the Executive
Director of Nursing. The report is not exhaustive of all work undertaken, focusing on the main areas of
progress against the annual plan of work and items of note by exception.

1. Compliance with The Health Act 2008 Code of Practice on the prevention
and control of infections and related guidance
The table below sets out the actions taken by the Trust to evidence compliance with the code of
practice and actions for 2020-21 work plans to be monitored by IPPC.

Compliance
Criterion

1

What the
Registered provider
will need to
demonstrate
Systems to manage
and monitor the
prevention and
control of infection.
These systems use
risk assessments
and consider the
susceptibility of
service users and
any risks that their
environment and
other users may
pose to them.

Evidence of Trust
compliance
•
•
•
•
•
•
•
•
•
•
•
•
•
•

•

Director for Infection
Prevention and Control
Infection Prevention
Partnership Committee
(IPPC).
Annual Programme of
Work.
Annual Audit
Programme
Annual Report to Trust
Board.
Quarterly report to
Clinical Governance
Committee.
Risk Register review.
Training provision and
Link worker programme
Policy review
programme
Water Safety Group.
Trust Infection
Prevention and Control
Team.
Access to expert advice
by Consultant
Microbiologist.
Access to
microbiological testing
and system for timely
reporting of results.
Seasonal Influenza
Planning

Recommendation/action for
2021-22 work plan
1. Development of an
informatics tool for IPC
audits (IPC team and
monthly local audits) to
ensure:
-

Single point of
access;
Fast and consistent
reporting;
Facilitate tool review;
Monitor compliance.

2. Revision of IPC audits and
implementation of outbreak
resilience audit;
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•
•

2

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

•
•
•
•
•
•
•
•
•
•
•
•
•
•

3

4

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

•
•

Provide suitable,
accurate information
on infections to
service users, their
visitors and any
person concerned
with providing further
support or nursing/

•

•
•
•

•
•
•
•

COVID vaccination
planning.
Assurance framework
tool completed and
reviewed by Trust board
quarterly.
Quarterly reports on
cleanliness standards
to IPPC
An annual programme
of deep cleans
Annual PLACE
inspection
Rapid Response team
Monitoring of
contractors cleaning
performance.
Cleaning Policy
Decontamination Policy.
Quarterly Dental Suite
audits
Waste Management
Policy
Access to Food Safety
Advisor
Food Safety Policy
Water Safety Group
Control of Legionella
Policy
IPC input to the built
environment new build
and refurbishment
projects.
Electronic prescribing.
Quarterly Antibiotic
Audit Report.
Trust antimicrobial
guidance document
Doctors induction
Access to
microbiological advice.

IPC representation at
Service User
Experience Group
IPC notice boards
Information on
wellbeing and visiting
Hand washing notices.
BBV Screening secure
care

3. Auditing control of legionella
policy requirements
undertaken by the WSG;
4. Recruit food safety advisor
or procure external service;
5. Develop a solution to
centralise cleaning audit
results with other IPC audits
(as per point 1)

6. Further promotion of
antibiotic awareness
through training sessions
with clinical staff, audit of
cases where antibiotics are
indicated, scrutiny of
prescribing practice;
7. Promote discussions
between microbiologist and
pharmacy lead to ensure
antibiotic usage monitoring
is resulting in lessons learnt.
8. Ensure Trust Pharmacist
antimicrobial use report is
presented quarterly to IPC
committee
9. Review of information
available internal and
external sites;
10. Provide information to be
cascaded to clinical areas
with relevant information
displayed on the IPC boards
at the clinical areas
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medical care in a
timely fashion.

•

•

5

Ensure prompt
identification of
people who have or
are at risk of
developing infection
so that they receive
timely and
appropriate
treatment to reduce
the risk of
transmitting the
infection to other
people

•
•
•
•

•
•
•
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7

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

•

Provide or secure
adequate isolation
facilities.

•

•
•

•

•
•

Close work with comms
to ensure adequate
messages and
information are
available on internal
and external sites.
COVID Lateral flow test
available for staff

11. Regular meetings with
matrons/managers for
COVID update

Electronic notification
forms to the IPC team
from RiO patient record.
Electronic pathology
reports
Expert infection Control
advice from the Trust
IPCN’s and contracted
service of a Consultant
Microbiologist.
Access to specialist TB
service at Birmingham
Chest Clinic.
BBV screening
Sepsis awareness of
risk associated
conditions such as
pneumonia, urinary
tract and wound
infections

12. Training of staff through IPC
and Physical health to
ensure early identification of
at-risk patients and
development of good
strategy/care plan to prevent
or address the situation,
including COVID.
13. Ensure that all inpatient
areas have up to date
cohorting plans if necessary
as well as identified
contingency measures in
case of an outbreak;
14. Ensure outbreak resilience
tool/audit is in place in all
clinical areas to identify
aspects requiring
improvement.
15. Ensure information given on
training and link workers is
cascaded to the team.

IPC fundamental care
e-learning for all staff on
induction and updates.
Link worker training x3
per annum
Infection Control
responsibilities
included in job
descriptions
Infection control training
of contractors included
in estates and facilities
report to IPPC.

•

Ensuite bedrooms to
the majority of inpatient
services. Dedicated
toilet facilities made
available in non-ensuite
areas.
Management of
Isolation Procedure in
place and reviewed
Implemented admission
area for
dementia&frailty during
COVID

16. Staff to return an electronic
copy of the isolation
checklist in accordance with
isolation procedures.
17. IT development of a solution
to capture and monitor
isolation
information/checklists.
18. Clinical areas to develop
with IPC support
contingency plans to ensure
isolation of COVID
confirmed/suspected SU –

Discuss Trust role in
providing PPE and ensuring
staff and contractors are
supported to Doff, use, and
Don PPE correctly.

7

identification of possible
admission areas/isolation
pod areas and procedures
to ensure this can be timely
actioned
8

Secure adequate
access to laboratory
support as
appropriate.

•

Pathology services
provided by Sandwell
&West Birmingham
Hospitals NHS Trust.

9

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

•

Suite of procedures and
policies aligned to the
Trust Overarching
Infection Prevention and
Control Policy.
Annual plan of
policy/procedure review
in line with national
standards and guidance
and monitored through
IPPC.

19. Policies/Procedures for
review:
• Trust Cleaning Policy
(Estates & Facilities) –
review delayed from April
2019 due to expected
changes in Cleanliness
Specification.
• Standard Infection
Prevention & Control
Precautions
• Hand Decontamination &
Guidance on Glove Use
• Clostridium Difficile
• Multiresistant Organism
• Food Hygiene Policy

Providers have a
system in place to
manage the
occupational health
needs and
obligations of staff in
relation to infection

•

Occupational Health
provides vaccination at
employment screening.
Flu Vaccination plan for
employees.
Liaison with
Birmingham Chest
Clinic in response to
staff exposure to TB.
Occupational Health
activity reported to IPPC
quarterly
Monitor COVID cases in
staff – Manage advice/
support; Prevalence.
COVID vaccination plan
and monitoring for staff

20. Occupational Health to
provide input to Seasonal
Flu Planning;
21. Occupational Health to
support staff testing for
COVID when outbreak
declared (presently, this is
ensured by Birmingham
Community Healthcare
Trust)

10

•

•
•

•
•
•
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2. Compliance with Key Performance Indicators
Standard

Progress

Compliance with national mandatory
surveillance for bloodstream infection MSSA
and E.coli.
Zero tolerance of MRSA bloodstream
infection, minimise rates of Clostridium
difficile (C.diff)
Completion of Root Cause Analysis
(RCA)/Post Infection Review (PIR) and other
significant HCAI’s within set time scales.

No cases reported

Nil to report
Clinical reviews were undertaken in line with
trust risk management policy in response to
outbreaks of infection.

Compliance with Hand Hygiene Audit. 95%
threshold

The Trust has met its overall compliance of
95%.

Compliance with Antibiotic Audit. 80%
Threshold

Quarterly reports on usage and
recommendations/actions presented to IPPC
by Chief Pharmacist

Compliance with national cleaning
standards/British Standards 95% threshold.

The Trust has consistently met its overall
compliance of 95% or above.

3. Training activity
3.1

Training delivered
Q1

Infection Control Link
Workers study day was
delivered on 4 June
2020 in the form of a
webinar. It was very
well attended, +and
positive feedback was
received. Sessions
covered
IPC Link Worker role
and responsibilities,
decontamination, flu
vaccinations, Covid-19
and surveillance.
Webinar recording was
made available online.
The first webinar for flu
vaccinators was
delivered on 27 June,
and the presentation
was made available
online.
During this period, the
IPC team provided
tailored training and

Q2
Three-hand hygiene
training sessions were
arranged in September,
but those were poorly
attended.
IPC Nurse delivered
additional 1:1 training to
some of the Hand
Hygiene Trainers.
Additional webinar for flu
vaccinators delivered on
the 24 September. It
covered the flu portal,
and the presentation
was made available
online.
Regular drop-in support
sessions were available
to staff vaccinators.
During this period, the
IPC team has been
providing tailored
training and support to
specific areas according
to identified needs and

Q3

Q4

Infection Control Link
Workers study day
planned on 5th
November 2020 was
cancelled due to
workload.

Infection Control Link
Workers study day
delivered via Microsoft
teams in February.
Presentations delivered
were:

Two hand hygiene
training sessions have
been delivered.

Infection Prevention &
Control New Initiative,
COVID-19 outbreaks,
COVID-19 general
information & water
safety.

Hand Hygiene training
delivered by Teams, last
one on 5th January
2021.
IPC prepared several
support videos around
COVID, COVID
vaccination, use of
lateral flow portal.
During this period, the
IPC team has been
providing tailored
training and support to
specific areas according
to identified needs and
joining teams’

The IPC team delivered
the following:
•
•

•

Covid-19
vaccination
presentation
Core hand
hygiene training
was delivered
on 5th January
Junior doctors
induction
training on
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support to specific
areas according to
identified needs and
joining teams’
handovers to discuss
questions, issues, and
anxieties related to IPC.

3.2

joining teams’ handovers
to discuss questions,
issues, and anxieties
related to IPC.

handovers to discuss
questions, issues, and
anxieties related to IPC.

COVID-19 in
February

.

Training attended

The IPC team continue to be an expert service to the Trust and have kept updated in their professional
development as follows:

Q1

Q2

Q3

Q4

23/11/20, 14/12/20
Leadership
Development Program
for Infection Control
Nurses Working in
Mental Health

Leadership
Development Program
for Infection Control
Nurses Working in
Mental Health

1/12/20 Royal Society of
Public Health - Source
Tracking of Antimicrobial
Resistance in Emerging
Countries

Mental Health Trusts &
Independent Hospitals Outbreak Management
Webinar

2/12/20 Transforming
conversations – Building
a Coaching Culture

Mental Health Trusts &
Independent Provider
Webinar series - How to
Contact Trace

How to minimise errors
during outbreaks

IPS Mental Health/LD
Special Interest Group
Meeting
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3. Annual Audit and Inspection Programme

Audit/Inspection
IPC Standards

Findings
Due to work pressures during the year, related with the
COVID pandemic, the IPC quarterly audits were not
possible and IPC relied in the monthly audits performed
within the areas as well as spot checks.
In general the IPC standards across the Trust have been
improved.

Recommendations/Actions
Closer monitoring of
cleaning standards by
Facilities and IPC team
Cascading findings to
Matrons and link workers
and request action plan
Involve estates and facilities
on the audits and action
plans
Monitoring improvements
through inspections and
actions in service area
surveillance reports to IPPC

Dental Suite
Checks

Dental suits have been closed during the year due to the
COVID pandemic
Concerns about ventilation when opening being
discussed with health and safety

Hand Hygiene

The quarterly hand hygiene overall trust score met the
Threshold of 95%.

HTM 01-05 requirements to
be designed into any new
build/ upgrade.

Hand Hygiene audits are
now to be submitted monthly
Develop a report for and
hygiene monthly submission
to ensure all teams report
timely
Bare Below Elbows to be
promoted across all staff
groups and audits
undertaken more widely in
community services.

Cleaning
Standards

Annual PLACE inspections exceeded the National
Average scores in all six categories.
Trust KPI of 95% consistently surpassed.

Actions monitored through
IPPC where standards fall
below those required.

Antibiotic Use

Antimicrobial use across the Trust is low and reflects the
fact that in our client group, whilst there are infection
risks, the incidence of infection is low compared to many
other healthcare settings. All mental health services, in
keeping with national guidance, have a responsibility to
use antimicrobials judiciously. Antimicrobial audits
suggest that antimicrobials are primarily used in line with
the antimicrobial prescribing guidance.

Medicines Management
Committee to be informed of
audit results and support the
improvements and optimise
the low usage level.

Sharps Safety

The annual audit was postponed due to COVID
restrictions (as approved on the IPC committee), but
monitoring was ensured through the sharps injury
reports. The number of incidents continued to reduce

Keep increasing awareness
through link workers and
matrons/managers.
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Re-instate audit on the new
work program if COVID
restrictions make it possible

Mattress
Inspection

The annual mattress audit was postponed due to COVID
restrictions as approved by the IPC committee.
Discussed with matrons and link workers to increase
awareness locally to ensure that monthly mattress audits
were not missed.

Matrons to continue to report
against mattress
standards/replacements in
quarterly reports to IPPC.
All wards to ensure that
correct mattresses for
service need are ordered.
Mattresses to be stored off
the floor.
Re-instate audit on the new
work program if COVID
restrictions make it possible

Food Safety

Completion of annual food safety audits by an
Independent food safety advisor. The audit did identify
issues that had been picked up in the previous year’s
audits. This may suggest monthly kitchen inspections
are not being undertaken/not undertaken correctly.

Allergy information to
developed and deployed in
the Trust with cooperation
with food safety advisor that
conducted inspections
(contracted from SSL)
Matrons to keep updates on
actions from inspections

Legionella Policy
compliance

4.1

Re-instated water safety group with a new chair

Development of integrated
record and testing system
that allows the follow up of
the situation in the different
buildings

PLACE Scores

BSMHFT 2020PLACE scores are included within Estates & Facilities IPC 2020-21 Annual Report –
attached to this report.

4.2

Hand Hygiene

4.2.1

Inpatient

The table below provides average Hand Hygiene scores broken down to each quarter:
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Inpatient Sites
2020/2021
Q1
91.4

2020/2021
Q2
95.3

2020/2021
Q3
95.8

Ashcroft

0.0

100.0

Barberry Centre

97.0

Dan Mooney House
David Bromley House

Jan-21

Feb-21

Mar-21

96.7

96.8

94.3

100.0

0.0

0.0

0.0

96.0

96.3

95.3

95.8

97.7

100.0

100.0

100.0

0.0

93.0

100.0

100.0

100.0

100.0

100.0

98.0

100.0

Endeavour Court

98.0

97.0

100.0

98.0

100.0

93.0

Endeavour House

100.0

86.0

100.0

100.0

100.0

100.0

Forward House

100.0

93.0

94.0

0.0

95.0

97.0

Grove Avenue

98.0

98.0

99.0

0.0

97.0

0.0

Hertford House

91.0

100.0

0.0

97.0

0.0

94.0

Highcroft

94.3

95.3

96.3

96.3

95.0

91.3

Hillis Lodge

95.0

99.0

89.0

98.0

100.0

0.0

HMP Birmingham

99.0

100.0

100.0

0.0

100.0

96.0

Juniper Centre

99.3

97.7

97.7

96.5

99.0

99.3

Mary Seacole

99.0

97.3

99.3

100.0

99.0

99.0

Newbridge House

95.0

98.0

97.0

0.0

97.0

100.0

Oleaster

98.3

94.0

92.7

92.3

96.4

96.0

Reaside Clinic

98.0

97.9

96.5

97.0

95.9

97.3

Reservoir Court

98.0

100.0

100.0

0.0

100.0

100.0

Tamarind

97.3

97.1

95.0

98.0

97.0

95.6

Zinnia Centre

99.0

92.0

97.5

94.0

97.0

98.0

Ardenleigh

Ashcroft has no submissions since January since the department is currently closed.

4.2.2

Community

The table below provides average Hand Hygiene scores broken down to each quarter:

Community Teams

Admiral Nursing Service
Aquarious Wolverhampton

2020/2021
Q1
0

2020/2021
Q2
0

2020/2021
Q3
96

Jan-21
0

Feb-21
0

Mar-21
0

92

97

98

100

100

100

Ardenleigh FCAMHS

0

78

80

0

80

0

Aston & Nechells CMHT

95

100

100

0

0

97

Barnardos

100

100

100

100

100

100

BHM BEN

0

75

0

0

0

0

BHM Central

74

75

0

0

0

0

Central HTT

0

98

98

97

0

100

Compass

0

100

0

0

0

0

East AOT

100

0

0

0

0

0

East HuB

0

95

0

0

0

0
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ECT Suite

0

100

0

0

0

0

EIS Solihull

100

100

92

100

100

100

Erdington & Kingstanding HTT

0

0

94

97

97

100

Erdington And Kingstanding CMHT

0

100

100

0

0

0

Forensic Outreach Service

100

100

100

97

100

100

Handsworth HTT

97

93

100

100

100

95

Homeless Mental Health Team

100

100

100

0

100

98

Homeless Primary Care Team

100

100

97

0

100

100

Ladywood & Handsworth CMHT

98

100

100

0

0

98

Ladywood HTT

97

97

97

0

98

100

Longbridge CMHT

100

100

100

100

100

100

Lyndon CMHT

0

0

95

0

0

0

Memory Assessment Service

0

94

0

0

0

0

Newington CMHT

98

100

100

97

100

100

North AOT

100

0

100

0

0

0

North HuB

100

100

100

98

100

100

Perinatal Community BWH

75

0

0

0

0

0

Perinatal Community East

84

100

98

100

100

100

Perinatal Community SWB

0

0

97

98

0

0

Phoenix House

0

94

100

97

100

100

Psychiatric Decision Unit

0

0

95

97

97

100

Riverside CMHT

92

97

100

0

0

98

Small Heath Day Unit

0

100

98

100

97

100

100

100

100

100

100

100

0

100

100

100

100
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Solihull CAMHS

100

100

100

100

100

100

Solihull HTT

99

100

99

95

100

100

Solihull HuB

84

0

0

0

0

0

South AOT

100

100

98

0

0

0

South East HTT

100

100

100

0

0

0

South HuB

95

98

100

0

98

97

South West HTT

100

100

100

0

95

0

Sparkhill HTT

98

98

100

100

98

98

Sutton CMHT

0

100

0

97

0

0

Sutton HTT

0

0

92

94

100

100

The Bridge

0

86

100

0

0

97

100

100

100

100

100

100

Warstock Lane CMHT

0

89

0

0

0

0

West AOT

99

97

100

0

100

97

Solar Crisis Team
Solihull AOT

The Eating Disorders Service

West HuB

0

100

100

0

0

0

Yewcroft CMHT

100

100

100

100

100

100

Zinnia CMHT

93

95

97

0

0

0

Zinnia Day Service

0

91

100

100

100

98
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Several teams have a continuous score of zero. This has been identified and is in its majority because
the teams ceased to exist and/or were incorporated in other teams. The list is currently being
reviewed for an update.

4.2.3

Reasons for non-compliance

The main reasons for non-compliance with hand hygiene were:
•
•
•

Staff member not bare below the elbows;
Issues with hand hygiene technique;
Use of false nails or nail varnish.

All issues were addressed with reinforcement of training and surveillance. The most common issues
are related to false nails/varnish and staff not being bare below the elbows. The Trust decided to acquire
varnish and false nails removal kits.
During the last quarter was decided to increase the hand hygiene audits' frequency to ensure a higher
level of assurance. The IPC team is monitoring the compliance with the new guidance.
There have been challenges with the submission of hand hygiene audit results with some teams. This
has been escalated.
The audit system program has been changed, but this has not caused any disruption on the monitoring;
nonetheless, we have identified that the list of teams is currently outdated, so working on getting an
updated list.
The auditing results report is generated in a format that makes the monitoring difficult. The IPC team is
working to find a solution with IT to centralise the information and allow easier monitoring of compliance
by the teams.

5. External Inspections and Audit
No external inspections/audits to be reported. The Trust had several CQC inspections, but no IPC
issues pointed.
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6. Surveillance of Alert Organisms and Outbreaks
The IPC team have responded to numerous inquiries on the management of potential and actual
infectious organisms; the following is a summary of the activity of individual cases and outbreaks.

6.1

Total number of organisms reported

We had a total of 21 reports of infection (excluding MRSA and COVID related).

Table 1 - Infections/organisms reported by quarter

Q1

Q2

Q3

Q4

C.Diff

1

1

0

0

Scabies

1

1

1

0

Head Lice

1

1

1

0

D&V

4

11

3

10

MRSA (wound)

0

0

0

1

11
10

4
3
1
0

1
0

1
0

1
0

Q1

Q2

Q3

Q4

C.Diff

Scabies

Head Lice

D&V

MRSA (wound)

Graphic 1- Infections/organisms reported by quarter

We notice an overall reduced number of reports. This has been reflected by the IPC and discussed
both within the organisation and with external stakeholders. This seems to be a common situation
across the national healthcare scenario and likely related to increased IPC awareness across the
organisation. The IPC team has not ruled out the risk of under-reporting; therefore they tried to increase
awareness through IPC meetings with matrons, local managers and link workers.
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6.2

Outbreaks (non COVID)

No Non-COVID related outbreaks declared

6.3

MRSA Admission Screening

According to the Health and Social Care Act, the Trust continues to have management systems to
ensure that MRSA colonisation is promptly identified. This includes screening patients admitted from
other healthcare settings or have existing wounds or indwelling devices that could increase the risk to
both the individual and other vulnerable patients of developing an MRSA infection. We had no patients
MRSA colonised on admission. The policy has been revised, widening the scope of os service users
tested to include those from Nursing and Care homes.

7. Seasonal Influenza Plan

The Trust final position following validation was submitted to Public Health England in March 2021. Our
final staff flu vaccine uptake is 50.99%, a decrease of 11.82% compared to the 2019/20 final total of
62.81%, which represents a significant as we can see in Table 2 and Graphic 2.
Table 2 - Flu vaccine uptake since 2018/19

Year

Flu vaccine uptake

2018/19

50.75%

2019/20

62.81%

2020/21

50.99%

Flu vaccine uptake
70.00%

62.81%

60.00%
50.00%

50.99%

50.75%

40.00%
30.00%
20.00%
10.00%
0.00%
2018/19

2019/20

2020/21

Graphic 2- Flu vaccine uptake since 2018/19
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Besides all the effort put into a successful flu campaign, it not met the intended success; this was a
complex year with the COVID pandemic, which contributed to reducing the overall focus of staff on flu
vaccination and consequent reduction in numbers.
Besides the lower result, some significant progress has been made during this flu campaign, in
particular on what it relates to record and reporting of vaccination numbers, with the development of the
flu portal that allowed vaccinators to record vaccination directly into the electronic systems as well as
staff vaccinated outside the organisation was able to record their status using any electronic device with
browser access.
The flu portal made monitoring and reporting of flu vaccine uptake easier and more accurate than
previous years and established a baseline to further electronic recording systems based on the same
design concept, like the lateral flow test (LFT) result record.
The Trust has been reviewing the 2020/21 campaign in detail in terms of challenges and learning.

7.1

Actions were taken to reach 100% uptake ambition
➢ Proactive communications and engagement programme (dedicated pages on intranet, flyers,
posters, health and wellbeing promotion, OH services promotion, myth-busting
correspondence).
➢ Occupational Health Led Flu Clinics covering all, in repeated visits, deployed across the Trust.
Roving clinics were not made to reduce staff mobility (peer vaccinators covered this role)
➢ Additionally, staff vaccinators deployed across the Trust across all locations to support the
vaccination programme.
➢ Deployed flu portal do ensure a more robust and precise recording of flu vaccination.
➢ Included in flu campaign training reminder of the risks of having a circulation of both flu and
COVID
➢ Flu vouchers offered to staff who couldn’t attend clinics.
➢ Weekly reminders issued to site contacts and flu leads regarding promoting flu clinics and
ensuring staff attends clinics.
➢ E-mail from Director of Nursing to all staff regarding intentions around flu vaccination in
September, followed by weekly e-mails from November onwards to front line clinical staff
encouraging take-up of the vaccination and follow up reasons for declining vaccination.
➢ IPC myth-busting intervention with several teams from community and inpatients;
➢ The campaign focused on the protection of individual, patients, family and community;
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8. COVID-19
The first confirmed cases of COVID-19 in the UK were on 29th January 2020, followed by more cases
on the 6th of February. The first suspected patient case recorded in BSMHT was on 2nd March 2020.
The IPC team has supported the Trust and, in particular, the emergency team planning since the
beginning to ensure we were prepared to give an adequate response to the challenges ahead.
The IPC team was given the support of extra staff members to cooperate with surveillance and local
advice, freeing the team to provide specialised support to all Trust departments.
The original planning model utilised was the pandemic flu emergency planning policy due to the
transmission characteristics of the virus.
Training has been offered to the staff about COVID-19, symptoms, isolation measures, and a broader
face-mask fitting program being put in place. At first, the IPC team and soon after supported by Physical
Heath and Professional Education teams. This allowed us to quickly face a significant portion of the
face front staff but had severe limitations due to lack of testing solution availability. The Trust acquired
a porta-count machine to ensure a more accurate fit testing and reduce reliance on the face fitting
solutions.
During Q3 and Q4, the Trust had external support by the mask provider company
The Trust acquired 5 powered hoods. One is currently located at Juniper Centre, and the remaining at
the ICT suite where training on how to use and maintain was given. The powered hoods have been
prioritised to the ICT suite since most AGP procedures on the Trust are undertaken there. Regardless
of this, any other department can request hoods if necessary, except secure care where they are not
to be used due to concerns the hood might be weaponised.

The IPC team established a narrow cooperation with procurement, ensuring that PPE available was in
the desired quantity and try to support the recognition of the areas in need of specific equipment.
During the pandemic besides national shortages of PPE, there were no reports of staff not having the
adequate PPE at all times. This achievement is greatly due to the effort put by the procurement team.
Continuous updated guidance has been issued to all professionals. To ensure this could be done
optimally, new communication channels were established via the Deputy Director of Nursing and the
created COVID-19 department to ensure IPC messages could be cascaded effectively.
We reported a total of 43 outbreaks, as displayed in Table 3 - Outbreaks per quarter

Table 3 - Outbreaks per quarter

Q1

Q2

Q3

Q4

N Outbreaks

4

1

17

21

Outrbreaks Cum

4

5

22

43

On Table 4 - Quarter outbreak occurred the data is divided by area and quarter the outbreak was
declared
Table 4 - Quarter outbreak occurred

Q1
Reaside - Dove

1

Hillis Lodge

1

Newbridge House

1

Reservoir Court

1

Q2

Q3

Q4

19

Eden PICU

1

Ardenleigh

1

David Bromley & Dan Mooney

1

Eden PICU

1

Oleaster – Magnolia and Tazetta

1

HTT Community Team

1

Jasmine – The Barberry

1

Tamarind – Hibiscus

1

Tamarind – Lobelia

1

Tamarind – Myrtle

1

Tamarind – Laurel

1

Larimar

1

Reservoir Court

1

Mary Seacole House – Meadowcroft PICU

1

Maple Leaf - EIS, Newington, CMHT, Solihull
Older Adults Team

1

Reaside

1

Mary Seacole Ward 2

1

South West Home Treatment

1

Oleaster – Melissa Ward

1

David Bromley House

1

Dan Mooney House

1

George Ward

1

Endeavour House

1

Endeavour Court

1

Larimar

1

The Barberry – Jasmine

1

The Barberry – Cilantro

1

Tamarind – Hibiscus

1

Tamarind – Lobelia

1

Tamarind – Myrtle

1

Tamarind – Laurel

1

Tamarind – Sycamore & Acacia

1

Juniper – Sage

1

Juniper – Bergamot

1

Juniper – Rosemary

1

Mary Seacole House – Meadowcroft PICU

1

Mary Seacole House Ward 1

1

Mary Seacole Ward 2

1

Solihull Home Treatment

1

TOTAL

4

1

17

21
20

The highest number of outbreaks occurred in Q4, with 21, followed by Q3 with 17. This is in line with
the development of the pandemic/community transmission across the year.
The following graphics present the distribution of outbreaks per quarter:
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Graphic 3 - Number of Outbreaks per Quarter
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Graphic 4 - Cumulative Number of Outbreaks per Quarter

During the outbreaks, we had a total of 201 positive service user cases (SU) distributed as presented
in Table 5 - SU affected during outbreak per quarter
Table 5 - SU affected during outbreak per quarter

SU in outbreak

Q1

Q2

Q3

Q4

TOTAL

15

3

60

123

Total Cum

15

18

78

201

21

The following chart presents the data per area:
Table 6 - SU affected during an outbreak (per area)

SU in outbreak
Reaside – Dove
Hillis Lodge
Newbridge House
Reservoir Court
Eden PICU
Ardenleigh
David Bromley & Dan Mooney
Eden PICU

Q1
3
8
2
2

Q2

Q4

3
1
1
9
0
0
0
0
5
2
3
1
2
2
32
2
0

Oleaster – Magnolia and Tazetta
HTT Community Team
Jasmine – The Barberry
Tamarind – Hibiscus
Tamarind – Lobelia
Tamarind – Myrtle
Tamarind – Laurel
Larimar
Reservoir Court
Mary Seacole House – Meadowcroft PICU
Maple Leaf – EIS, Newington, CMHT, Solihull Older
Adults
Team
Reaside
Mary Seacole Ward 2
South West Home Treatment
Oleaster – Melissa ward
David Bromley House
Dan Mooney House
George Ward
Endeavour House
Endeavour Court
Larimar
The Barberry – Jasmine
The Barberry – Cilantro
Tamarind – Hibiscus
Tamarind – Lobelia
Tamarind – Myrtle
Tamarind – Laurel
Tamarind – Sycamore & Acacia
Juniper – Sage
Juniper – Bergamot
Juniper – Rosemary
Mary Seacole House – Meadowcroft PICU
Mary Seacole House Ward 1
Mary Seacole Ward 2
Solihull Home Treatment
TOTAL

Q3

15

3

60

5
4
1
8
9
13
4
8
10
8
3
7
2
14
8
1
6
1
3
8
0
123
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The total affected SU was 201 (during outbreaks), with Q4 having the highest count with more than
double the number of affected SU on the previous quarter.
The same can be seen on the following graphics:
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Non Cumulative
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Graphic 5 - Service users affected - Non-Cumulative

Total Cum Service uses affected
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Graphic 6 - Total Cumulative service users affected during outbreaks

On what concerns to staff affected during outbreaks, we had 200 staff members affected, with two
staff members deceased.
The distribution per quarter can be seen in Table 7 - Staff affected during outbreaks
Table 7 - Staff affected during outbreaks

Staff in outbreak

Q1

Q2

Q3

Q4

TOTAL

0

1

69

130

Total Cum

0

1

70

200
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It is important to refer that the number 0 for the first quarter is inaccurate. Due to not having promptly
available testing to staff, the situation was resolved, and testing during outbreak investigation was done
through PHE laboratories.
The following table (Table 8 - Staff affected by COVID during an outbreak) presents the information
divided by areas:
Table 8 - Staff affected by COVID during an outbreak

Staff in outbreak
Reaside - Dove
Hillis Lodge
Newbridge House
Reservoir Court
Eden PICU
Ardenleigh
David Bromley & Dan Mooney
Oleaster – Magnolia and Tazetta
Eden PICU
HTT Community Team
Jasmine – The Barberry
Tamarind – Hibiscus
Tamarind – Lobelia
Tamarind – Myrtle
Tamarind – Laurel
Larimar
Reservoir Court
Mary Seacole House – Meadowcroft PICU
Maple Leaf – EIS, Newington, CMHT, Solihull Older
Adults Team
Reaside
Mary Seacole Ward 2
South West Home Treatment
Oleaster – Melissa ward
David Bromley House
Dan Mooney House
George Ward
Endeavour House
Endeavour Court
Larimar
The Barberry – Jasmine
The Barberry – Cilantro
Tamarind – Hibiscus
Tamarind – Lobelia
Tamarind – Myrtle
Tamarind – Laurel
Tamarind – Sycamore & Acacia
Juniper – Sage
Juniper – Bergamot
Juniper – Rosemary

Q1

Q2

Q3

Q4

1
9
3
3
3
2
2
2
2
1
2
4
4
3
25
1
3
9
2
9
13
3
8
6
16
6
6
3
7
1
6
11
2
6
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Mary Seacole House – Meadowcroft PICU
Mary Seacole House Ward 1
Mary Seacole Ward 2
Solihull Home Treatment
TOTAL

0

1

69

4
3
7
2
130

The distribution of cases can be seen in the following graphics:
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Graphic 7 - Total staff cases during outbreaks
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Graphic 8 - Cumulative number of staff cases during COVID outbreaks

The total numbers of staff and SU cases during the outbreaks was very similar, as we can see on
Graphic 9 - Cumulative distribution of cases SU and Staff.
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Distribution Cumulative SU and Staff by Quarter
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Graphic 9 - Cumulative distribution of cases SU and Staff

All outbreaks were followed up with the local management area, DIPC, IPC team, microbiologist and
external stakeholders invited to outbreak meetings (PHE, NHSi, CCG, Health protection team).
During Q4, due to the very high number of outbreaks, the Trust paused individual meetings per outbreak
with external stakeholders (nonetheless, they were kept internally) and opted to do a weekly review
meeting where all the outbreaks were discussed and assurances were given. All parts accepted this
option.
During the year, the Themes identified relating to the COVID Outbreaks were:
1.
2.
3.
4.
5.

Sharing of mugs and cutlery
Service users sharing cigarettes
Breach of PPE policy: staffs identified were not using PPE correctly.
Likely exposure during AVERT
Different clinical issues across the services offering specific challenges, such as
communicating with hearing impaired service users.
6. SU meeting in communal wards, not able to observe social distancing.
7. Delay in isolating service users on admission /test results;
For point 1, information was shared across the organisation, aiming to remove all shared
cutlery/mugs/etc. All staff were asked to use either disposable items or use their own and store them
apart from other staff items.
For point 2 – The work across the Trust was focused on raising awareness and avoiding SU's
congregation for smoking, and preventing the possibility of sharing these items.
On what concerns to point 3, the identified breaches were discussed with the local area, on the matrons
meeting, and incorporated in any training happening around PPE use. Some actions were also taken
with the support of the comms team to ensure messages were widespread as effective and fast as
possible.
This was particularly challenging, particularly during the first two quarters, due to not having specific
advice for mental health organisations and the National Advice having frequent changes. Nonetheless,
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in general, the use of PPE across the organisation was successful. During periods of scarcity of PPE,
the staff always had available the recommended PPE.
On point 4, this is a complex theme, being the national advice different from the one given by the RESUS
council. National guidance only requires an IIR mask, gloves and apron, while second advised using
equipment in line with AGP (aerosol-generating procedures). This was discussed with local managers
and taken to the Ethical and Legal Committee for consideration, where it was decided that staff could
use either PPE; nonetheless, the IPC team warned that regardless of the option, it was doubtful that
FFP3 masks would be able to maintain an effective seal during restrain activities and also there was
the risk of fatigue or even fainting due to an increased re-breath of CO2. Therefore the areas where the
restraints were happening needed to account for these risks.
On point 5, this was very complex across the organisation since we have an extensive variety of patient
ages and health issues.
Arrangements were made for dementia and frailty to create an admission suite situated at Rosemary
Ward – Juniper Centre. All new service users were admitted through this area, where they were tested
and isolated on admission, day 3 and 5 to 7. After passing the isolation period and all negative swabs,
if no positive cases were identified on the admission area, the SU would proceed to the destination
area. This allowed to have a tighter control of admissions and aimed at the reduction of risk of COVID.
The option was complex to implement because this area had male and female SU (all in individual
ensuite rooms) and a mix of SU pathologies. The risk of increased aggressiveness was risen. To ensure
the proper and safe management of this area, monthly evaluation meetings were held and as part of
these meetings the number of incidents reviewed. The conclusion was that there was no significant
increase in incidents, but there was a higher strain on staff due to this staffing (clinical and non-clinical
was re-inforced). At the end of Q4, the admission suite is still operational and under review.
Another area of significant complexity was Jasmine, where the service has SU with ear impairment and
staff members. The service has the support of sign language interpreters as many SU struggle with
reading and writing. It is a fact that British sign language heavily relies on lip reading.
There has been only one brand of clear view masks approved in the country. The Trust acquired those
masks for testing, and the conclusion was that they were not fit for purpose since the view window for
lip reading was very small, constantly fogged, and very uncomfortable. Therefore the masks have not
been adopted.
IPC conducted visits and several discussion meetings with the area and external stakeholders to identify
solutions to mitigate the specific risks. We decided to create chat rooms, where a prospect screen was
installed between 2 tables and allowed face to face conversation without a mask. These proven to be
successful, but not enough to some periods of de-escalation or mundane quick discussions. We later
asked the interpreters to interpret the interpretation from over 2 meters distance following National
Guidance. Jasmine ward had a total of 2 outbreaks during the year. The first in Q3 with a student nurse
and an interpreter that had been in contact with no PPE in the pause room, and the second one in Q4
with 16 staff members affected (in both outbreaks, no patients were involved). The conclusion of the
investigation of this second outbreak also pointed to unprotected contact when staff were not in clinical
areas besides advice given.
Point 6 was particularly complex to deal with in some areas due to the acuity and characteristic of the
service users. After risk assessment, face masks were facilitated to SU in some circumstances. Also,
we have services where service users can exit the department and go to cashpoint and shops, exposing
them and further contacts to increased risk of infection. In areas where SU had regular leaves, the Trust
opted to do weekly SU testing to look at early detection of new infections and quick isolation. Also,
advice has been given to SU to avoid close contact. Services like occupational therapies and others
kept running but attending social distancing and avoiding sharing of materials between SU.
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Point 7 – Because the Trust has no Lab and all testing had to be done through the city hospital pathology
laboratory, there was reduced access to testing during the first quarter. Criteria had to be established
to test suspected COVID patients. Also, a system was organised to collect samples twice a day to
deliver to the laboratory and therefore maximise the number of tests received by them before they were
sent to testing. Nonetheless, the turnaround of the tests was consistently around 48-72 hours, with
some cases longer. Because we cannot impose isolation to SU if not symptomatic and there were no
admission areas established except for dementia and frailty, this increased the risk of outbreaks,
particularly during periods of higher community transmission rates. In this situation, a decision tree was
produced to enable staff to negotiate isolation or, if not adhered to risk, assess the use of mask and
social distancing while results were pending. During Q4, the Trust has been given access to a limited
number of rapid PCR testing prioritised to acute areas during admission. This is not seen as a solution
for the isolation of service users. At the same time, testing on day 1, 3 and 5 to 7 is being done but
increases the possibility of earlier detection of admitted positive patients.

8.1

COVID guidance

The COVID National Guidance had constant revisions, particularly during the first 2 quarters, which
made it very challenging to keep the team up to that with the changes and particularly the Trust staff.
This issue was even more significant because most of the year, there was no specific guidance to
mental health organisations. Not all the advice provided was applicable in this kind of organisation. The
most contentious issues were discussed through LEG (legal and Ethical Committee), like RESUS,
AVERTS, etc.
To ensure the guidances changes were quickly cascaded, a bi-daily meeting between IPC and the
deputy director of nursing was arranged and daily matrons meeting with IPC presence (later on moved
to bi-weekly). This allowed us to cascade any changes, share learning and discuss challenges quickly.
The following tree guides the admission process for SU across the Trust (except for dementia and
frailty):
Admission

Is Patient
symptomatic?

Yes

No

Isolate and test

Offer Covid test
(document)

Test declined

Isolate 14 days

Accepted

Positive

Isolate 14 days

Negative

Clinical evaluation, if
still COVID
suspected, keep
isolation for 14 days
with 2 days
symptoms free,
discuss with
IPC/Microbiology

Accept

Decline

Swab and isolate
(results should be
available within 48h)

Negotiate isolation
and document
and/or use of
PPE/mask

Swab negative

Integrate to ward

Retest day 3 and 7

Swab positive

Isolate 14 days

Accept

Carry with
negotiated measure
and keep surveilance

Decline

No grounds for
seclusion of
assympromatic
patients - Record
and keep
surveillance

Test at day 3 and 7

Figure 1 - Admission decision tree (except dementia and frailty)
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For dementia and frailty, a different arrangement than the other areas, due to the fact this group of
patients in particular high risk of severe COVID consequences.
Dementia and frailty have an admission ward where all SU are first admitted and tested. They then
stayed in this area for the first week (local SOP created) and tested on admission, day 3 and 5 to 7.
Only after all negatives test and no clinical symptoms of COVID for this SU and any of the others located
in this area, the transfer can be made to the destination ward. This ward also has the capacity of
isolating some SU in a separate smaller area if needed.
During the pandemic, several guidance was produced and disseminated. Some videos have also been
created as a way to disseminate information. Due to a large amount of documentation paid and the
constant updates, the IPC team developed overarching guidance for COVID to unify the
documentation/procedures in a single document that can be accessed from connecting and could be
easily updated.
IPC advice – it is important that the Trust includes in its regular training a program of face fitting with a
refresh at least every three years or before if needed.
Create a specific IPC training for matrons and managers to ensure they are fully aware of their role in
IPC.

9. Incident Reporting
The IPC team also keeps a database of injuries to ensure that those affected are reported to
Occupational Health. Occupational Health reports numbers of staff injuries to IPPC. There has been a
reduction in needlestick injuries.
This year the sharps box audit was not possible due to COVID restrictions; nonetheless, the needle
stick injure figures were used as an indirect indicator of the situation across the Trust.
The poster for needle stick injuries was revised, and the new one is now available on connect and being
disseminated across the Trust.
Sharps injuries include needlestick injuries, bites, scratches, and bodily fluid exposure to mucous
membranes (splash injuries).
During the year, we had 17 needle stick injuries reported (3 more than the previous year):
Table 9 - Needlestick incidents by quarter

Quarter

Needlestick incidents/injuries

Q1

4

Q2

5

Q3

5

Q4

3
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Graphic 10 - Needlestick incidents by quarter

Occupational Health is responsible for advising and monitoring staff members with needle stick injuries
and reporting to the IPPC committee every quarter in parallel with information obtained by RIO
notifications.

10. IPC Team Response to Alerts and Directives
•

•
•
•

Coronavirus outbreak – Information is given to all staff through direct communication from the
IPC team, e-mails, and comms;
o Advice given was extended to contractors like Amey to assure that in the case of having
to deal with infected patients, the Trust would be able to function in an integrated way,
reducing the risk of unnecessary exposure to staff, patients and visitors;
Discussed with CCG the need to create coronavirus pods – This has been ruled out since it is
a requirement for acute physical hospitals with A&E;
IPC guidance continuously updated as it has been released. Created SOP IPC COVID to be
updated quarterly if no significant changes in between.
Discussion of IPC directives within LEG – Where legal and Ethical issues were identified, the
National guidance implementation was discussed within LEG. Some of the talks were around
forced isolation, AVERTS PPE, RESUS PPE, etc.
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11. Food Safety
Ward managers undertake quarterly food service audits and monthly activity kitchen audits. Findings
are included in matrons service area reports to the IPPC, and checks are also included in IPCN
inspections. Food safety advice and audit is provided externally.
The main areas of concern were the food production sites across the Trust. In areas such as wards,
the identified issues were lack of training, poor communication, and standard practices were obvious
reasons that good food safety practices were not being followed.
These included:
•
•
•
•
•
•

Out of date food
No temperature probe records
Unlabelled and decanted items with no date, allergen info, storage requirements
Build-up of grease and dirt in microwaves
ADL staff storing food incorrectly in fridges leading to possible risk of pathogenic crosscontamination
Incorrect data in the HACCP folder

Where foods are reheated on the ward, the core temperature of the food should reach above 75°c, and
this should be recorded
The comprehensive food safety review recommended that food production kitchens and ward kitchens
have an announced and unannounced audit every six months to ensure monitoring and verification of
food safety standards and practices are being followed. This will comply with the HACCP and Due
Diligence legal requirements for Food Safety. Recommend that all ward matrons attend an Intermediate
Food Safety course in those areas where foods are reheated and all ADL kitchen staff responsible for
others when preparing and cooking high-risk foods.
At present, the Trust has no food expert, so the annual audit had to be externally sourced. It is
recommended that the Trust contracts a permanent food safety expert to allow continuous monitoring
and training of staff.
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12. Water Management
The water surveillance is made through the Water safety group (WSG).
The WSG is a multidisciplinary group formed to oversee the commissioning, development,
implementation, and review of the Water Safety Plan. The WSG aims to ensure the safety of all water
used by patients/residents, staff and visitors, to minimise the risk of infection associated with waterborne
pathogens. It provides a forum in which people with a range of competencies can be brought together
to share responsibility and take collective ownership for ensuring it identifies water-related hazards,
assesses risks, identifies and monitors control measures and develops incident protocols.
A new Chair has been nominated for the water safety group, following the estates department being
managed by SSL from July 2019. It was agreed that the role would be shared between the Estates
Manager and the Deputy Director of Nursing to cover the needs of the organisation and required
knowledge.

12.1

Water Safety – Positive Legionella bacteria samples

Elevated cold water temperatures can result in legionella bacterium present in water systems becoming
active. Legionella pneumophila is a waterborne bacterium and is spread via exposure to aerosols of
water containing the bacteria.
Legionnaire’s diseases are severe pneumonia caused by exposure to Legionella pneumophila
symptoms, including muscle aches, tiredness, headaches, dry cough, and fever.
The WSG continues to respond to elevated Legionella counts identified in some of the water sampled
in Trust buildings
At Reaside, an ORCA system for Legionella management continues operating, with consistent low
counts of legionella on site. Maintenance by estates continues works to look at a future possibility of
discontinuation of the ORCA system.
The legionella count had elevated values were temporarily closed as per policy, and remedial works
done as needed. At the present moment, there are no identified issues with high legionella counts
across the Trust.

13. Cleaning Standards
The Estates and Facilities report details activities undertaken to promote and maintain standards
required to meet the Code of Practice and other regulatory standards.
Of note were the consistently high cleaning scores reported to IPPC and Commissioners and excellent
PLACE results, BSMHFT’s overall organisational scores exceeded the National Average scores in all
six categories.
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14. Capital Developments
The IPC team has worked with Estates and clinical staff to ensure that standards to meet the
requirements of the document “IPC in the built environment” have been incorporated into
refurbishments and works undertaken.
Most significant works have been postponed due to the COVID pandemic, except for place of safety
where restructuring works have started, and the unit moved to another area in the building. IPC visited
the site and identified several issues that have been escalated, being the most significant:
•
•
•
•
•

Insuficient ventilation
Holes in a wall on one of the rooms
No capacity to isolate service users
Small space not making social distance possible
Small a cluttered

IPC advised that the use of this area was problematic, and this place would not be suitable to receive
SU with unknown COVID status or positive results. If a positive is identified post being here, it was
essential to ensure it was possible to identify the potential contacts for screening.
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Infection Control Doctor – Annual Statement for 2020-2021
(Prepared by Dr Savita Gossain and Dr Gemma Winzor, Consultant Microbiologists,
Public Health England Laboratory, Birmingham)

Overview
The past year has been one of the most challenging in memory for Infection Prevention and Control
(IPC) practitioners; managing the demands posed by COVID-19 and its’ impact on patients and staff.
The requirements placed on the BSMHT IPC team have been constant and rapidly evolving. The IPC
team has needed to adapt to a changing incidence of staff and patient COVID-19 cases, writing and
reviewing of policies, managing outbreaks, organising and attending incident meetings and educating
staff. For much of the year, there was little national IPC guidance for Mental Health and Learning
Disability settings. Furthermore, the scientific evidence evolved during the year, creating a steep
learning curve for IPC practitioners. This applied to COVID-19 diagnostic testing and asymptomatic
screening, use of personal protective equipment (PPE), vaccination and broader IPC measures. This
led to an inability to progress the scheduled IPC annual programme of work fully; with items being
deferred (this was noted on the BSMHT risk register).
Staffing
In order to cope with the increased demand, the IPC team has expanded and now consists of a Band
8 Lead IPCN, a Band 8 IPCN, a Band 6 IPCN and a newly appointed substantive Band 7 IPCN.
During the past year Lyndi Wiltshire (Physical Health lead) and Paula Ward (Clinical Nurse Manager)
were redeployed to the IPC team to support on a temporary basis.

Governance
Leading into this year, the trust Director of Infection Prevention and Control (DIPC) and Chair of the
Trust Infection Prevention Partnership Committee (IPPC) was Sue Hartley (Executive Director of
Nursing). Sue retired at the end of the year and Sarah Bloomfield (Chief Nursing Officer) is now DIPC
and will be chairing the IPCC going forward.
The IPPC continued (remotely) throughout the year (with one exception). Following previous
feedback, attendance at IPPC has started to improve, with senior medical representation achieved in
the January 2021 meeting.

COVID-19 Response
The IPCT has embraced the huge challenges of the COVID-19 pandemic and coped admirably during
this time, despite being a small team. Throughout the year the team have worked in new ways to
support the Trust in its emergency planning and IPC response to the pandemic whilst keeping in
touch with continuously evolving science; national guidelines and access to testing. COVID-19
incident and outbreak meetings had to be scaled back to a weekly summary with external keyholders
in January 2021 due to the high number of outbreaks and ward closures.
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Access to lateral flow testing (LFT) for asymptomatic staff was introduced this year, alongside
vaccination for staff and patients (falling into priority groups). To date, uptake of LFT and vaccination
amongst staff have been variable. Engaging with staff to promote vaccination has been prioritised to
protect patients and increase staffing resilience going forward.
Timely access to SARS-CoV-2 testing (patients and staff) has been an issue. Slow turnaround times
for result reporting have impacts for patient flow, risk of virus transmission and staff absence. This
was recorded in the BSMHT risk register. The longstanding issue of disparate testing laboratories has
been exacerbated by the pandemic. Routine Microbiology testing has continued to be provided by
Sandwell and West Birmingham Hospitals, with a new “Rapid Covid-19” testing service being offered
by University Hospitals Birmingham and outbreak associated testing has continued to be provided by
Public Health England. Streamlining and unifying the provision of Microbiology testing and Infection
Control support services would be desirable and is recommended.

Water Management & Legionella
In late 2019, a new structure was developed for water safety, with a senior Summerhill Services (SSL)
manager and Deputy Director of Nursing & Quality co-chairing the Strategic Water Safety Group
(SWSG). The group is accountable to the IPPC and further restructuring led to an operational
subgroup of the SWSG. The SWSG terms of reference were reviewed and updated. The IPC team
and Consultant Microbiologist/Infection Control Doctor continued to attend SWSG meetings quarterly
whilst an IPCN is a member of the operational subgroup meetings (held monthly). A new BSMHT
water safety plan is in development to deliver the goals of safe water and minimise the risk of infection
from waterborne pathogens.
Given the issues regarding Legionella testing and reporting of results from Reaside in 2019/2020
there is a need to ensure a robust strategy for testing and reporting results in the new meeting
structure so that there is assurance for the organisation. The Trust is sourcing an external Water
Safety expert (Authorised Engineer, Water Hygiene Centre) to seek assurance that processes that
are in place are sufficient, although this has been slightly delayed during the COVID-19 response.
COVID-19 has also limited the access to buildings to allow risk assessments to be updated and audits
to be completed.

Resource/resilience of the Infection Prevention and control team
Although the IPC team has expanded in 2020/2021, the small team has successfully managed a huge
workload, but this is unsustainable on a long term basis. Further expansion is required to allow the
team to re-focus away from reactive work and get back on track with the annual programme of work
(i.e. teaching, reviewing of policies, risk assessments and audit) during the COVID-19 restoration
phase. This would also build resilience within the team and allow for development of more
preventative focussed opportunities i.e. antimicrobial stewardship.
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Education/Training
This was scaled back but the link worker days were held remotely and a lot of ad-hoc teaching around
COVID-19 took place. Mask fit training was appropriately prioritised and progressed well throughout
the year.
Occupational Health
The Occupational Health Service (OH) is provided through an external provider and regular reports
around vaccination data and incidence of inoculation injuries continue to be provided on a quarterly
basis to the IPPC. Staff COVID-19 vaccination rates are variable and it will be important to prioritise
staff engagement in order to increase rates in preparation for a possible third wave of COVID-19.
Antimicrobial Stewardship
Pharmacy antibiotic audit demonstrated compliance with BSMHT antimicrobial guidance is just below
the commissioner’s target. An expansion of the IPC team would provide an opportunity to work more
proactively alongside trust clinicians and pharmacists to improve antimicrobial stewardship.
Antimicrobial resistance poses a significant threat to our patients and healthcare services,
implementing strategies to address this risk should be a priority for all healthcare providers.
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Food Safety Audit Report – Trust Food Production and Ward Kitchens (20/21)
Introduction
As SSL food manufacturing facilities continue to implement and comply with the
Food Safety Standards, they are also required to conduct internal audits of their
Foods Safety Management Systems. Meeting these requirements involves
developing a strong internal audit program that utilises internal resources and
auditors to perform internal audits. Lack of a properly designed or implemented
internal audit program is one of the most common food hygiene non-conformances.
An internal audit is a complete review of the food safety system against HACCP
standards. Internal audits are to be conducted by the company’s own trained staff
and involve more than just the inspection of the facility or verification of the Critical
Control Points. The internal audit team should be multi-disciplinary, so that they can
independently and objectively audit different departments, functions, and processes
within the organisation. The internal auditor should understand the audit plan,
schedule, procedure, documentation and objective of the internal audit process,
including the Trust inspection checklist and standard. Internal auditing involves a
systematic, planned, independent and documented process for obtaining evidence
to review and evaluate against pre-arranged standard requirements. There are many
reasons a facility should conduct internal audits and some examples may include
preparing for third party audits, satisfying program requirements, creating records of
due diligence, driving continual improvement, identifying improvement
opportunities, and verifying compliance to standard.
Key steps to conducting an Internal Audit consist of the Plan, Do, Check and Act. The
PDCA cycle is a repetitive four stage cycle and is used for continuous improvement in
many business processes.
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Plan
Establish the objective or define the scope of the audit and create an annual
schedule. Selecting and training of the internal auditors are also key components of
the planning step. The planned audit route had to follow COVID regulations
according to Government guidelines and Trust communications. All audits to be
announced and schedule emailed to Infection Prevention teams by August 2020.
Food safety ward kitchen audits start date 10/09/2020, end date 15/10/2020. This
included Production kitchen audits to verify that a HACCP system is working across
Barberry, Reaside, Tamarind and Zinnia.
Do
Implement the plan or execute the process, which involves the collection of
information for evaluation. Look for deviations in the implementation against the
plan and check for appropriateness and completeness. This step involves utilising the
Internal Audit Checklist Tool for assessment and includes conducting risk assessment
of non-conformities according to standard classification of Critical, Major, and Minor
Non-conformities. This version has been updated in May 2020 to include the

observation of safe handwashing methods due to COVID-19 and includes the
questioning of staff allergen awareness at preparation, cooking, and service points.
Check
This step includes writing the non-conformity report and assigning responsibility and
deadlines for conducting root cause analysis and corrective action. The audit check
included confirmation that CCPs (critical control points) are under control, reviewing
any deviations and details of corrective actions taken, such as changes in food
service at Trust sites where service users meals are being served at ward level not in
dining areas. All ward level HACCP documentation checks to be verified this will
support due diligence and ensures the food safety management system is compliant.
Act
Follow-up with the corrective actions in the check step and verify that the corrective
actions are effective and will prevent future re-occurrence. All inspections are
reported with supporting evidence that the program audited either complies with or
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does not comply with the established Trust requirement or standards. All audit
summary reports were sent to management within 24 hours of audit that included
findings from observations and any recommended actions.
Food Production Kitchen Audit scores

September 2020

Ardenleigh

90.9%

Barberry

94.1%

B1 Bistro (Trust Headquarters)

N/A -closed during
COVID

Reaside

98.9%

Tamarind

98.9%

Zinnia

97.2%
All audits announced
due to COVID
regulations

The audit includes interviewing personnel and where relevant service users, but also
reviews policy, procedures, and records; observations, and evaluations of all the
collected information to confirm that established standards are being met. Once the
Internal Audits have been concluded; the auditor will confirm the scope or area
covered during the audit, detail non-conformities (where appropriate), assign
responsibility and agree to corrective actions with deadlines. (Due to COVID
restrictions, meetings and verification audits are pending).
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•

Manage internal audits as separate programs that include procedures, trend
analysis, formal training, and cross department representation

•

Ensure the internal audit is an official event and reports to be provided in a
timely manner.

•

Ensure internal auditors are objective and only collect evidence (including
supporting photos) and facts.

•

Internal Auditor to audit the system and not the person.

Internal audit non-conformity report must be written in a timely manner and provide
routine updates to Senior Management. (November 2020)
All production sites given a minimum of seven days to take appropriate actions on
any recommendations. All site managers given a verification audit date in advanced,
as recommended by HSE. (No audits to be unannounced during post COVID). All
previous EHO inspections of food production kitchens scores on the doors across SSL
have been 5/5.) Check-It temperature control system in use in food productions sites
and ward kitchens under SSL. Amey site audits finds HACCP is current, valid and
implemented.

Summary: kitchen areas were found in clean, safe and hygienic conditions. However,
food storage and HACCP compliance are mandatory, and failures were observed in
some sites. Correct food storage is essential for a hygienic and efficient food
business because the rate of food spoilage is affected by temperature, humidity,
stock rotation practices and the integrity of packaging.
Sites that required verification audits due to audit failure:

Hillis Lodge ADL - food storage - perishable and high-risk foods found in
unsatisfactory storage conditions. No opening and closing check documents of
kitchen available for inspection.

Ardenleigh – Observations of over ordering of food and observation of out of date
items in stock room at ward level.
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Dan Mooney House - Missing HACCP documentation that is legally required for
foods prepared and stored on weekends, no food temperature records available on
inspection for high-risk foods cooked and prepared on site e.g., Sunday roast chicken
dinner. Existing paperwork stored in unhygienic conditions, this was actioned
immediately and removed from the area.

Zinnia ADL and Storeroom - Out of date perishable food items in fridge with visible
spoilage. Spices in stock room dated as best before 2017.
These verification audits will take place once COVID restrictions are lifted. All audits
have been sent to sites and Infection Prevention teams with photographic evidence
to support the
Recommendations:
All food handlers have a legal responsibility to make sure the food they prepare and
serve is safe to consume. The role of any supervisor across the Trust is to help to
establish, implement and communicate polices and procedures on supplier and
customer specifications, delivery, storage, stock rotation, dating systems, cleaning,
and temperature control. They should train staff to check deliveries and respond to
anything unsatisfactory, for example signs of spoilage or damaged/contamination
stock.
Managers have a duty to monitor staff as they carry out food handling procedures
and carry out disciplinary and corrective actions if necessary. By checking, auditing,
and reviewing the systems, and where appropriate, taking corrective actions food
safety standards will be maintained.
The Independent Review of NHS Hospital Food (2020) summarises the main
legislation related to food safety which Trusts must be aware of
The review recommendations states:

“The outbreak of listeriosis in 2019 has led to a thorough investigation of what
happened and why. To help avoid a repeat episode, purchasers must have an
effective mechanism in place to assure food safety within their supplier base and
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drive improvements where necessary to ensure all businesses supplying high -risk
foods meet the highest standards.
a. There must be open and speedy communication channels for food safety
concerns between auditors, local authorities, Public Health England, Food
Standards Agency, suppliers and trusts, with appropriate governance
structures to ensure concerns are acted upon swiftly.
b. Every Trust must have a nominated food safety specialist and named board
member responsible for food service.
c. A mandated reporting procedure for food safety concerns for trusts and
suppliers must be established, with penalties for not reporting issues.
d. Raise standards of food safety audits for high-risk food manufacturers, so that
they give confidence that the legal and contractual requirements are being
met.
e. Trust must recognise their obligations as food business operators and ensure
effective compliance with robust food safety procedures in place at all levels,
that must be understood, enacted, and verified.”

Going forward the review recommends:
a. Set up an expert group of hospital caterers, dietitians and nurses, and
input from infection prevention and control, and sustainability and
health and well-being leads, to oversee hospital performance and
progress against these recommendations, with suitable terms of
reference.
b. The expert group to maintain momentum and provide support of
hospital caterers, dietitians, and nurses.
c. The expert group to be responsible for propagating the core principles
of good food service throughout the NHS.
d. The expert group to be funded and staffed.
e. The expert group to be accountable to the Secretary of State for Health
and Social Care.
f. The expert group to publish a post-implementation review.”
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All Trust staff currently complete the eLearning Food Safety training at induction
(currently in process of review by auditor and Learning & Development dept.). For
compliance and standardisation, the auditor recommends areas that require
improvement include:
Training- CIEH Level 3 Intermediate in Food Safety for ward managers and all staff
that prepare, cook, support, and serve others to complete the CIEH Level 2
Foundation in Food Safety. This training would also include the FSA allergen
awareness course, with the introduction of Natasha’s Law in October 2021. Toolbox
training talks on Listeria awareness and prevention to be introduced Trust wide.
Catering teams across the Trust to undertake CIEH Level 2 Nutrition and special diets
course as approved by Trust Dietitian team.
Standardisation of service – Through an expert food safety group
Control of documentation
Testing methods – Food sampling for Listeria in pre prepared food items such as
sandwiches and salads.
Documentation procedures – HACCP policy review 2021
Inspections & Audits:
Process controls
Actions on deviation
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Author Susan Ladkin SSL Facilities Training and Quality Compliance Manager (Estates &
Facilities) V2
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Unit name

Sites

Unit type

Audit date

Ardenleigh

Main production

Secure

16th September

kitchen

services

2020

Verification audit

1st October 2020

Production kitchen

Ward kitchens & meal

Comments
All audits
announced under
covid regulations

(Oct 1st )

service and COSHH
including Rookery
Gardens
Reaside

Juniper

Main production

Secure

15th September

Verification audit

kitchen

services

2020

Production kitchen

Ward kitchens & meal

24th September

service and COSHH

2020

All wards and ADL`s &

Primary

22nd September

Observation of meal

Care

2020

service
Tamarind &

Main production

Secure

17th September

Verification audit

Newbridge

kitchen

services

2020

Production kitchen

House

Ward kitchens & meal

10th December

service and COSHH

2020
5th October

Barberry

14th September

Verification audit

kitchen including

2020

Production kitchen

observation of meal

23rd September

service

2020

Main production

Acute
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3rd December 2020

Ward kitchens & meal
service and COSHH

10th September

Verification audit

kitchen

2020

Ward kitchen & meal

14th December

Production kitchen
Required for ADL

service and COSHH

2020

Zinnia

Main production

production
Kitchen

Acute

8th October 2020
B1 Bistro

N/A close covid

South Acute

Oleaster wards &

13th October 2020
21st September

Acute

COSHH audits
North Acute

North Acute

2020
6th October 2020

Acute

Reservoir Court Ward
Reservoir Court ADL
Eden Female Acute
Eden PICU
George Ward
Endeavour OT (CAC)
Endeavour Court
Endeavour House
Forward House

North & South

Newbridge House

Acute

Newbridge House ADL

5th October 2020

Grove Avenue

Acute

Grove Avenue OT

8th October 2020

Meadow croft ICU

30th September

Mary Seacole House

2020

OT
Mary Seacole House
Ward 1
Ashcroft closed

Mary Seacole House
Ward 2
Ashcroft (wards closed)
Solihull

15th October 2020

Dan Mooney House
David Bromley House

Verification audit
required
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David Bromley House
OT
Hertford House
Hertford House ADL
Maple Leaf
Uffculme

Training L & D – N/A

Verification audit

Centre &

covid

required

Hillis Lodge

14th October 2020
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ESTATES & FACILITIES INFECTION PREVENTION & CONTROL
ANNUAL REPORT 2020-21

1. CORONAVIRUS (COVID) PANDEMIC

❖

Estates & Facilities COVID Programme of Works 2020/2021
With collaborative support from Matrons, Ward Managers, and Estates Teams, Estates & Facilities
devised a programme to assist in maintaining a safe environment for all staff, service users and 3rd
party visitors for example contractors across all sites by:
•
•
•
•
•
•
•

Procurement and Delivery of all Personal Protective Equipment (PPE) to all Trust Sites
Enhanced Touchpoint Cleaning in accordance with the guidance provided by Infection
Prevention & Control Team
Procurement and Delivery of all COVID Signage
Upgrading of additional areas which requires additional preventative measures such as
screens.
Providing additional sinks and soap dispensers at entrances to all Trust sites
Daily Isolation Returns to capture any COVID related issues and communicate to all parties
involved (Domestic Staff and Contractors)
Provided Post Infection cleans and deep clean of sites when requested by Infection
Prevention & Control Team and Clinical Staff.

2. DOMESTIC & HOUSEKEEPING MANAGEMENT

❖

Estates & Facilities Transfer to Summerhill Services Limited (SSL)
On 01 July 2019 Estates and Facilities BSMHFT were transferred to SSL with all “in-house” domestic
services TUPE’d over to SSL leaving North PFI sites, B1 Trust HQ and Middlewood House as the
outsourced domestic provisioning across the Trust for 2020/2021 reporting period.

❖

NHSi – Revised National Standards for Healthcare Cleanliness
During 2018-19 BSMHFT Facilities Team and BSMHFT PFI Contracts Management Team led on the
pilot for the revised NHSi National Standards for Healthcare Cleanliness. The In-patient pilot sites
were: Ashcroft, Juniper Centre and Zinnia Centre, with collaborative support from Matrons, Ward
Managers, Infection Prevention & Control and Estates Teams. Results and feedback from the pilot
was submitted to NHS Improvement early 2019. With COVID 19 these standards were delayed with
its actual publication commencing in April 2021. SSL are now in the process of revising the Trusts
Cleaning Policy to align with the National Standards and will present the revised Trusts Cleaning
Policy at the Q1 2021/2022 IPPC meeting.

❖

Trust Domestic and Housekeeping Operations Manual
Each operations manual contains Domestic and Housekeeping COSSH safety data documentation (in
line with the Trust COSHH Policy), task-based risk assessments and method statements, task-based
standard operating procedures, BICSc cleaning method statements, Trust Infection Prevention &
Control policies and procedures, and operating instructions for departmental electrical equipment.

❖

BSMHFT Facilities Rapid Response Team
During 2020-21 BSMHFT Facilities Rapid Response Team continued to undertake a programme of
regular scheduled deep cleaning across Trust In-patient and Community units however, some sites
were delayed due to addition COVID 19 Cleans.

3. CLEANLINESS
3.1 Cleanliness Audit & Inspection Programme
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During 2020-21 the programme of cleanliness inspections and audits was undertaken in full of cleanliness
scores and reports provided to the Trust Infection Prevention & Control Team each month and the Trust
Infection Prevention Partnership Committee each quarter. Due to the pandemic monitoring was suspended
during the lockdown phases with audits being conducted at supervisor level only, however if any concerns
was raised a member of the monitoring team would attend the site and give assurances.
The programme comprises 3 levels;
❖ Level 1 Monitoring by Domestic Supervisors
❖ Level 2 Trust-wide Management Audits
❖ Level 3 ‘External’ Audits.
Cleanliness scores were reported against the Trust’s Commissioners KPI of 95% achievement of the Trust’s
thresholds against the National Specification for Cleanliness in the NHS.
During 2020-21 the cleanliness scores throughout the Trust (BSMHFT, SSL and Amey Community Limited)
averaged above 98% for Quarters 1 to 3 and 97.90% for quarter 4 and were consistently and significantly
above the thresholds set by the National Specification for Cleanliness in the NHS (i.e. 85% for High Risk
areas such as in-patient units) and the Trust Overall Cleanliness Target of 81% as well as the Trust’s
Commissioners KPI of 95% of the Trust Overall Cleanliness Target of 81% (i.e. 77%).
All special cleaning activity (including Isolation Cleaning, Post-Infection Cleaning and scheduled Deep
Cleaning) was undertaken in compliance with the Trust Infection Prevention & Control Policy and was
reported monthly to the Infection Prevention & Control Team and to the Infection Prevention Partnership
Committee each quarter. The Trust’s Deep Cleaning Programme is an integral element of the Trust Cleaning
Policy and also responds to the “Deep Clean Good Practice Guidance” “From Deep Clean to Keep Clean”
(DH October 2008) which specifically requires that “Strategic and operational cleaning plans should make
provision for the organisation’s on-going deep cleaning programme” (para 2.5).

Key Cleaning Performance Data for 2019-20
Quarter 1
1 April – 30 June 2020

Quarter 2
Quarter 3
Quarter 4
1 July – 30 September
1 October – 31 December
1 January – 31
2020
2020
March 2021
Trust Cleanliness Targets & Scores
Trust Overall Cleanliness Target = 81%
Trust Commissioners’ Target (95% of Trust’s Overall Target) = 77%
Trust Average
North PFI
BNHP
Community
Forensics
Corporate
Quarter 1
98.58%
98.26%
98.83%
Quarter 2
98.58%
98.24%
96.22%
97.62%
98.15%
94.58%
Quarter 3
99.05%
98.94%
97.09%
99.13%
99.43%
Quarter 4
96.96%
98.70%
91.87%
99.67%
98.21%
97.48%
= No Audit undertaken due to Covid Restrictions

3.2 PLACE (Patient Led Assessments of the Care Environment)
❖ 2020 Cancellation of PLACE
The 2020 PLACE assessment programme was cancelled due to the Pandemic. With this cancelled SSL
conducted assurance visits across all inpatient sites communicating with Key Stakeholders and informing
them of any concerns. With this mind the increase of cigarette butts was identified across sites and actioned
accordingly
3.3 Cleaning Quality Operational Group
The Cleaning Quality Operational Group (established in September 2015) meets quarterly It comprises
members from the Estates and Facilities Department, Infection Prevention and Control Team, Matrons,
Service Partner SSL and PFI Partner Amey Community Limited and reviews all issues (and implements
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actions) regarding cleanliness within the Trust. The Group reports into the Infection Prevention Partnership
Committee. Since the transfer of Estates and Facilities to SSL this group has not met as awaiting new Terms
of Reference (TOR’s) through IPPC. In the Q4 2020/2021 IPPC meeting it has been confirmed that IPPC will
lead this group.
3.4 Cleaning Policy
The aim of the Trust Cleaning Policy is to demonstrate compliance with the assessment criteria detailed in
The Health and Social Care Act 2008 Code of Practice on the prevention and control of infections and
related guidance” (DOH, July 2015) on the standards of cleanliness that facilitate the prevention and control
of infections and improve the quality of health service provision by ensuring that all cleaning related risks are
identified and managed. As previously mentioned, the new National Standards for Cleanliness have just
been published (April 2021) so the existing Trust Cleaning Policy will continue to be used. SSL are currently
revising the Trusts Cleaning Policy to align with the National Standards and will present the revised Trusts
Cleaning Policy at the Q1 2021/2022 IPPC meeting.
The Trust Cleaning Policy incorporates the operational cleaning plans for all areas of the Trust.
The policy requires delivery of common and consistent compliant cleaning practices and cleanliness
standards Trust-wide (whether delivered through the Trust’s in-house, SSL or PFI Providers).
Compliance with the policy is monitored through the following;
• Estates & Facilities Cleanliness Audit & Inspection Programme
• Cleaning Quality Operational Group
• Estates & Facilities monthly reports to the Infection Prevention & Control Team and quarterly reports to
the Infection Prevention Partnership Committee.
The Policy was scheduled to be reviewed June 2019. This was postponed due to new 2019 National
Standards of Cleanliness being issued by NHSI/E (this has now been completed and is due to be ratified in
May 2021 The new Standards have been published in April 2021 and the policy will receive further review
during 2021)
3.5 Cleanliness Training
BSMHFT Facilities Department established an innovative accredited Training Hub at The Barberry which
continues to provide education and training for SSL staff and external companies. The Facilities Training Hub
provides dedicated education and builds awareness of the cleaning profession through accredited training in
the “British Institute of Cleaning Science” (BICSc). Courses are delivered by SSL Facilities Team ranging
from local induction training to higher level accredited training, whilst working alongside BSMHFT’s Infection
Prevention & Control Team and nursing colleagues. The Hub’s syllabus also includes Level 2 in the
Principles and Control of Infection in Healthcare Settings, Food Safety, Legionella and Water Safety and
Biohazard Decontamination Training. During 2019-20, the Facilities Training Hub delivered FM training to
Trust staff, SSL (Summerhill Services Limited) and PFI Partner Amey Community Limited
SSL Domestic Assistants and Rapid Response Teams hold a British Institute of Cleaning Science (“BICSc”)
Licence to Practice Card following training. BICSc Licence to Practice demonstrates the foundation units
necessary for the Domestic Teams to perform their role safely and efficiently on wards and departments.
SSL Catering Team was introduced onto the BICSc Licence to Practice training programme in 2018-19.
During 2020-21 SSL Domestic, Housekeeping and Catering Teams undertook Level 2 in the Principles and
Control of Infections in Healthcare Settings when possible due to COVID restrictions. This course will
continue to be provided during 2021-22 by the SSL Facilities Training & Compliance Manager
The Trust’s PFI Partner (Amey Community Limited) has contracted with the Trust’s Accredited Training Hub
to provide BICS (British Institute of Cleaning Science) training to all of their Domestic Staff and Supervisors.
The Trust’s PFI Partner is also using the Training Hub to provide Level 2 Infection Prevention Awareness
Training for their Domestic Assistants and Domestic Supervisors.
2.6 Computerised Cleanliness Monitoring System
The Estates & Facilities Department operates a computerised cleanliness monitoring system “FM First”
(based on the NHS Cleanliness Specification). This same system is used consistently across the Trust by
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the in-house, SSL and PFI Facilities Teams. The system generates cleaning scores and real time reports. It
also provides automatic randomised scheduling to facilitate unannounced audits.
3. CATERING MANAGEMENT
3.1Trust Flu Vaccination Campaign
SSL Catering Department supported the Infection Prevention & Control Team with the Trust Flu Vaccination
Campaign during 2020-21 where Trust staff were able to reimburse their ‘flu vaccination thank you card’ for a
hot drink in Trust Restaurants.
3.2 Environmental Health Inspections
During 2020-21 the production kitchens at Tamarind were inspected by Birmingham City Council
Environmental Health Officers. All production kitchens maintained their ‘5 H’ rating (which is the highest
rating awarded).
3.3 SSL Kitchen Inspections and SSL Food Safety and Quality Audits on behalf of BSMHFT
During 2020-21 a programme of kitchen inspections and food safety and quality audits were undertaken
once a quarter across the production kitchens with scores and reports provided to the Trust Infection
Prevention Partnership Committee and the SSL/Trust Food Safety and Quality Group each quarter.
3.4 Allergy Awareness
With this legislation changing dramatically in this reporting period additional training has be provided to SSL
Catering and Housekeeping Teams, and also provided to the PFI Partner (Amey) who are responsible for
the catering in the North part of the Trust.

4. WASTE MANAGEMENT
4.1 Waste Contracts
In 2018/19 the Domestic Waste Contractor Weir Waste sold its Business to Biffa Waste Services. This has
seen services transfer from Weir Waste to Biffa Waste Services with no loss of operational service at Trust
sites. The service has been market tested during 2019/2020 with the successful tenderer commencing the
domestic waste service 01 April 2020. The Clinical tender was more complicated but has now reached a
successful conclusion with the incumbent provider extending their service to the 30 June 2020 with the
successful tenderer commencing service 01 July 2020.
The Domestic and Clinical Waste Contracts were established for a period of 3 years with the option to
extend on a +1 year and +1 year basis. The Trust working with its PFI Partners Healthcare Support
(Erdington) Limited and Amey Community Limited on Joint Market Testing had agreed to extend the current
contracts until 31st March 2020. The Joint Market Testing work has already commenced to build on the
success of the 2015 Joint Market Testing. The objective is to achieve scale economies and consistency
across the Trust with a single specification. The new contract/s with the successful tenderer/s would
commence 1st April 2020 with the exception of Clinical Waste which will commence 01 July 2020.
The current contracts for Domestic and Clinical Waste have continued to deliver an effective and compliant
service whilst at the same time reducing costs. The 24/7 helpline and call logging process enabling queries
to be logged, responded to and tracked more effectively and in doing so improving service standards.
Contract Review Meetings have been held regularly with a focus at each meeting of dealing with any isolated
problems and seeking further service efficiencies. This will continue with the new contract.
4.2 Duty of Care Audits
Duty of Care Audits by external experts of the Trust’s various waste contractors have concluded to ensure
that the Trust’s waste is managed effectively and compliantly from point of consignment to final disposal. In
addition the Trust has worked very closely with the clinical waste contractor Tradebe to complete many preacceptance audits, ensuring that waste is effectively managed, segregated and consigned by BSMHFT.
Where issues have been identified the findings have been shared accordingly.
4.3 Waste Management Policy
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The Trust’s Waste Management Policy is in place and was ratified in 2018 by the Trust’s Clinical
Governance Committee. The Policy places a clear responsibility on the producer of the waste (the ward / the
team / the individual) to manage that waste compliantly and furthermore places a control responsibility on
team / ward managers and equivalent whom are custodians of healthcare within their sphere of influence to
ensure that their staff manage waste safely and compliantly.
4.4 Waste Management Training
Estates and Facilities Department has supported clinical / healthcare colleagues by offering refresher
training at their own sites this being to reduce the burden on clinical staff having to travel to ‘training venues’
to receive such on the job training. This offer has been well received where the offer has been taken up.
However many sites have not at this time accepted the offer. This in itself is not a problem as it suggests to
the Infection prevention Partnership Committee that these sites / clinical management are content that they
already have a process and control measures in place to ensure that clinical / healthcare waste is managed
compliantly.
In addition sharps management training has been provided both by the Trust and its sharps supplier to the
Trust’s Infection Control Link Workers to allow them to disseminate best practice at their respective
sites. This training will continue in 2021/22 under the terms of Infection Champions.

5. LAUNDRY & LINEN MANAGEMENT
5.1 Laundry & Linen Policy
The Trust Laundry & Linen Policy was due for review during 2017-18 and this was duly carried out. The
review incorporated the Health Technical Memorandum (HTM) 01-04 “Decontamination of Linen for Health
and Social Care” that has superseded the DOH Choices Framework for local Policy and Procedures (CFPP)
01-04 “Decontamination of Linen for Health and Social Care”.
The Policy has been amended to take this change into account and has been passed through the Infection
Prevention and Control Committee and was presented to the Clinical Governance Committee and was duly
passed and ratified and is now in place and on the Trust Intranet.
5.2 Laundry & Linen Contract
Following the successful joint market testing during 2019/20 by BSMHFT/SSL with its PFI Partners
Healthcare Support (Erdington) Limited and Amey Community Limited for a Trust-wide supplier from 1 April
2020, the current supplier (Central Laundry) has continued to provide a good level of service throughout
2020-21. Regular contract meetings are conducted by the Trust and PFI Partners with the supplier. The
Trust and PFI Provider undertake joint 6 monthly Duty of Care Visits to the supplier’s laundry premises.
5.3 Duty of Care Audits
Two Duty of Care Audits were undertaken of the Trust-wide Laundry and Linen supplier (Central Laundry in
Burton upon Trent) during 2020. (These audits Carried out remotely due to COVID) observed the supplier’s
compliance with the service contract, the Trust’s Laundry & Linen Policy, and Health Technical Memorandum
(HTM) 01-04 “Decontamination of Linen for Health and Social Care”. The Duty of Care visit also observed
standards, quality systems, risk assessments and standard operating procedures as well as Laundry Staff
Training Records to ensure compliance.
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6. SCHEMES AND PROJECTS
Capital/Revenue Schemes/Projects 2020-21
The following schemes (pertinent to Infection Prevention & Control) were completed during 2018-19;
Location
Description of Scheme
Major Projects

Location
Minor Projects
cont’d
Reaside

Description of Scheme

Reaside
Reservoir Court
Reservoir Court
Trust Wide
Zinnia

Facilities Equipment Replacement
Anti-ligature Wash Hand Basins
New furniture
Provision of Air Conditioning in Clinic Rooms
Uplift to Catering /Facilities corridors

Highcroft Site
Development
Hillis Lodge Replacement
Oleaster Scheme
Reaside Re-provision
Solihull Hub
Minor Projects

Reduce stand-alone wards and enhance Highcroft Site

Ardenleigh

Zinnia

Facilities Equipment Replacement

Statutory Standards &
Backlog Maintenance
Ardenleigh

Upgrade of flooring

Ardenleigh
Ardenleigh
Dan Mooney House
David Bromley House
Eden Acute
Hillis Lodge

Various Patient Safety Works
Various Health and Safety Improvement Works
Various Health and Safety Improvement Works
Various Health and Safety Improvement Works
Upgrade of WCs to Patient Bedrooms
Replace heating and hot water pumps

John Black Centre
Little Bromwich Centre
Lyndon Centre
Lyndon Centre
Newbridge House
Reaside
Reaside
Reaside
Reaside

Replace heating boilers and pumps
Upgrade WCs x 2
Upgrade of flooring
Legionella works – removal of dead legs
Replacement of Water Heater
Upgrade of flooring
Various Patient Safety Works
Various Health and Safety Improvement Works
Upgrade ADL Kitchen in Avon Ward

Oleaster

Seclusion Suite for a 5-bedded CAMHS Low Secure Service on Adriatic
Ward
Development of the existing decommissioned Swimming Pool and
Changing Area – Conversion into Physical Health Suite
Convert two existing bedrooms into Intensive Nursing Rooms (1 no.
bedroom on Coral and 1 no. bedroom on Citrine)
New furniture
Works to Chamomile Bedrooms
Uplift to Catering /Facilities corridors
Facilities Equipment Replacement
Upgrade of flooring
Extension to Ward to create a multi-functional room and ADL Kitchen for
Service Users
Upgrade of flooring
Upgrade of Domestic Hot Water Boiler
Various Patient Safety Works
Upgrade of Sage Ward
Create Staff Area and Reception Upgrade
Alterations to Wards 1 & 2 layout
Various Health and Safety Improvement Works
Creation of Seclusion Suite/De-Escalation/Assessment Area
First Floor Office Alterations to accommodate change in practice for
CMHT
Facilities Equipment Replacement

Tamarind

Orsborne House
Orsborne House
Reaside

Upgrade of WCs
Upgrade of flooring
Seclusion Suite

Uffculme Centre
Uffculme Centre

Flooring and Redecorations to comply with Infection
Control
Upgrade of flooring
Provision of Air Conditioning

Ardenleigh
Ardenleigh
Ashcroft
Barberry
Barberry
Barberry
B1
Eden Acute
Eden Acute
Eden
Freshfields
Juniper
Little Bromwich Centre
Mary Seacole House
Middlewood House
Oleaster
Oleaster

Hillis Lodge Male Low Secure Unit Reprovision
Creation of Place of Safety and Psychiatric Decisions Unit
Creation of Solihull Community Hub
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Additional sanitary ware

7. WATER MANAGEMENT
WATER SAFETY GROUP (WSG)
ESTATES ANNUAL WATER MANAGEMENT REPORT 2020/21
Introduction
•

•
•

•

The trust’s WSG was originally established in November 2008. The group was predominantly
Estates driven – chaired by the Head of Estates and Facilities this has now changed and is being
chaired by Deputy Director of Nursing. The WSG consists of Estates managers representing all
areas of the trust, infection control, microbiology and clinical representation.
The purpose of the group is to review HSE/DH/trust guidance and policy and advise/implement
procedures across the trust, to maintain statutory compliance, with regard to the operation and
management of water systems in all trust occupied premises.
Since the group’s inception in 2008, the following revised documents have been published, which
give further guidance on the roles, responsibility and operational expectations, of an NHS WSG:
Health and Safety Executive “Legionnaires disease – The control of legionella bacteria in water
systems” L8 – 2013
Department of Health – health technical memorandum 04-01: Safe water in healthcare
premises (2016)
• Part A - design, installation and commissioning
• Part B – operational management
• Part C – pseudomonas aeruginosa – advise for augmented care units
Department of Health – health technical memorandum 07-04: Water maintenance and water
efficiency – best practice advice for the healthcare sector (2013)
Public Health England – responding to the detection of legionella in healthcare premises (2015)
British Standards Institution – BS 8580:2010 – water quality – risk assessments for legionella
control – code of practice (2010)
BSMHFT “Legionellosis management and control” IC01Q – August 2013 – revised
January 2016, second review ratified August 2018
Health and Safety Executive “Legionnaires disease – technical guidance” HSG274 – 2014
The current WSG has reviewed the guidance detailed in the above, and propose terms of reference
for the WSG be revised to reflect the guidance, as below.

Purpose of the WSG/Water Safety Group (WSG)
The WSG is a multidisciplinary group formed to oversee the commissioning, development,
implementation and review of the WSP. The aim of the WSG is to ensure the safety of all water used
by patients/residents, staff and visitors, to minimise the risk of infection associated with water borne
pathogens. It provides a forum in which people with a range of competencies can be brought together
to share responsibility and take collective ownership for ensuring it identifies water related hazards,
assesses risks, identifies and monitors control measures and develops incident protocols.
Remit of the WSG
The following is a typical list of tasks assigned to the WSG:
•
•
•

To work with and support the infection prevention and control (IPC) team.
To ensure effective ownership of water quality management for all uses.
To determine the particular vulnerabilities of the at-risk population.
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•
•
•
•
•
•
•
•
•
•
•
•
•

To review the risk assessments.
To ensure the WSP is kept under review including risk assessments and other associated
documentation.
To ensure all tasks indicated by the risk assessments have been allocated and accepted.
To ensure new builds, refurbishments, modifications and equipment are designed, installed,
commissioned and maintained to the required water standards.
To ensure maintenance and monitoring procedures are in place.
To review clinical and environmental monitoring data.
To agree and review remedial measures and actions, and ensure an action plan is in place,
with agreed deadlines, to ensure any health risks pertaining to water quality and safety are
addressed.
To determine best use of available resources.
To be responsible for training and communication on water related issues.
To oversee water treatment with operational control monitoring and to provide an appropriate.
Response to out-of-target parameters (that is, failure to dose or overdosing of the system).
To oversee adequate supervision, training and competency of all staff.
To ensure surveillance of both clinical and environmental monitoring.

Membership
Membership will include:
• Deputy Director of Nursing BSMHFT –Joint Chair
• Director of Operations SSL –Joint Chair
• Senior Estates Manager – North
• Senior Estates Manager - BNHP
• Senior Estates Manager – South/Solihull
• General Manager – Summer Hill Services Limited (SSL)
• Infection Control Manager
• Senior Facilities Managers x 2
• Consultant Microbiologist
• Health and Safety Manager
• Authorising Engineer
• Matron Representative
Meetings
•
•

Regular meeting will be held quarterly at Hillis Lodge. Agenda items will include the following:
These were suspended due to COVID Restrictions, but regular liaison took place to insure water
safety.
Compliance with legionella control policy
Operational report from each of the main areas of the Trust/SSL
Capital projects
Training
Report from Authorising Engineer
Any other business.

•

Ad hoc meetings will be arranged as necessary to discuss and agree action as specific issues
arise.

Quorum
Attendance to be no less than 40% of membership
Standing agenda items
•
•
•

Reports on maintenance and activity regarding water systems, across all areas of the trust
Audit reports regarding compliance with the trust’s legionellosis management and control policy
HSE/DH legislation and guidance
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•
•
•

Capital projects
Training
Items for the risk register/actions from risk assessments.

Legionella control policy
•
•

•
•

•
•

•

The trust’s control of legionella policy has been revised and ratified in August 2018. Next review is
due in August 2021.
The policy was amended in August 2018 to reflect guidance provided in HTM 04:01 The Control of
Legionella, Hygiene, “Safe” Hot Water, Cold Water and Drinking Water Systems – Part B;
“Domestic staff to undertake regular running of all outlets (showers, baths, toilets, basins, sinks
etc.) in areas serviced by domestics as part of routine cleaning procedures. Little used outlets to be
identified and flushed as detailed in the flushing log book (updated August 2018), by staff
responsible for those individual areas.
Auditing of log books is to be:
➢ Included on monthly control of infection checklist
➢ Checked during annual environmental risk assessments.
Flushing of outlets in areas taken out of commission i.e. closed units/wards – responsibility is with
Estates/Capital team responsibility for particular area concerned:
➢ Flushing records to be included within scheme health and safety file and audited by capital
manager/officer responsible for scheme
➢ Flushing records to be held by estates manager responsible for the area taken out of
commission
➢ Flushing records are to be audited by the estates manager responsible for the particular area,
and details to be included in quarterly report to the Water Safety Group
Running of outlets – works to be undertaken by Trust/Amey domestic staff:
➢ To be included on domestics daily cleaning record sheets, to be audited by domestic
supervisors
Control of legionella maintenance works – works are the responsibility of the estates manager
responsible for the particular area, and are undertaken through PFI contract or specialist subcontractor accordingly:
➢ To be included in report from specialist sub-contractor/PFI partner, to be discussed at monthly
contract performance monitoring meeting
➢ Estates manager to include summary details of contract performance monitoring meeting in
quarterly report to Water Safety Group
Reporting mechanism – the Water Safety Group is responsible for collating information from the
auditing process, and producing quarterly reports to be presented to the trust’s IPPC meeting.

Control of Legionella Procedures
•

Control of legionella procedures relates to the operation management and maintenance of water
systems across the trust, by the various trust representatives/trust partners, dependant on
contractual requirements:
Former South/Solihull including Forensic Sites Directly managed Estates team SSL
Former North
Managed by Amey
NHP
Managed by Engie (formerly Cofely)

Water Safety Plan
•
•

•

The WSP has been developed in order to comply with the requirements of HTM 04-01: Safe Water
in Healthcare Premises – July 2016, revised and ratified December 2018.
The purpose of the WSP is to assist with understanding and mitigating risks associated with
waterborne hazards in distribution and supply systems, together with associated equipment. The
WSP also provides a risk management approach to the safety of domestic hot and cold water and
establishes good practice in local water usage, distribution and supply systems. The WSP will also
identify potential water related hazards, consider practical aspects and detail appropriate control
measures.
The content of the WSP will include management and governance arrangements, together with
details of training, professional support, maintenance regimes and supporting documentation.

Authorising Engineer (AE)
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•

•
•

In April 2019, BSMHFT appointed the Water Hygiene Centre (WHC) on a 3 year contract as the
trust’s professional advisors on compliance with statutory legislation on the control of legionella, as
advised by HTM 04-01.
The role of the AE is to provide:
Advice to the appointed duty holders, responsible persons and their deputies on regulatory
compliance, management procedures, procurement etc.
Assessment of the competence of employees and contractors involved in legionella control
activities
Monitor the performance of employees and contractors with regards to their tasks in legionella
management
Conduct regular compliance audits of single or multi-site facilities
The AE will also become involved in developing staff training plans, reviewing commissioning
works, construction design appraisals, mothballing of used premises and the development of
specialist water safety policies and procedures etc.
The AE will also provide the following services:
Attend quarterly water safety meetings at the trust HQ
Carry out annual audit on the Trust’s control of legionella policy to ensure operational and
management systems are in compliance with ACoP L8 and HTM 04-01; produce an audit report
indicating areas of non-compliance; recommend actions and suggested improvements or
amendments to policy and procedure documentation
Provide four half-day training sessions which include an update on the key principles of
legionella risk management and associated legislation/codes of practice: two sessions to be
targeted at trade maintenance staff, two at estates management staff; provide training
workbooks and certificates of attendance for all delegates (BSMHFT Trust will provide the
training venue and refreshments within the Birmingham locality)
Provide additional one day refresher’s training for the trust’s infection control team
Provide on request ad hoc and technical expertise for all legionella risk management and other
related matters via telephone, fax, letter or email; provide regular updates on any changes to
legislation/codes of practice which may impact on the trust legionella risk management system
Annual review of water safety plan.

Training
•

•
•

Throughout 2020/21, specific control of legionella training has been delivered to the following staff
groups:
Estates managers/tradesmen/supervisors
Facilities managers/domestics/housekeepers
Infection control team
Control of Legionella training is also included in the trust’s induction package.
Action has been undertaken following liaison with senior clinical staff, consultant microbiologist, AE
et al to resolve issues experienced.

Risk Register
Due to issues experienced, in particular in buildings outside of BSMHFT Estates direct control, the
Estates and Facilities risk rating regarding the control of legionella has increased from moderate 9 to
moderate 12.
Priorities for 2020/21
Priority work streams for 2019/20 include the following:
•

Operational
Set up new five yearly maintenance contract to commence 1st April 2019
Auditing control of legionella policy requirements – cleaning records/infection control records
Reporting process – to IPPC and CGC
Reviewing capital schemes – statutory standards/minor/major projects – to ensure water
safety issues are duly considered
Formal reports from various “Estates” managed areas of the Trust, from Estates Managers to
the WSG, to demonstrate compliance, raise concerns, show good practice etc.
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•

Capital/Projects 2019/20 continued into 2021 due to COVID
Callum Lodge – legionella risk assessment remedial works
David Bromley - additional bedrooms and sanitary areas
Eden Acute - additional bedrooms and sanitary areas
Eden PICU - additional bedrooms and sanitary areas
George Ward - additional bedrooms and sanitary areas
Grove Avenue - additional bedrooms and sanitary areas
Hertford House - additional bedrooms and sanitary areas
Hillis Lodge – additional bedrooms and sanitary areas
Little Bromwich - additional bedrooms and sanitary areas
Newbridge House - additional bedrooms and sanitary areas
Northcroft - additional bedrooms and sanitary areas
Small Heath - additional bedrooms and sanitary areas.
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