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1. BACKGROUND INFORMATION 

 
1.1 The Role and Responsibilities of the Regulation and Quality 

Improvement Authority (RQIA) 
 
The Regulation and Quality Improvement Authority (RQIA) is a non-departmental public 
body, established with powers granted under the Health and Personal Social Services 
(Quality, Improvement and Regulation) (Northern Ireland) Order 2003.  It is sponsored by 
the Department of Health, Social Services and Public Safety (DHSSPS), with overall 
responsibility for assessing and reporting on the availability and quality of health and social 
care services in Northern Ireland and encouraging improvements in the quality of those 
services. 
 
The Health and Personal Social Services (Quality, Improvement and Regulation) (Northern 
Ireland) Order 2003 places a statutory duty of quality on Health and Social Care (HSC) 
organisations and requires the RQIA to encourage continuous improvement in the quality 
of care and services throughout all sectors in Northern Ireland. 
 
The 'Quality Standards for Health and Social Care' (DHSSPS, March 2006) emphasise the 
responsibility of Health and Social Care (HSC) Trusts to comply with the Duty of Quality 
placed on them by the Order.  This means that each organisation has a legal responsibility 
for satisfying itself that the quality of care it commissions and/or provides meets a required 
standard.   
 
The quality standard for 'Safe and Effective Care' states that each Health and Social Care 
organisation should have "properly maintained systems, policies and procedures in place, 
which are subject to regular audit and review to ensure -  
 
× Promotion of general hygiene standards, and prevention, control and reduction in 

the incidence of healthcare acquired infection and other communicable diseases; 
 
× Appropriate decontamination of reusable medical devices; 

 
× Safe and effective handling, transport and disposal of waste, recognising the need 

to promote the safety of service users and carers, staff and the wider public, and to 
protect the environment."  (Standard 5.3.1 f) 

 
In his statement of 23 January 2008, The Minister for Health, Social Services and Public 
Safety, Michael McGimpsey, announced a package of new initiatives aimed at tackling 
Healthcare Associated Infections.  
 
One of these measures was the commencement of a rolling programme of unannounced 
hygiene inspections.  The RQIA have now commenced this programme of inspections.  

This report details the findings of the visit to Musgrave Park Hospital.
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1.2 Approach and Scope  
 
The unannounced hygiene inspection was a snapshot of hygiene and infection control 
standards within the specified functional areas on the day of the visit and should not be 
taken as a representation of standards in the hospital over a period of time.  The 
unannounced hygiene inspection collected information through direct observations of the 
areas visited, some observation of clinical practice, staff and patient questioning and 
review of key documentation in the wards and departments visited. 
 
The inspections focus on promoting public confidence as a clean, tidy and well maintained 
environment is an important foundation to promote patient confidence and support other 
infection prevention measures.  Cleanliness is not a full indication of safe care but rather is 
used as an indicator.  Good hygiene and infection control practices are measures, which 
can be taken to provide safe care, however, they will not provide a guarantee that patients 
will not contract an infection as a result of care.  Not all HCAIs can be prevented however 
consistent application and compliance with cleaning and infection control principles can 
reduce or minimize the risk.  Health care associated infections and cleanliness are 
challenges faced by all health care environments and the message that this is 
"everybody's business" needs to be firmly embedded in a "Board to Ward" approach were 
everyone takes responsibility for their behaviour and practice.  
 
The inspections support the following key documents/campaigns: 
 
× 'Changing the Culture' 
× 'Cleanliness Matters' 
× 'Ward Sisters Charter' 
× 'Clean your Hands' campaign 
× 'Regional Infection Control Manual' 
 

The RQIA as a driver for continuous improvement believes that unannounced inspections 
are a valid approach to assess patient experience as good hygiene and infection control 
practices should be available on a constant and ongoing basis. 
 
The inspection team included RQIA staff and external professionals with the relevant 
knowledge and experience. 
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1.3 The Audit Tool 
 
The audit tool used for the hygiene inspection was based on an adapted version of the 
Infection Control Nurses Association (ICNA) toolkit.  The decision to use this toolkit was 
based on the principle that a multi disciplinary approach to hygiene and infection control 
standards is required. 
 
The standard sections of the audit tool used for the hygiene inspections are listed below.  
Additional sections for specific specialised areas will be added as required. 
 
× Environment 
× Handling and Disposal of Linen 
× Departmental Waste Handling and Disposal 
× Safe Handling and Disposal of Sharps 
× Management of Patient Equipment (General) 
× Hand Hygiene  
× Ward/Departmental Kitchens 
× Clinical Practices 

 
The audit tool used in 2008 has been revised to include additional areas such as 
Decontamination and Disinfection Knowledge, and clinical practices that could be 
reviewed in the time period.   The questions do not cover all aspects of the practice but 
can give some indication that appropriate infection control measures are in place.  Various 
elements within the tool now include staff questions and the Hand Hygiene and Personal 
Protective Equipment sections include observation of practice.  These two observational 
areas are normally carried out over a period of time however these may be observed as 
part of the inspection.  The hand hygiene audit includes three questions for patients. 
 
The standard audit has eight sections.  Each section is devised to achieve a particular 
standard that covers a number of areas.  All criteria within each section are marked yes/no 
or non-applicable.  Inspectors/Reviewers are informed that it is not acceptable to record a 
non-applicable response where an improvement in a standard must be achieved for 
example when a national standard is not being met.  However, if a standard is absent or 
not observed then, it can be marked as non-applicable. 
 
Milliward et al (1993) reported that weighting of criteria did not significantly influence 
overall scores.  The 'epic2: National Evidence - Based Guidelines for Preventing Health 
Care - Associated Infections in NHS Hospitals in England' (2007) states that all 
recommendations are endorsed equally and none is regarded as optional. 
 
The audit tool also is considered as an evolving document that will be reviewed and 
adapted as required. 
 
In addition the team were advised on the use of digital cameras provided to record areas 
of particular concern.  Team members agreed that images should be taken only of the 
environment and at no time would images of patients, staff or visitors be included.  Where 
appropriate, images have been included in the report. 
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1.4 Preparation 
 
The team met prior to the inspection to finalise arrangements for the visit and to identify 
areas to be audited. 
 
The hygiene inspection was unannounced and a letter outlining the type and purpose of 
the hygiene inspection was sent by email to the Chief Executive Office in the Trust at 
9.00am on the morning of the visit.  The letter did not contain the details of areas to be 
visited.  Following the email message, a telephone call was also made to request that a 
representative from the Trust be available at reception. 



 6 

2. THE INSPECTION 
 
The inspections are not intended to be paper based, they seek information from 
observations in functional areas, and this is supplemented by documentary and 
photographic evidence where appropriate.  Some areas of direct questioning and 
observation of clinical practice have been included. 
 
Inspectors/reviewers are aware of and follow the RQIA's Inspection Protocol. 
 
If the inspector/reviewer identifies any serious concerns during the review, they should 
bring this to the attention of the Team Leader in the first instance.  Any area of serious 
concern that requires immediate action will be brought to the attention of the person in 
charge and Senior Management before the team leave the premises.  These concerns will 
be reported to the RQIA's Senior Management Team in accordance with the Hygiene 
Inspection Escalation Policy. 
 
Inspectors/reviewers are also advised to note areas of good practice or any additional 
observations that could pose a risk to patients or staff. 
 
Prior to the feedback session to Trust representatives, inspectors/reviewers had a debrief 
session to review and agree findings.  The key findings of the inspection were outlined to 
the following Trust representatives: 
 
× Mr Aidan Dawson  - Co-Director Trauma and Orthopaedics 
× Ms Suzanne Pullins  - Associate Director of Nursing Specialist Services 
× Mrs Mary McElroy  - Senior Manager, Central Nursing 
× Mr Ken Gallagher  - SM Orthopaedics 
× Ms Jacqui Austin  - Governance Manager, Specialist Services 
× Mr Earl Moffett  - Patient and Client Support Services Senior  

     Manager 
× Ms Lucia Smyth  - Support Services Manager 
× Ms Nancy Scott  - General Manager, ISS Mediclean 
× Mr Ken Jones  - Estates Officer 
× Ms Joyce Shaw  - Clinical Co-ordinator 
× Ms Caroline McAteer - Deputy Ward Manager 

 
Apologies were received from: 
 
× Mr Kieran Fitzpatrick - Outpatient Manager 
 

Audit scores and compliance levels are not given at this feedback session, as the Audit 
Tool requires to be quality assured before final results are issued. 
 
The inspection team wishes to thank the Trust and the staff who willingly facilitated this 
visit, and responded constructively during the feedback session. 
 

2.1 Main Findings 
 
This section discusses the main findings of the inspection giving a collective overview of 
areas visited under each section of the audit tool.  Each section begins with references or 
good practice statements.  The findings are first formatted into bullet points that give a 
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detailed account of the findings for individual wards and departments (Appendix 1).  The 
full report is agreed by all members of the team and then forwarded to the Trust. 
 
 

2.2 Areas Visited 
 
× Outpatient Department (OPD) 
× Withers Ward 4 (Surgical Orthopaedics ) 
× Ward 5 (Rheumatology) 

 
The following table outlines the scores achieved by each section of the audit tool. 

 
Areas Visited Outpatients Ward 4 Ward 5  

Environment 71% 50% 67% 

Linen N/A 58% 86% 

Waste 70% 53% 88% 

Sharps 84% 74% 91% 

Patient Equipment 81% 63% 85% 

Hand Hygiene 94% 74% 86% 

Kitchen N/A 53% 68% 

Clinical Practice 95% 86% 93% 

Average Score 83% 64% 83% 

 
Level of Compliance 
Green  -  Compliant 85% or above 
Amber - Partial compliance 76% - 84% 
Red  - Minimal compliance 75% or below  
 
 

2.3 Hospital Environment and Facilities 
 
Areas Visited Outpatients Ward 4 Ward 5 

 
Scores 

 
71% 50% 67% 

 
Introduction 
 
Good hospital hygiene is an integral and important component of the overall strategy for 
preventing health care associated infections. 
 
The hospital environment must be visibly clean, free from dust and soilage and acceptable 
to patients, their visitors and staff. 
 
Reference: The 'epic2: National Evidence - Based Guidelines for Preventing Health Care - 
Associated Infections in NHS Hospitals in England' (2007). 
 
Main Findings  
 

Musgrave Park Hospital is a non-acute hospital delivering a range of Regional Specialist 
Orthopaedics and Rehabilitation services to the population of Northern Ireland.  
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The fabric of the environment in some of the older buildings on the Musgrave Park 
Hospital site is in a poor state of repair and it was recognised by the inspection team that, 
the general environment in some instances has impacted negatively on the scoring. 

 

  
    Entrance to the Outpatient department       Taped flooring, Withers 4 

 

The Outpatient department reception entrance was clean, light and had a welcoming 
atmosphere.  This was in contrast to both Rheumatology 5 and Withers 4 where the 
corridors leading to and within the wards had damaged paint and plaster work.  The 
flooring leading to and within Withers 4 had numerous repairs, with tape used to 
temporarily repair some areas.  The paint had worn away from the doors leading into 
Rheumatology 5, surfaces that are not intact can compromise the cleaning process as 
they are no longer smooth, sealed and easily cleaned.  The ceilings in a number of rooms 
in the Outpatient department were stained, in particular the ceiling of Suite 2 Consultation 
Room which was extensively stained. 

 

           The radiators in the Outpatient department 
 and Rheumatology 5 were dusty internally 
 and externally and the light pulls in the 
 Outpatient department and Withers 4 were 
 either broken or dirty.  Attention to detail is  
 required in all three wards as a build up of 
 dust on a number of high and low surfaces 
 and the corners of rooms were observed 
 during the inspection. 

 

 
 

 Dirty radiator grill, Outpatients  

 
In both Withers 4 and the Outpatient department, some posters had been secured to the 
walls and cupboards with tape rather than secured with 'blu-tac'.  Removing taped posters 
from walls can cause damage as paint can be peeled from the walls, making it harder to 
clean.  This also generates an action for maintenance to repair/repaint the walls. 
 

During the inspection it was observed that chairs used in the consultation rooms in the 
Outpatient department were stained and grubby as they were covered in an inappropriate 
non easily cleaned fabric.  It was also noted that in Rheumatology 5 inappropriate chairs, 
that is, chairs with unsealed wooden arms, were present throughout the ward and a chair 
with a torn seat was being used in the Injection Room.  Split fabric can act as a reservoir 
for bacteria and is not easily cleaned; therefore any equipment with torn covering should 
be repaired/replaced.  Chairs with a non easily cleaned fabric were being used in a 
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designated isolation room.  Non easily cleaned fabric compromises the cleaning process 
due to the inability to remove all bacteria by normal damp dusting and cleaning processes.  
It is imperative that all chairs used within a clinical area are covered in easily cleanable 
fabric to prevent the possible build up of bacteria and subsequent transmission of bacteria, 
especially during an outbreak situation. 
 

 
Torn Chair, Rheumatology 5 

 
 
Patient privacy curtains in Withers 4 and vertical blinds in the Outpatient department were 
dirty/dusty at the time of inspection.  Staff on Withers 4, when questioned, were unaware 
of any planned programme for changing and laundering of curtains.  The manager of the 
Outpatient department advised that there was no planned programme for cleaning vertical 
blinds or patient privacy curtains however stated that these were cleaned on request.  The 
manager of the Outpatient department also advised that disposable patient privacy 
curtains were in the process of being purchased.  
 
Rheumatology 5 window frames were worn and dirty while the window frames and 
windows in Withers 4 were dirty.  It was noted during the inspection that in Withers 4, 
window cleaners were in the process of cleaning the external windows.  
 
 

 
 
 
 
 

                                                 
                                                           Dirt in corner of shower room, Withers 4 
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There were two shower rooms available within Withers 4, 20 bedded unit.  The shower 
facilities were out dated and there were no hand washing facilities in the areas inspected.  
The shower rooms in this ward had paint flaking from the walls and the bath chairs and 
floor corners required cleaning.  There was no laminate finish on the wooden shelving and 
the folding arm rest in the disabled toilet was dirty.  In the Outpatient department the 
specimen room toilet cistern pipe had a build up of lime scale and a broken back rest. 
Attention to detail is required in cleaning sanitary facilities.  
 
Communal wash products were noted in both Withers 4 and Rheumatology 5.  It is 
advised that patients are encouraged to keep all personal toiletries in their lockers.  
Communal items have the potential to act as a reservoir for infection and therefore assist 
in the transmission of bacteria from one person to another especially during an outbreak 
situation. 
 

There was inappropriate use of clinical and non clinical areas in the Outpatient department 
and Withers 4.  In Withers 4, a clinical room was being used as a store room and in the 
Outpatient department the clean utility room was being used as an administration store 
and the dirty utility/specimen room was being used as an area to measure patients 
weight/height and store patient use equipment. 

 

  
 Specimen room used to store equipment/carry 

         out patient activities, Outpatients 

 

Clinical room used as store, Withers 4 

 

A space utilisation study is advised in both these units to improve the use of all available 
rooms and ensure all appropriate infection prevention and control practices are in place 
when carrying out patient centred activities. 

 

Dust was observed on high and low levels, and the corners of the floors in both Withers 4 
and Rheumatology 5, clinical room/clean store areas.  In Withers 4 it was noted that the 
ward practice of checking the resuscitation trolley twice daily was not being adhered to.  It 
was also observed that in Withers 4, setting gel had spilled out of the suction canisters 
onto the shelving and equipment below and it was noted that a sterile box of tubing was 
out of date. 

 

In all three areas daily drug fridge temperature checks were unavailable and in the 
Outpatient department and Rheumatology 5 the drug fridges were unlocked.  When 
questioned staff in the Outpatient department stated that drug fridge temperature checks 
were not carried out.  It is advised that drug fridge temperature checks are carried out on a 
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daily basis to ensure medication is kept at the correct temperature and to identify if a fridge 
has failed to reach the required temperature and a cold chain failure has occurred.  All 
medications should also be stored under locked conditions in line with the Medicines 
Management Standard, DPSSPSNI 2009.  In Withers 4 the clinical room ice machine, 
used only for preparing patient ice packs was dirty and required cleaning. 
 

In the designated dirty utility rooms in all wards there were no separate hand washing 
sinks available.  In Withers 4 and Rheumatology 5 there was damage noted to the wooden 
door frames and a wooden wall panel required painting. In both areas equipment, such as, 
the macerator was dirty and the environment required cleaning.  Toilet brushes/bases in 
Withers 4 and Rheumatology 5 dirty utility rooms were dirty and disinfectants were not 
stored in a locked cupboard, as per Control of Substances Hazardous to Health 
Regulations, 2002. 

 

The sink unit in the Outpatient department domestic store was cluttered/dirty and a used 
wet mop had been left in a mop bucket rather than sent for laundering.  In Withers 4 and 
Rheumatology 5 the domestic store was cluttered, the floor and equipment were dirty and 
there was damage noted to the shelving in Rheumatology 5.  In all three areas mop 
buckets were not inverted after use to allowing access water to drain out and assist the 
drying process.  Colour coding posters were present in all areas to denote the correct 
segregation of cleaning equipment. 

 

   
Cluttered/dirty domestic store, Rheumatology 5          Colour coded poster, Rheumatology 5 
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2.4 Handling and Disposal of Linen 

 
Areas Visited Outpatients Ward 4 Ward 5 

 
Scores 

 
N/A 58% 86% 

 
Introduction 
 
The provision of an adequate laundry service is a fundamental requirement of direct 
patient care. 
 
Guidelines for these arrangements are set out in HSG (95) 18. 
 
The Health and Safety at Work legislation outlines obligations related to the protection of 
staff that handle and launder linen. 
 
"The Dress Code Policy" DHSSPS requires Trust to put in place arrangements for the 
laundering of staff uniforms". 
 
Main Findings 
 
There is minimal use of linen within the Outpatient department therefore this section of the 
audit tool was not scored.  The linen store in the Outpatient department was used as a 
store for patient equipment and notes.  It is advised that the use of this room is reviewed 
and dedicated specifically for one purpose.  This will ensure all equipment and patient 
notes are accessed only by authorised staff. 

 

  
 Linen store used to store equipment and notes,  
   Outpatients 

 

   Untidy Linen Store. Withers 4 

 
Withers 4 achieved minimal compliance in this area while Rheumatology 5 achieved full 
compliance.  Staff in Withers 4 were observed not wearing aprons when changing soiled 
linen.  In Withers 4 the linen store was cluttered and required cleaning.  Used/soiled linen 
bags were stored inappropriately on the floor in the storage corridor, easily accessible to 
the public.  Shelving in the linen store of both Withers 4 and Rheumatology 5 was either 
damaged or unsealed compromising the cleaning process.  Surfaces that are not intact 
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can and act as a reservoir for bacteria, with the cleaning process compromised, as they 
are no longer smooth, sealed and easily cleaned.  
 
Staff on Rheumatology 5 when questioned advised that they had a limited supply of 
uniforms, that is, only two uniforms for more than two working days. 
 
 

2.5 Departmental Waste Handling and Disposal 
 
Areas Visited Outpatients Ward 4 Ward 5 

 
Scores 

 
70% 53% 88% 

 
Introduction 
 
The safe segregation, handling, transport and disposal of waste can, if not properly 
managed, present risks to the health and safety of staff, patients, the public and the 
environment.  The key legislation pertaining to healthcare organisations are broadly 
defined under the following legislation guidance: 
 
× "The Waste Collection and Disposal Regulations (NI) 1992" 

 
× "The Waste and Contaminated Land (NI) Order 1997" 

 
× "The Controlled Waste Regulation (NI) 2002" 

 
× "The Hazardous Waste Regulations (NI) 2005" 
× "Health Technical Memorandum 07:01 Safe Management of Healthcare Waste" 

 
The overall management of waste within the hospital was not reviewed, the inspection 
focused on observations at ward and department level. 
 
Main Findings 
 
Rheumatology 5 achieved full compliance in this area while the Outpatient department and 
Withers 4 achieved minimal compliance. 
 
Not all waste bins in Withers 4 and the Outpatient department were labelled appropriately 
to denote the correct segregation of waste.  On some of the bins in the Outpatient 
department, the labels present were incorrect, that is, a clinical waste bin had a household 
waste bin label. 
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 Clinical waste bin with household waste label,      Rusty/dirty base of waste bin, Withers 4 
    Outpatients 

 
In all three areas the waste bins were either dusty or rusting and should be either cleaned 
or replaced. 
 
In Withers 4 the waste holding corridor was cluttered, there was no liner in a waste bin and 
a waste bag had been tied inappropriately to an observation monitor.  Not all waste bins 
were foot operated.  In Withers 4 and Rheumatology 5 the waste bins in the storage 
corridor were unlocked and accessible to the public.  There was no internal waste holding 
area within the Outpatient department and the only poster present denoting the correct 
segregation of waste, for staff to reference, was displayed in a store room not accessed by 
clinical staff.  In the Outpatient department there was a limited supply of encased foot 
operated waste bins available in the consultation rooms, as open top waste bins were in 
use.  
 
Waste bins in all clinical areas should be labelled, foot operated and encased.  This is to 
promote inappropriate segregation of waste, prevent contamination of hands from handling 
the waste bin lids and to reduce the potential for fire spread.  
 
 

2.6 Safe Handling and Disposal of Sharps 

 
Areas Visited Outpatients Ward 4 Ward 5 

 
Scores 

 
84% 74% 91% 

 
Introduction 
 
The safe handling and disposal of needles and other sharp instruments should form part of 
the overall strategy for clinical waste disposal to protect staff, patients and visitors from 
exposure to blood borne pathogens.  Reference: The 'epic2: National Evidence - Based 
Guidelines for Preventing Health Care - Associated Infections in NHS Hospitals in 
England' (2007).  
 
A report from Health Protection Agency in 2006 noted that needlestick injury had 
increased by 49% in three years even though such exposures are largely preventable. 
Reference:  Health Protection Agency "Eye of the Needle". United Kingdom Surveillance 
of Significant Occupational Exposure to Blood Borne Viruses in Health Care Workers. 
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Main Findings 
 
Rheumatology 5 achieved full compliance, the scores achieved by the Outpatient 
department and Withers 4 could be improved with attention to detail. 

 
In all three areas the temporary closure 
mechanism, to prevent inappropriate access and 
spillage of sharps waste, was not in use.  
 
The Outpatient department could achieve full 
compliance in this area by ensuring that the 
sharps box on the resuscitation trolley is empty 
and secure.  The Outpatient department had a 
poster in place denoting immediate action to take 
following a sharps injury. 
 

Temporary closure mechanism not in use, Ward 5 

 
In Withers 4 some of the sharps boxes were not signed or labelled.  There was no 
inoculation poster present in Withers 4 and the sharps box was not secured to the 
resuscitation trolley. 
 
All sharps boxes must be labelled and signed by staff when assembling and disposing of 
the sharps box.  Correct labelling ensures that if there is a spillage of sharps waste from 
the sharps box or an injury to a staff member as a result of incorrect assembly/disposal, 
the area the sharps box originated from can be immediately identified.  Identifying the 
origin of the sharps box and its contents is imperative to assist in the immediate risk 
assessment process carried out following a sharps injury and also to ensure that staff who 
incorrectly assembled/disposed of the sharps box can receive education on the correct 
procedures to follow. 
 
 

2.7 Patient Equipment 
 
Areas Visited Outpatients Ward 4 Ward 5 

 
Scores 

 
81% 63% 85% 

 
Introduction 
 
Medical devices and items of equipment that are shared may act as a receptacle by which 
microorganisms are transferred between patients that may result in infection. 
 
All these devices must therefore be decontaminated between patient use.  Depending on 
the item of equipment used decontamination will include cleaning, which may be followed 
by disinfection, or sterilisation and manufacturing instructions must be followed.  
Reference:  "The Northern Ireland Infection Prevention and Control Manual" (2008). 
 
ñDirective 93/42 EECò implemented into law by the Medical Device Regulation 2002 in 
general covers the Management of medical devices. 
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Main Findings 
 
In Rheumatology 5 and the Outpatient department, patient equipment was, in general, in a 
good state of repair.  However in Rheumatology 5 the laryngoscope blade was dusty and 
in the Outpatients department, the laryngoscope handle had a peeling sticky label present.  
Attention is required to ensure resuscitation equipment is clean and in a good state of 
repair prior to use. 

 

  
Peeling sticky label on laryngoscope handle,          Out of date equipment, Outpatients 
      Withers 4 
 
Withers 4 achieved minimal compliance in this area.  There was no liner present in one of 
the suction canisters, equipment on the resuscitation trolley was dusty, out of date and the 
laryngoscope blade and oxygen mask were uncovered.  Some equipment in Withers 4 is 
shared with the adjoining ward.  Staff were unable to assure inspectors that this equipment 
was cleaned correctly at ward level prior to patient use.  Staff when questioned during the 
inspection were unclear of the procedures in place and products to use for 
decontamination of equipment or the need to contact the Infection Prevention and Control 
team when purchasing new equipment.  COSHH data sheets for disinfectants in use were 
not available, and disinfectants were not held under locked conditions as required by 
COSHH regulations.  
 
 

2.8 Hand Hygiene 

 
Areas Visited Outpatients Ward 4 Ward 5 

 
Scores 

 
94% 74% 86% 

 
Introduction 
 
Compliance with the correct hand hygiene procedures is crucial to the prevention of health 
care associated infections.  Hands are the most common route of transmission therefore 
Hand Hygiene is the single most effective measure that can be taken to prevent the 
spread of infection.  
 
Cross-transmission or the transfer of micro-organisms between people which occurs 
directly via hands or indirectly via an environment surface such as a commode or wash 
bowl and overviews of epidemiological evidence conclude that hand-medicated cross 
transmission is a major contributory factor in the current infection threats to patients.  


