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Lead Director Director of Nursing 
Author(s) Deputy Head of Infection Control 

Purpose For Information 

Previously considered by Hospital Infection Control Committee 

Executive Summary 
This Annual Report provides information on the progress of all the Infection Control activities 
throughout the year 2017-18.  The report demonstrates a Hospital-wide commitment to the 
prevention and control of Healthcare Associated Infections (HCAIs).  
 
 

1.1 Following retirement the Head of Infection Control worked 2 days per week until end of 
April 2017. Following two rounds of advertising a new Head of Infection Control was in 
post from May – July 2017. Since July 2017 the team have not had a substantive lead 
nurse in post. Due to the proposed merger of Ipswich Hospital with Colchester Hospital 
(CHUFT), the Lead Infection Control Nurse (ICN) at CHUFT supported recruitment to 
the Ipswich team from March 2018. 
 

1.1 The team consisted of 1 full time Infection Control Nurse (ICN), and one working 20.5 
hours a week post retirement from May 2017. The team recruited a full time Band 6 
trainee from June 2017.  
 

1.2 The ICN team continue to support both the acute Trust, 3 community hospitals and 
other areas associated with the community under the responsibility of Ipswich Hospital 
Trust.  
 

1.3 There have been vacancies in the Consultant Microbiologist team at Ipswich. Long term 
sickness (from September 2016) and retirement (from July 2017) at Ipswich has meant 
the service relied on the Colchester Microbiologists and locum consultants to provide 
the service for a considerable period of time. This has meant a reduction in the 
commitment that the Consultant Microbiologist were able to give to the infection control 
service 

 
 

1.4 For the year 2017-18, 1 cases of MRSA (Methicillin resistant Staphylococcus aureus) 
bacteraemia was reported as hospital assigned against a reduction target of zero set by 
the Department of Health.  

 
 

1.5 The Clostridium difficile (C.diff) objective for 2017/18 was no more than 18 cases. 23 
cases were apportioned to the acute trust at year end.  However 14 cases were 
identified as non- trajectory for contractual purposes by the Infection Control Lead for 
the CCG/North East Essex CCG. Best practice was identified in the management of 
these patients. 
 

1.6 9 cases of Clostridium difficile were identified as trajectory for contractual purposes. 
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1.7 This included 3 cases of Clostridium difficile identified from community hospitals. All 3 

were non-trajectory cases. 
 

1.8 The 2017/18 total shows a reduction in the overall numbers from 2015/16 when 32 
cases were apportioned to the acute trust of which 14 were identified as trajectory ie 
improvements to care/process required. 
 

1.9 The objective for 2018/19 sees a reduction to not to exceed 17 trajectory cases within 
the acute hospital and no more than 5 trajectory cases within the community setting.  

 
 

1.10 Cases of gastro-intestinal diarrhoea and vomiting have been identified early and 
managed effectively thereby minimising spread and operational disruption. 
 

1.11 Aggregate audit scores are recorded for High Impact Interventions and are reported on 
the Accountability Framework for reporting through Divisions. Exceptions are monitored 
every month at the Hospital Infection Control Committee.  
 
 

1.12 Environmental cleaning is closely monitored and is generally of a high standard, at or 
above target.  The cleaning teams are responsive and flexible. 
 

1.13 Infection control have been involved and provided advice for all high level projects e.g. 
Bluebird Lodge lift installation, refurbishment of Brantham Ward, dementia friendly 
alterations to Stradbroke Ward, GP streaming area in the Emergency Department, lift 
refurbishments and the removal of the Victoria water tanks in the North End.  

 
1.14 Water safety remains a priority and the ICT have worked with Estates to ensure that a 

high quality of water safety and prevention of water contamination is maintained and 
monitored. The Water Safety Group is chaired by Estates.  
 

1.15 The ICT continue to use ICNET (Infection Control Surveillance System) to assist with 
the monitoring and surveillance of infectious and potentially infectious patients within 
both the acute and community hospital inpatient areas.  

 
1.16 The team has been active in delivering face to face teaching to staff both on request 

and for medical staff and Health Care Assistants at induction and for medical staff for 
mandatory updates. The remainder of staff receive induction and mandatory update in 
infection control via the workbook and e-assessment system, which was introduced 
trust-wide in April 2016 for most subjects. 

 
 

Related Trust Objectives Sub-objectives  

Consistently deliver great 
healthcare to every patient 
every day 

Deliver care to patients when they need it. 
 

Develop our teams to provide the care we want for our 
own families. 

 

Embed accountable leadership throughout the 
organisation 

 

Improve the healthcare we 
provide to patients where 
and when you need it.  
 

Deliver care to patients in the appropriate setting  
 

Improve the value of the ‘Suffolk Health £’. 
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Flexible and responsive to 
future demands 

Design new pathways to improve the overall wellbeing 
of our population. 

 

Risk and Assurance 

Infection control is a key element of patient safety risk 
management.  All infection prevention and control issues are 
discussed at monthly meetings of the Hospital Infection Control 
Committee, with a highlight report of key issues to the bi-
monthly Patient Safety & Clinical Effectiveness Group meeting.  

Related Board Assurance 
Framework Entries 

Nil. 
 
 

Financial Implications 
Potential consequences from commissioners if infection control 
targets breached.  

Legal 
Implications/Regulatory 
/Statutory Requirements 

Health and Social Care Act 2008. 
 
Code of Practice for health and social care on the prevention 
and control of infections and related guidance. 
 
CQC Fundamental Standards of Quality and Safety as 
applicable to infection prevention and control.  

Action Required by the Trust Board 
 
 The Trust Board is asked to receive this report.  

 
 
1.        Summary 

 
1. Key Points 
 
 

1.1 Following retirement the Head of Infection Control worked 2 days per week until end 
of April 2017. Following two rounds of advertising a new Head of Infection Control 
was in post from May – July 2017. Since July 2017 the team have not had a 
substantive lead nurse in post. Due to the proposed merger of Ipswich Hospital with 
Colchester Hospital (CHUFT), the Lead Infection Control Nurse (ICN) at CHUFT 
supported recruitment to the Ipswich team from March 2018. 
 

1.17 The team consisted of 1 full time Infection Control Nurse (ICN), and one working 20.5 
hours a week post retirement from May 2017. The team recruited a full time Band 6 
trainee from June 2017.  
 

1.18 The ICN team continue to support both the acute Trust, 3 community hospitals and 
other areas associated with the community under the responsibility of Ipswich 
Hospital Trust.  
 

1.19 There have been vacancies in the Consultant Microbiologist team at Ipswich. Long 
term sickness (from September 2016) and retirement (from July 2017) at Ipswich has 
meant the service relied on the Colchester Microbiologists and locum consultants to 
provide the service for a considerable period of time. This has meant a reduction in 
the commitment that the Consultant Microbiologist were able to give to the infection 
control service.  
 
 

1.20 For the year 2017-18, 1 cases of MRSA (Methicillin resistant Staphylococcus aureus) 
bacteraemia was reported as hospital assigned against a reduction target of zero set 
by the Department of Health.  
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1.21 The Clostridium difficile (C.diff) objective for 2017/18 was no more than 18 cases. 23 
cases were apportioned to the acute trust at year end.  However 14 cases were 
identified as non- trajectory for contractual purposes by the Infection Control Lead for 
the CCG/North East Essex CCG. Best practice was identified in the management of 
these patients. 
 

1.22 9 cases of Clostridium difficile were identified as trajectory for contractual purposes. 
 
 

1.23 This included 3 cases of Clostridium difficile identified from community hospitals. All 3 
were non-trajectory cases. 
 

1.24 The 2017/18 total shows a reduction in the overall numbers from 2015/16 when 32 
cases were apportioned to the acute trust of which 14 were identified as trajectory ie 
improvements to care/process required. 
 

1.25 The objective for 2018/19 sees a reduction to not to exceed 17 trajectory cases 
within the acute hospital and no more than 5 trajectory cases within the community 
setting.  

 
 

1.26 Cases of gastro-intestinal diarrhoea and vomiting have been identified early and 
managed effectively thereby minimising spread and operational disruption. 
 

1.27 Aggregate audit scores are recorded for High Impact Interventions and are reported 
on the Accountability Framework for reporting through Divisions. Exceptions are 
monitored every month at the Hospital Infection Control Committee.  
 
 

1.28 Environmental cleaning is closely monitored and is generally of a high standard, at or 
above target.  The cleaning teams are responsive and flexible. 
 

1.29 Infection control have been involved and provided advice for all high level projects 
e.g. Bluebird Lodge lift installation, refurbishment of Brantham Ward, dementia 
friendly alterations to Stradbroke Ward, GP streaming area in the Emergency 
Department, lift refurbishments and the removal of the Victoria water tanks in the 
North End.  

 
1.30 Water safety remains a priority and the ICT have worked with Estates to ensure that 

a high quality of water safety and prevention of water contamination is maintained 
and monitored. The Water Safety Group is chaired by Estates.  
 

1.31 The ICT continue to use ICNET (Infection Control Surveillance System) to assist with 
the monitoring and surveillance of infectious and potentially infectious patients within 
both the acute and community hospital inpatient areas.  

 
1.32 The team has been active in delivering face to face teaching to staff both on request 

and for medical staff and Health Care Assistants at induction and for medical staff for 
mandatory updates. The remainder of staff receive induction and mandatory update 
in infection control via the workbook and e-assessment system, which was 
introduced trust-wide in April 2016 for most subjects. 

 
 
2.        Healthcare Associated Infection 
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2.1 MRSA bacteraemia 
 

The objective for the year was set at zero cases. There was 1 case of MRSA 
bacteraemia. Previous to this case the last MRSA bacteraemia assigned to IHT was 
in January 2015.  
 
77 year old patient with multiple co-morbidities and confusion. Admitted with 
anaemia, required a blood transfusion. Cannulation and venepuncture proved difficult 
as the patient was prone to removing the cannulas. The patient had at least 6 
cannulas inserted. An investigation noted learning around improving the standards of 
documentation of insertion, removal and daily review (using the visual infusion 
phlebitis score).  

 
The following graph shows the performance of Ipswich Hospital in rates of MRSA 
bacteraemia compared with the other hospitals in the East of England. The rates are 
calculated using the total number of cases from 1 April 2017 to 31 March 2018, the 
average daily number of available and occupied beds and expressed as rates per 
100,000 bed days. This data is taken directly from that provided by Public Health 
England. 
 

 
 

 

2.2 MRSA Screening of Elective and Non Elective Patients 
The Trust continue to use the risk assessment based approach to MRSA non-
elective screening to only screen ‘high risk’ or at ‘high risk’ patients as per national 
guidance since May 2015.  

 
The following table shows the number of elective and non- elective patients admitted 
and screened by month.  
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MRSA bed days (monthly figures by average) per 100,000 EOE all 
cases - Data 1/4/17 to 31/03/18 
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2.3 Decolonisation 
Decolonisation continues to remain a challenge. The monitoring of patient 
decolonisation by the ICN team has been compromised due to staffing levels. There 
remains a variance in compliance across the organisation with monthly compliance 
figures ranging from 80% - 99.2%, against a target compliance of 95%. 
 
The average score for compliance with signing for MRSA decolonisation 
administration for 2017/18 was 89.7% a slight decrease on the previous year 
(90.40%). 

 

 
Nb. There was no submitted audit data for July and September.  
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2.4 Meticillin Sensitive Staphylococcus aureus (MSSA) bacteraemia 
As with MRSA, cases of MSSA bacteraemia are reported via the national data 
capture system and apportioned to the acute trust if the blood culture sample is taken 
more than 48 hours after admission. No reduction target is set for these cases, 
however each case identified post 48 hours of admission were reviewed and, where 
relevant, discussed with clinical teams to ensure that lessons are learned.   
 
14 cases of MSSA bacteraemia were identified post 48 hours of admission in 
2017/18 (compared to 13 in 16/17) and 74 (57 in 16/17) cases pre-48 hours of 
admission. 
 
This equates to a split of 16% (19% 16/17) acute trust and 84% (81% 16/17) 
community. 
 
 

 
 
 
 
 
 
2.5  Escherichia Coli bacteraemiae 

 
There continues to be no apportioning of these cases and no reduction objective.  
 
For information, 23 cases were identified from blood cultures taken post 48 hours of 
admission and 180 cases identified from blood cultures taken either on admission or 
within 48 hours of admission. 
  
This equates to a split of 11% acute trust and 89% community. 
 
 

16% 

84% 

MSSA bacteraemia IHT vs Community 
cases 

IHT Community
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2.6       Clostridium difficile 
The Trust objective was to not exceed 18 (trajectory) cases in the year. The acute 
Trust ended the year with a total of 23 cases. 14 of these cases were assigned as 
not trajectory by the IC lead for the CCG i.e. all care was appropriate and nothing 
further could have been done to prevent occurrence. 9 cases were assigned as 
trajectory i.e. improvements to systems or care were identified as required. 
  
3 cases of Clostridium difficile were also identified from the three community 
hospitals. All were non-trajectory.  
 

Year Number of cases 
identified as trajectory 
(IHT) 

Number of all reported 
cases 

2016/17 7 25 

2017/18 9 23 

 
 
The Ipswich Hospital objective for 2018-2019 is 17 cases. 
 
Samples from hospital apportioned cases of Clostridium difficile infection are sent to 
the reference laboratory to be ribo-typed. This assists with the identification and 
confirmation of transmission (or not) within a clinical area. 
 

Numbers of Clostridium difficile infections compared to other regional hospitals 
2017/18. This data comes directly from Public Health England. 
 

IHT 
11% 

CCG 
89% 

Ecoli April 2017/18 IHNHST & CCG                                                       
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3.        Outbreaks and Untoward Incidents 
 
3.1 An outbreak is defined by Public Health England as: 

“an incident in which two or more people, thought to have a common exposure, 
experience a similar illness or proven infection” 

 
3.2 One case of confirmed sporadic CJD 
 

A patient was suspected and subsequently diagnosed with sporadic CJD. The patient 
had undergone eye surgery in April 2017. A notification exercise was subsequently 
completed with advice provided by Public Health England and the CJD surveillance 
unit, to determine 10 patients who required notification of exposure to CJD following 
their eye surgery. A serious incident investigation was completed and determined 
that the CJD policy should contain a flowchart of actions to take if a patient is 
suspected of CJD.  

 
3.3 Norovirus 

Swift identification, good infection control practices by staff and partial closure of 
affected areas contained this highly infectious condition and minimised operational 
disruption.   
 

3.4 Ward/Unit/bay closure/outbreak 2017-2018 
There were 15 outbreaks, 11 due to norovirus and 4 due to influenza. The following 
table provides further details.  
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Organism Ward/Unit No. of 
affected 
patients 

Closure 
dates 

Full or 
part 

closure 

Laboratory 
confirmed 

norovirus/Flu 

SIRI 

Norovirus Needham  16 10/07/17 
– 

20/07/17 

Full Yes Yes 

Norovirus Haughley  13 13/10/17 
– 

23/10/17 

Part Yes No 

Norovirus Grove bay – 
Felixstowe 

hospital 

5 11/11/17 
– 

17/11/17 

Part Yes No 

Norovirus Claydon 4 15/11/17 
– 

22/11/17 

Part Yes No 

Norovirus Woodbridge 3 22/11/17 
– 

28/11/17 

Part Yes No 

Flu Somersham  7 03/01/18 
– 

06/01/18 

Part Yes No 

Flu Kesgrave 2 05/02/18 
– 

09/02/18 

Part Yes Yes 

Flu Somersham 12 15/02/18 
– 

21/02/18 

Full Yes Yes 

Norovirus Washbrook 18 26/02/18 
– 

10/03/18 

Full Yes Yes 

Norovirus Kirton 3 26/02/18 
– 

05/03/18 

Part Yes No 

Norovirus Debenham 10 28/02/18 
– 

11/03/18 

Part Yes No 

Norovirus Brantham 3 01/03/18 
– 

02/03/18 

Part Yes No 

Norovirus Grundisburgh 3 03/03/18 
– 

16/03/18 

Part Yes No 

Norovirus Woodbridge 10 04/03/18 
– 

16/03/18 

Part Yes No 

Flu Debenham 3 12/03/18 
– 

18/03/18 

Part Yes No 

 
 
 
 
3.5 Period of increased incidence 
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Period of Increased incidence is interpreted as 2 or more case of Clostridium difficile 
occurring on the same ward within a 28 day period. If the samples are identified to be 
of the same ribotype then the incident is re-classified as an outbreak, as that 
previously described in 3.2 above. 
 
There were 3 occasions in 2017/18 where 2 cases were identified within 28 days. On 
each occasion these cases were on Capel Ward (Short Stay ward). There was no 
concern raised through the investigation of these events. Patients were deemed 
independent of each other due to different ribotypes, despite the ward location being 
the same.   
 

4.        Infection Control Audit 
 
4.1 Antibiotic Stewardship 

Good antibiotic stewardship is one of the key issues in helping reduce the 
vulnerability of patients to developing Clostridium difficile infection. The pharmacy 
department have developed and implemented strategies to enhance compliance with 
the principles of good antibiotic stewardship  

 

 

 

 

The graph above shows the accumulative data for all specialities. An audit of 50 
prescriptions per month over a range of wards was undertaken see if antibiotics were 
reviewed within 72 hours. Compared to the previous year compliance has dropped 
within surgical and medical specialties, and has increased within Orthopaedics from 
under 70% to over 80% compliance. Child health areas and the Critical Care Unit 
have maintained 100%, from the year previous.  
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4.2 Isolation 
 Ipswich Hospital NHS has a limited number of single rooms for isolation purposes. 
Compliance with isolation requirements for patients with infectious conditions was 
audited for five days every month from April to January, when auditing was 
temporarily ceased due to capacity within the team. The following graph shows the 
total number of patient days that required isolation during the study period and the 
number of days when appropriate isolation was not in place. 

 

 
 

 

4.3 Hand Hygiene 
Hand hygiene is the single most important measure for reducing transmission of 
HCAIs in hospital.  To ensure that the profile of this vital precaution remains high, 
compliance with the hand hygiene policy is audited monthly, based on the World 
Health Organisation’s ‘five moments for hand hygiene’.  The performance is reported 
in the Accountability Framework and the results for the year are shown below. 
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4.4  Surgical Site Infection Surveillance (SSI) 
Mandatory SSI data has been collected for a number of years. The data for hip and 
knee replacement surgery is collected at source by questionnaires completed by the 
surgical nurse specialists, the data entered onto a database and is then sent to 
Public Health England for analysis. The data for large bowel surgery is collected by 
the Audit & Surveillance officer from the ICT who also enters the knee and hip data 
on behalf of T&O. 
 
The data sent is for every quarter period and then three months is allowed for follow 
up clinic reviews to be monitored. For example: January - March has to be submitted 
by the end of June the same year. Reports can then be run off within a few weeks 
after it has been analysed. This is a lengthy process, taking months to receive the 
final results.  
 
The table below shows the number of knee and hip operations for 2017 and the 
number of data sheets collected. 

 
 

Hip 
Replacements 

No. 
Audited 

No. of 
data 

sheets 
returned 

No. 
SSI’s 

% Knee 
Replacements 

No. 
Audited 

No. of 
data 

sheets 
returned 

No. 
SSI’s 

% 

Jan – Mar 17 84 30 0  Jan – Mar 17 77 24   

Apr – Jun 17 89 29 1  Apr – Jun 17 75 27   

Jul – Sep 17 94 54 0  Jul – Sep 17 98 55 1  

Oct – Dec 17 85 16 0  Oct – Dec 17 81 6   

 
The graph below show the bowel surgery and SSI results from 2012-2017.  
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5.        Infection Control Management 
 
5.1 Movement / isolation of Patients 

The movement and appropriate isolation of patients is one of the significant aspects 
of infection control management particularly in an outbreak situation.  The team 
advises regarding prioritisation of patients for isolation/single rooms.  
 
There are daily meetings (Monday to Friday) between a member of the ICT and the 
Hospital Co-ordinator to try and ensure that all patients requiring isolation are 
appropriately placed and to prioritise, through risk assessment, the best use of those 
limited resources available.  Compliance with isolation for patients identified with 
infectious conditions is monitored through monthly audit and reported in the Infection 
Prevention and Control monthly report. There is an on-call arrangement for medical 
advice provided by the consultant microbiologists. 
 
The Patient Placement Policy is monitored by the Hospital Co-ordinators to minimise 
the number of non-clinical moves. 
 
Patient location and any associated risks are assessed every weekday morning 
using an infection control surveillance system called ICNet. The new ICNET system 
also links to the hospital microbiology system to allow full assessment of the patient 
from an IC perspective. This information forms part of the risk assessment.  
 
ICNet is instrumental in ensuring the Infection Control Team know where infected or 
potentially infectious patients are and identifying patients who are either susceptible 
or a risk to others. The current version of ICNET system was updated on 8th 
December 2016 (version 7). 
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5.2 Infection Prevention and Control Infrastructure 

 The substantive Infection Prevention and Control Team structure is attached at 
Appendix A. 

 The budget for Infection Control is held by the Head of Infection Control. 

 The Director of Nursing and Quality is the Director of Infection Prevention and 
Control. 

 
5.3 Cleaning Services 

 All inpatient areas are compliant with the recommended cleaning and audit 
frequencies as set out in The National Specifications for Cleanliness in the NHS: 
a framework for setting and measuring performance outcomes (April 2007). 
 

 Compliance scores are reported to the HICC each month.  
 

 Equipment decontamination is audited monthly in all clinical areas. The target of 
95% was agreed by the Hospital Infection Control Committee.  Audit results for 
equipment cleaning have been above target throughout the year.  
 

 The average equipment cleanliness score for the year was 98.54% (98.77% in 
16/17) 

 

 

 

 There are Cleaning Action Teams (CAT teams) in place that provide additional 
input such as decontamination of isolation rooms and provide cleaning services 
around the clock. 

 Hydrogen Peroxide Vapour (HPV) cleaning (Fogging) was introduced into the 
Trust in January 2017 as a terminal clean post cases of C.diff diarrhoea or under 
the advice of the Infection Control Team 

 Monitoring is the responsibility of the Hotel Facilities Contract Manager whose 
duties include monitoring the compliance with the cleaning standards as set out 
in the National Specifications for Cleaning (2007). 

 

5.4 Policies 
Infection control policies continue to be reviewed and updated systematically. The 
following table shows the policies which have been either written, reviewed or 
published in 2017-18. 

 
 

 

Policy Comment 

Carbapenemase-Producing 
Enterobacteriaceae (CPE) Policy v2 

Reviewed and updated. Delayed 
implementation due to timescales of 
approval.   

Viral Haemorrhagic Fever: 
Management of Patients at Ipswich 
Hospital Policy v2 

Reviewed and updated. Delayed 
implementation due to timescales of 
approval.   

 
 

6.        Education and Training  
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6.1 Training needs analysis has identified that all staff employed at Ipswich Hospital are 

required to undertake education in Infection Prevention and Control at the beginning 
of their employment (usually as part of their induction to the Hospital) and have 
annual updates thereafter.  

 The ICNs continue to deliver face to face sessions for Consultant colleagues and for 
Health Care Assistants on induction. Otherwise all mandatory training is completed 
via the Mandatory training handbook (introduced in April 2016) and assessed by 
successful completion of an e-learning assessment.  

The ICT will continue to encourage and offer face to face training on an ad hoc basis 
as required for all clinical areas or on specific subjects for specialist areas. 
 
The following graph shows the hospital wide training percentage for Infection 
Prevention and Control education for 2017-18. 

 

 
Information has been provided from the Learning and Development Manager. There 
are some data gaps.  
 
 

7.        Infection Control Planning  
 

 
7.1 Succession Planning 

The advent of the proposed merger of IHT with Colchester Hospital will establish a  
 
Head of Infection Control 
 
The post was covered from the beginning of the financial year 2 days a week by the 
previously retired incumbent. A new Head of Infection Control commenced 
employment on 9th May 2017 and left the Trust in July 2017. This position was not 
filled for the remainder of the year, despite efforts to advertise and recruit to the post.  
 
Infection Control Nurses (ICN) 
 
There was 1 substantive full time ICN in post, supported by a previously retired ICN 
returning in May 2017 on 20.5 hours a week. An ICN support nurse role at Band 6 
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was recruited to in June 2017, this is a training post to create continuity for the 
service.  
 
 
Audit and Surveillance Officer 
 
The full time substantive Audit Officer was on long term leave due to sickness from 
December 2017. This position was not back filled and as such the team have be 
unable to complete the regular IC related surveillance tasks and audits.  
 
Trust Merger 
At the time of production of this report the organisation was completing a consultation 
process for the merger of both the Colchester and Ipswich Hospitals, and therefore 
the merger into one Infection Control team.  
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2 Consultant Medical 
Microbiologists 

Director of Infection 
Prevention & Control 

(DIPC) 

Head of Infection 
Control 
(1 wte) 

Infection Control 
Nurses 

(1.55wte) 

Infection Control 
Support Nurse 

(1 wte) 

Audit & Surveillance 
Officer 
(1 wte) 

 
Chief Executive 

Appendix A - Infection Prevention and Control Team Accountability Framework 



 

 

 


