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Lanarkshire Teams involved: University Hospital Monklands (MAU, wards 6, 10, 12 & 20), University Hospital

Hairmyres (ED, wards 1, 4, 6 & 8), University Hospital Wishaw (MAU, wards 4,9 16 & 17)

Aim: By July 2024, 15 acute wards within NHS Lanarkshire will achieve 95% compliance with Hand Hygiene practice using the SICP’s audit tool

Introduction What changes did we test that resulted in ALL STAFF
improvement? C:?—:g:low m
 Education sessions run by IPCT the elbow?
e Critical friend (a peer who is trusted and offers
critique to support better Hand Hygiene)
 Bare Below the Elbow & 5 moments of hand

hygiene posters

 Placement of hand gel dispensers reviewed
* Additional Alcohol Based Hand Rub (ABHR)
added to beds and trolleys, machines

Hand Hygiene compliance rates in NHS Lanarkshire (NHSL) have been
under scrutiny. There was significant variation identified in Hand
Hygiene compliance data from the Standard Infection Prevention and
Control (SICPs) audits undertaken by nursing staff and the Quality
Assurance audits undertaken by the Infection Prevention and Control
Team (IPCT), including variation in the processes for monitoring,
recording and reporting Hand Hygiene compliance. There was also a
requirement to improve Hand Hygiene practice. In order to address
these i.ss%Jes, a Hand Hygiene Im.prov.ement Project v.vas + Hand Hygiene champions in each ward
commissioned by NHSL's Executive Director for Nursing. It was e iPad screensavers

agreed 5 inpatient areas from each acute hospital site would « Personal hand gels for staff

undertake this focussed improvement work on Hand Hygiene. This * Encouraging staff ownership through kind to

improvement project commenced in February 2024 until the end of remind empowerment

July 2024, * Hand Hygiene Visual Management Boards on
display and used to update progress

Method

The Quality Improvement journey was used as the framework and Results
approach for the project. In terms of creating the conditions, to build  Data was collected cumulatively meaning that every data point was a
engagement and ensure staff within the wards felt listened to as key combined % of the previous 4 weeks worth of 20 audits. The data in
stakeholders, a short questionnaire to help understand the system from the charts below shows Hand Hygiene compliance data for each of
staff’s perspective on challenges or barriers that prevented them from the 5 teams on each Acute hospital site and an overview of the data

carrying out Hand Hygiene practice effectively was developed. This collection process. Of the 15 wards, 9 achieved the aim of 95%, 3
included questions on training and awareness of Hand Hygiene wards improved to >90% and the remaining 3 wards improved to 85%

monitoring within the ward. Initial baseline data collected from ward by July 2024.

. . . . « . University Hospital Hairmyres University Hospital Monklands
auditors highlighted that many staff had not received training on how | .. . el | — S J—
90% = ’ ' ¢ . ~N—
to observe and record hand hygiene practice accurately and did not * ?
always feel competent and confident in undertaking this process. This | «
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feedback from staff generated a number of change ideas which are :

30%

included in the Driver Diagram that was developed (pictured below).
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Hand Hygiene Data collection timeline: April = July 2024 T

University Hospital Wishaw EE TN ET I T N E EX R T TR T

- e S O u r C e S Data collector *Data collection Ward Auditor ~~ Ward Auditor ~~ Ward Auditor ~~ Ward Auditor ~~ Ward Auditor ~~ Ward Auditor ~~ Ward Auditor ~ Ward Auditor ~~ Ward Auditor ~ Ward Auditor i

100% process commenced &IPC nurse &IPC nurse &IPC nurse & IPC nurse & IPC nurse weekly Hand Hygiene

o om
e . . . from 8" April. observations.
No. of observations X5 x5 x5 X5 X5 X5 X5 X5 x5 x5
S0 Agreement on 16/05 Hand Hygiene
o to continue HH b ions should b
LanQIP Data submission  Improvement Project v % v v % v v v 5 v observations should be
- due until w/b 22/07. conducted across all
80% professions within the
Data to be submitted IPCursedata ~ Wardauditor ~ IPCnursedata ~ Wardauditor ~ IPCnursedata ~ Wardauditor ~ IPCnursedata ~ Wardauditor ~ IPCnursedata  Ward auditor multi-disciplinary team
. collection tool collection tool collection tool collection tool collection tool (e.g. Nursing, Medic, AHP,
70% > CSW) where possible.

- H u I I I a n F a C t O rS 60% Data Collection Process — Measuring Hand Hygiene compliance using SICPs data collection tool | | Data Submission

) . ’ Measure: % compliance with Hand Hygiene
50% Proc.ess for data colfection for Ward Process for data collection for Ward Auditor & IPC nurse: Ward team submit data collected on SICP’s data collection tool to LanQIP
Auditor: 1. Ward auditor & IPC nurse will each have a copy of the SICPs Hand
_ 1. Use the SICPs Hand Hygiene Audit Hygiene Audit Data Collection tool
40% Data Collection tool 2. Select x5 members of staff to observe performing Hand Hygiene = Number of observations where Ward audi rse e
2. Observe x5 members of staff 3. Wardauditor & IPC nurse will conduct their own observations on the | | :ﬂ:l;tel:rg%bservatmns R T
30% performing Hand Hygiene as per same agreed member of staff concurrently
inclusion criteria 4. Ward auditor & IPC nurse will compare results, discuss any rd level put data
20% discrepancies, agree and record any action(s) agreed to be taken p elo;r)d o s
. . . . . . : R ——
0% NB. There is an expectation that results  NB. There is an expectation that results will be shared with the SCN & ward ; e — )
e C a n g e I e a S a I g n e O e S e r I I I I a r y r I V e r S W e r e e S e W I ’ will be shared with the SCN & ward staff  staff and any areas of non-compliance will be addressed.
V4 and any areas of non-compliance and
0% feedback following observations willbe B, as long as agreed with ward SCN, ward auditor could be any member of " L
° ° ° ° ° i t & b ™ t B t ™ > B b ™ addressed. staff working on the ward at that time. This will ensure all staff receive Hand
,-L@’ ’L@’ q',bq’ ’L@ q?q' nﬁg’ ,,IESI’ ql()q' qf@' ’L@r q,@' ’L@’ q,& 1 Hygiene training and understand the process for data collection and the
I I I V I X I . \‘})b\.\ \69\ \POJ\ \‘\S’;\ \QQ)\ \PG\ \9@\ \?G\ '@Q;\ \Q’\\ \§\\ '{\;\\ \Q’\\ [T EEEREL ) standards and practice required. - Number of passes or fails (according to SCIPS audit process)- 5 submitted weekly
© o % Q A 3 Qo A b . D e, W
v S N v v N S N g S S N W || R et show thecumuative hand hene compianc o th preious  wees, U
T ke Thg chart illshow the cumlative hand hygiene compliance for th :l :arsz ssssssssssssssss
@ \Vard 4  epum\Ward 9 e=@e==\Ward 16 Ward 17 e MAU1 Once data has been collected on the SICPs audit sheet, store all paper copies of the data in a dedicated Hand Hygiene Folder or input directly to Languig performance every week based on a sample size of 20 audits rather than 5 audits. A larger
and inform Improvement Advisor of results. Ensure thisis readily accessible for all ward steft. | | sample size provides a better understanding of current performance (see results )
c I i
{Conﬁdent, il [Training J [Hand hygiene induction contract to all MDT. J
engaged workforce - [ Provide QI coaching and project surgeries. ]
{ Monthly IPC reporting ] gand P B PY . . . . . { . . )
. " Proide 1Pl aiingon hand hgiene ] eams Iinvoivea in the improvement project nave pulit a cuiture nased on Kinad to hemin
[Learnpro hand Hygiene \ , V4
compliance ) | Feed back at safety brief re hand hygiene assurance audits. BBE spot checks.

et tme T e ‘Role Modelling Behaviour’ and a will to maintain a high standard of hand hygiene.

|_undertaking hand hygiene compliance audits

N g e Relationships within many of the project teams across all staff groups within the hospital

Appropriate and working hand hygiene equipment is available on all appropriate )

By July 2024 15 acute ward

within NHS Lanarkshire will [ Access to policy & advice ]

achieve 95% compliance with

< were greatly improved through this project which provided excellent opportunities for

the SICP’s audit tool. Increase staff awareness to policy by provide staff with visible and easy access to

| policy documents including — NHSL Uniform Policy and 5 moments of Hand Hygiene. )

raising awareness, shared learning and improved outcomes in hand hygiene.

_ "poster blindness",

JE e |« The importance of Senior Leadership support in creating the conditions to drive
e ]| Improvements in patient care.
(v | [ .- * The wards will continue to work on sustaining their efforts, and sharing with others.

) [ Consistency in escalation policy and reporting

[ Behaviour change

. [ Song words to ensure time spent washing hands is appropriate

[ Psychological safety

)
)
)
G (e e essecnene | * Spread plans are being developed and agreed by the Chiefs of Nursing and Medical on
N.B not all change ideas were tested across all wards. Different each acute site to spread the improvement work across all inpatient areas by the end of

change ideas were selected based on problem areas identified. the year.

Further information contact: LQA@Lanarkshire.scot.nhs.uk
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