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EXECUTIVE SUMMARY 
 

This has been a remarkably successful year which has built on improvements in 
infection prevention and control over many years.  Our results show that we are 
among the leaders in healthcare associated infection reduction in England.  Whilst 
the programme of work to achieve success is led by the Joint Directors for Infection 
Prevention and Control, sustained improvement would not have been achieved 
without support from all levels of the organisation and, particularly, from the Chief 
Executive and the Board of Directors.   
 
This report takes the opportunity to celebrate the successes and, because memories 
fade, provides a reminder of the extent of the improvement, particularly in relation to 
MRSA and Clostridium difficile infection: 
 
1. Ten years ago, the trust laboratory identified MRSA in the bloodstream of 48 

patients which was not an unusually high number at that time.  Year on year 
reductions were achieved and now there have been no MRSA bloodstream 
infections attributed to the Trust since September 2011.  This record places the 
Trust amongst the very best in the country.  There are only 10 other hospitals that 
have achieved a greater length of time without an MRSA bacteraemia  - nine are 
small single specialty hospitals .  The only general hospital which has achieved a 
slightly longer period is a small acute Trust.  This excellent performance was 
noted in the CQC report following an inspection in November 2015.  
 

2. In 2004-05, this Trust experienced a truly devastating outbreak of the virulent 027 
strain of Clostridium difficile.  In 2006-07, although the outbreak had been 
controlled and cross infection reduced, 180 cases of Clostridium difficile infection 
were apportioned to the Trust giving a rate of 70.7 infections per 100,000 bed 
days.  In 2015-16, 22 cases of Clostridium difficile infection were apportioned to 
the Trust with a rate of 8.63 per 100,000 bed days.  This rate is the lowest in the 
Southwest region and amongst the best in the whole of England where the 
national rate is 14.93 per 100,000 bed days.   

 
3. Antimicrobial stewardship continues to be one of the key measures to reduce the 

risk of Clostridium difficile infection and the single most important measure to 
reduce the selection of multiple antibiotic resistant bacteria such as 
carbapenamase producing enterobacteriaceae (CPE) and multi drug resistant 
acinetobacter.  There have been considerable achievements with prescribing 
standards over the year.  However, it is vital that the focus on this aspect of 
infection control is maintained as the incidence of infections caused by multiple 
antibiotic resistant organisms continues to increase in the UK and across the 
world. 

 
4. The validated rate of infection (identified prior to discharge and on re-admission) 

for orthopaedic knee replacement and revision surgery is 0%, this is a reduction 
on an already low rate of 0.3% rate in 2014/15.  This rate is below the national 
benchmark rate for all participating hospitals.   

 
5. The validated rate of surgical site infection (for orthopaedic hip replacement and 

revision surgery also remains low at 0.5% which is on a par with the national 
benchmark for all participating hospitals in the Surgical Site Infection Surveillance 
Service of Public Health England. This rate reflects 4 infections from 877 
operations over 12 months. 
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6. The outcome of collaborative working with the breast surgery team to implement 
national evidence based guidelines to reduce risk of surgical site infection has 
shown a reduction from 7% to 2.5% over the last 18 months. 

 
7. Very low central venous catheter related blood stream infection rates have been 

maintained even in high risk specialties, such as renal dialysis where the rates 
remain amongst the lowest in the country.  In 2005, there were 21 blood stream 
infections associated with haemodialysis patients dialysing through a central line, 
in 2015 there were only 3. 

 
8. High standards of hand hygiene compliance have been maintained. In 2005, 

Trust wide hand hygiene compliance was 59%.  In the last year, it is 89.2%. 

 
9. Uptake of influenza immunisation has increased from 36% to 51% as a result of a 

peer vaccination system.  Protecting staff from flu is important for staff health and 
well-being but also as a means of protecting vulnerable patients. 
 

10. Despite an increase in the number of patients admitted to hospital with influenza 
there has been a reduction in cross infection incidents within the hospital from six 
incidents in 2014-15 to one incident in 2015-16. 

 

11. Previously a significant feature over the winter months, placing considerable 
pressure on bed capacity, norovirus outbreaks have not been an issue in the 
winter of 2015/16 with a reduction from 24 outbreaks in Q3 and Q4 of 2014-15 to 
just one outbreak in Q3 and Q4 in 2015-16. 

 
12. Environmental cleanliness standards, which are monitored regularly and are 

validated quarterly, are maintained to a high standard;   The Patient Led 
Assessment of the Clinical Environment (PLACE) showed an improvement to 
what was already a high standard of environmental cleanliness. 

 
13.  Processes for the decontamination of medical devices, reusable invasive 

instruments and hospital linen are all undertaken to national standards.  
 

14. The Trust has maintained a safe water system. No hospital acquired cases of 
legionella have ever been detected linked to the Trusts buildings. 

 
15. A comprehensive programme of education and training has been delivered either 

face to face or via e-learning.  The programme is provided for all relevant 
disciplines of staff on general infection prevention and control procedures, hand 
hygiene and antimicrobial prescribing and aseptic technique.   

 

16. In recognition of the excellent work undertaken to achieve the successes 
described in this report, New Year Honours awards were made again this year.  
These awards were once again well received by staff. 
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1. INTRODUCTION  

 
1.1 The purpose of this report is to inform patients, public, staff, the Trust Board 

of Directors, Council of Governors and Northern, Eastern and Western Devon 
Clinical Commissioning Group (CCG) of the infection prevention and control 
work undertaken in 2015-16.  It covers the management arrangements, the 
state of infection prevention and control within the Royal Devon and Exeter 
NHS Foundation Trust (hereafter referred to as ‘the Trust’), outcomes and 
progress against performance targets. 
 

1.2 In December 2003 the Chief Medical officer published a report called 
“Winning Ways – working together to reduce healthcare associated Infection”. 
The Winning Ways report and other initiatives, including the Health and Social 
Care Act 2008, were produced because of the public’s real concern that the 
infection risk made hospitals unsafe.  
 

1.3 These concerns were exemplified in the high rates of meticillin resistant 
Staphylococcus aureus (MRSA) infection and diarrhoea due to Clostridium 
difficile widely reported in the press. Now, as a result of various initiatives and 
reforms the rate of healthcare infection has fallen in the UK, and has become 
an example to the rest of the world. 
 

1.4 The results from this Trust show that we are among the leaders in healthcare 
associated infection reduction in England. This is the 12th Annual Report 
authored by the Joint Directors of Infection Prevention and Control, and it is a 
timely opportunity to reflect on, and indeed celebrate, the truly remarkable 
changes that have occurred in that period. 
 

1.5 Healthcare associated infection remains a top priority for the public, patients 
and staff and remains one of the Trust’s strategic objectives.  Avoidable 
infections are not only potentially devastating for patients and healthcare staff, 
but consume valuable healthcare resources. Investment in infection 
prevention and control remains both necessary and cost effective.  The 
resources committed by the Trust to infection prevention and control can be 
appreciated in the contents of this report.  
 

1.6 Infection prevention and control is the responsibility of everyone in the 
healthcare community and is only truly successful when everyone works 
together. Success is the product of everyone getting everything right; there is 
no single magic bullet in infection prevention. We know that there are bundles 
of measures that must be in place and adhered to.  This annual report shows 
how we are performing, where we do well and where we would like to do 
better. 
 

1.7 There is a danger that success leads to complacency. Memories fade and it is 
easy to forget, for example, why we need to identify and isolate patients with 
certain risks or maintain the environment to a standard that facilitates 
excellent hygiene. We are in an era of unprecedented financial constraints, 
extreme pressure on bed capacity and we have an aging population with 
increasing needs. Often there is temptation to cut corners for short term 
gains. 
 

1.8 However, we forget the lessons of the past at our peril. We are now 
threatened with a new generation of highly resistant bacteria, 
Carbapenemase Producing Enterobacteriaceae (CPE). These bacteria are 
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established in other parts of the world, such as Asia, the USA and Southern 
Europe, and threaten us with infections that are potential untreatable with 
antibiotics. Our goal must be not only to maintain our current position but to 
improve on it and contribute to the prevention of CPEs becoming established 
in the UK. Thus we hope in the long term to make the most of the resources 
we have. 
 

1.9 The authors would like to acknowledge the contribution of other colleagues to 
this report, in particular, the sections on environmental cleaning, linen 
decontamination and antimicrobial prescribing. 
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2. INFECTION PREVENTION AND CONTROL ARRANGEMENTS  

 
2.1 Infection Prevention and Control Team  
 
2.1.1 The infection prevention and control team employed by the Trust also provide 

a service to Devon Partnership Trust throughout Devon and beyond, and the 
eastern area of Northern Devon Healthcare NHS Trust which includes the 
following community hospitals: 

 
Axminster 
Budleigh 
Crediton 
Exeter (Whipton)  
Exmouth 
Honiton 
Moretonhampstead 

Okehampton 
Ottery St. Mary 
Seaton 
Sidmouth 
Tiverton and District 

 
2.1.2 The lead nurse is responsible for leading the infection prevention and control 

(IPC) and tissue viability nursing services and managing the associated 
infection control service level agreements.  There are considerable benefits 
associated with having one infection prevention and control team delivering a 
service to multiple care providers in the same geographical area not least 
because infections do not respect organisational barriers.  Clearly, this 
provides continuity and consistency of approach for service users who also 
move between provider services through their care pathway.  There is also a 
benefit to team members because, with regular rotation, specialist 
practitioners gain varied experience, are able to recognise and respond to 
differing levels of risk, differing needs and can apply their clinical knowledge 
and skills in a variety of settings. 

 
2.1.3 In addition to the lead nurse, the following nurses are employed within the 

infection control service: 
 
 Senior nurse specialist – Band 8A   0.8 WTE 
 Advanced nurse specialists – Band 7  4.0 WTE 
 Specialist nurses – Band 6   5.2 WTE  
 
2.1.4 A registered nurse from the Royal Navy is currently on long term secondment 

to the team whilst he gains practical experience in infection control prior to 
starting a formal course of specialist post graduate study.  It is anticipated that 
he will remain with the team until at least 2017. 

 
2.1.5 One of the band 7 positions has been used as an ‘acting up’ post for three of 

the band 6 nurse specialists on a rotational basis to enable them to develop 
the skills required for a more senior post.  Each nurse has had the opportunity 
to ‘act up’ for an 8 month period.  The position will be advertised as a 
substantive post at the end of this period. 

 
2.1.6 This has been a stable year in terms of the IPC specialist nursing service with 

no one on maternity leave or long term sickness absence.  All members of the 
team have a very strong work ethic and are passionate about preventing 
infection and protecting patients from avoidable harm.  One of the team, Mel 
Burden, was shortlisted for the British Journal of Nursing Awards in the 
Infection Control category and was awarded third place.  
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2.1.7 The service is supported by healthcare assistants (2.0 WTE) and 
administrative and clerical staff (1.8 WTE) who also support the tissue viability 
nurse specialists.   

 
2.1.8 Four consultant medical microbiologists (3.6 WTE) play an active role in 

infection prevention and control activities.  However, one microbiologist fulfils 
the role of Infection Control Doctor with 4 sessions of clinical time allocated 
for this purpose.  The same microbiologist is also the infection control doctor 
under the service level agreement with Devon Partnership Trust. A further 
0.25 sessions of clinical time are funded for this. 

 
2.1.9 Following a 6 month trial period, an on site weekend nursing service has been 

introduced within the existing resources.  At weekends, the service is 
provided by one nurse on site and therefore consists of a reactive service 
only.  Less experienced nurses are supported at weekends by a more 
experienced nurse specialist who is on-call.  An on call nursing service is also 
provided outside normal working hours in the evenings and overnight. All 
nurses who provide on call advice service have completed a specialist post 
graduate programme of study and are experienced infection prevention and 
control specialists. There is also 24/7 consultant medical microbiologist cover.   

 
2.2 Joint Directors of Infection Prevention and Control  
 

The infection control doctor and the lead nurse continue as Joint Directors of 
Infection Prevention and Control (DsIPC), reporting to the Chief Executive, 
when required, and liaising regularly with the Executive Medical Director who 
is the executive lead for health care associated infection monthly.  The Joint 
DsIPC meet the competencies required for this role (DH, 2004). 

 
2.3 Infection Prevention and Control Governance Structure 
 

An Infection Control and Decontamination Assurance Group is chaired by the 
Executive Lead for Healthcare Associated Infection and has senior clinical 
representation. The group meets quarterly and, despite some challenges with 
attendance, a quorate group has met 4 times as required by the Terms of 
Reference (Terms of Reference attached at Appendix A (page 53).  Reporting 
to this group are four operational groups namely:   

 

Infection Control Operational Group 
 

Chaired by Joint DIPC/Lead Nurse 

Decontamination Operational Group Chaired by Joint DIPC/Infection Control Doctor 
 

Water Safety Group Chaired by Joint DIPC/Infection Control Doctor 
 

Antimicrobial Stewardship Group Chaired by Consultant 
Microbiologist/Antimicrobial Stewardship Lead 
 

 
2.4 Reporting line to Board of Directors  

The Infection Control and Decontamination Assurance Group report to the 
Board of Directors through the Safety and Risk and Governance Committees.  

 
  

http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/publicationsandstatistics/lettersandcirculars/Dearcolleagueletters/DH_4083982
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2.5 Links to the Antimicrobial Stewardship Group  
 

The Antimicrobial Stewardship Group (ASG) is tasked with ensuring that 
antimicrobial drugs are utilised throughout the Trust in a way which results in 
optimal treatment of infections while minimising the risk of adverse effects, 
including healthcare associated infections. The group is chaired by a Medical 
Microbiologist who is also a member of the Medicines Management 
Committee (MMC) and the group reports to the Infection Control and 
Decontamination Assurance Group.   

 
2.6 Links to Clinical Governance/Risk Management/Patient Safety 
 

Joint Directors of Infection Prevention and Control are members of the 
Clinical Effectiveness Committee, Patient Safety Group, Emergency 
Preparedness Resilience And Response Group and the Health and Safety 
Group thus ensuring that infection prevention and control is considered by 
these committees.   
 

3. DIPC REPORTS TO THE BOARD OF DIRECTORS 

Reporting arrangements are outlined at Appendix B (page 56). 
 
3.1 Number and Frequency 
 
3.1.1 The Board of Directors approved the annual report for 2014-15 and annual 

programme for 2015-16 in July 2015.  Monthly reports are made through the 
integrated performance report and the ward to board reports.   

 
3.1.2 An assurance report highlighting the activities and decisions made by the 

Infection Control and Decontamination Assurance Group is made to the 
Safety and Risk Committee after every meeting. 

 
3.1.3 The Joint Directors of Infection Prevention and Control have had regular 

meetings during the year with the executive lead for healthcare associated 
infection on a one to one basis.  In addition, information regarding outbreaks 
are communicated daily, significant incidents as required and performance 
against national objectives are communicated weekly to executive directors, 
including the Chief Executive. 

 
3.2 Annual Programme 
 
3.2.1 An annual programme is prepared by the Infection Prevention and Control 

Team, consulted on through the sub groups, agreed by the Infection Control 
and Decontamination Assurance Group and ratified by the Board of Directors.  
The annual programme runs from April to March.   

 
3.2.2 The programme of work is mapped to the duties of the Code of Practice.  

Progress and is monitored by the Infection Control and Decontamination 
Assurance Group.  The programme for 2015-16, and progress made by the 
end of the year, can be found at Appendix C (pages 57- 69).  

 
3.2.3 The annual programme is a dynamic programme and often work streams are 

added to it within the year in response to unforeseen national and local 
drivers.   
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4. SURVEILLANCE OF HEALTHCARE ASSOCIATED INFECTION  

 
4.1 Surveillance is more than just the recording or reporting of infections (see 

Figure 1).  Data is collected in accordance with strict definitions and protocols 
to ensure consistency.  Some surveillance data are only reported internally 
and other data are reported externally either as part of mandatory or voluntary 
surveillance schemes.  However, the most important element of surveillance 
is feedback to clinicians.  Feedback prompts review of, and where necessary, 
planned improvements to clinical practice.  Even where practice appears to 
be appropriate, feedback may result in very subtle, often unconscious 
improvements to individual practice that may reduce low rates even further.   

 
Figure 1 - Surveillance cycle 

 

 
 
4.2. Mandatory Surveillance  

 
4.2.1 Mandatory reports are made to Public Health England (PHE).  Some reports 

are made on line weekly and others are quarterly in accordance with national 
requirements.  These are reporting of: 
 

 Staphylococcus aureus bacteraemia 

 Glycopeptide Resistant Enterococcal Bacteraemia  

 Escherichia coli Bacteraemia  

 Clostridium difficile  

 Orthopaedic Surgical Site Infection 
 
4.3 Staphylococcus aureus bacteraemia 
 
4.3.1 Staphylococcus aureus is a bacterium commonly found colonising the skin 

and mucous membranes of the nose and throat.  Although most people carry 
this organism harmlessly, it is capable of causing a wide range of infections 
from minor boils to serious wound infections and from food poisoning to toxic 
shock syndrome.  In hospitals, it can cause surgical wound infections and 
bloodstream infections.  When Staphylococcus aureus is found in the 
bloodstream it is referred to as a Staphylococcus aureus bacteraemia. 
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4.3.2 Staphylococcus aureus bacteraemias have been reportable since April 2001.   
 
4.3.3 Reports made consist of all Staphylococcus aureus isolated from blood 

cultures processed by the Trust Microbiology Department.  These are 
expressed by Public Health England (PHE) as total episodes of 
Staphylococcus aureus bacteraemia and meticillin resistant Staphylococcus 
aureus (MRSA) bacteraemia. 

 
4.3.4 Reports include all isolates, whether true infections or contaminated blood 

cultures; hospital acquired or community acquired infections.   
 
4.3.5 Although most blood cultures originate from patients admitted to this hospital, 

specimens submitted from community hospitals, general practitioners and 

other health care providers are also included in the returns if they are 

processed in the Trust laboratory.    

 
4.3.6 In October 2005, this surveillance was enhanced to collect patient-level data 

and submitted through an on line data capture system. This was made 
mandatory for meticillin resistant Staphylococcus aureus (MRSA) 
bacteraemias in 2005 but remained voluntary for methicillin sensitive 
Staphylococcus aureus (MSSA) until 2011. Between 2005 and 2011, this 
organisation undertook voluntary enhanced surveillance for MSSA. The 
enhanced data set allowed distinction to be made between bacteraemias that 
are hospital or community attributable.  It also identifies the care details and 
risk factor information which enables improvement strategies to be targeted.  
 

4.3.7 Outcomes for MSSA and MRSA bacteraemia surveillance and, in the case of 
MRSA bacteraemia, performance against the national objective are described 
at section 15 (page 41) 

 
4.4 Glycopeptide Resistant Enterococcal Bacteraemia  
 
4.4.1 Enterococci are normally found in the gut, and are part of the normal human 

gut flora.  
 
4.4.2 Although commonly one of the causes of urinary tract infections, enterococci 

can occasionally cause serious infections such as endocarditis. In 
immunocompromised patients, for example, haemodialysis patients and 
haematology patients, especially those with intravascular lines, enterococci 
may cause bacteraemia. 

 
4.4.3 Glycopeptide resistant enterococci (GRE) are strains that are resistant to 

glycopeptide antibiotics such as vancomycin and teicoplanin. These are 
reportable, and have been reported, to PHE, since July 2003.  

 
4.4.4 The number of GRE bacteraemia reported is low and sporadic. 

4.5 Escherichia coli Bacteraemia  

4.5.1 Escherichia coli (commonly referred to as E. coli) is also found in the gut and 
is part of the normal flora.   

4.5.2  The commonest infection caused by E. coli is infection of the urinary tract.  
Invasion from the primary infection site, such as the urinary tract, to the 
bloodstream leads to blood stream infection (E. coli bacteraemia).  
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4.5.4 Antibiotic resistance has increased in recent years with some E.coli able to 
produce enzymes that confer resistance to multiple antibiotics.   

4.5.5 The aim of the surveillance is to allow more accurate determination of 
possible interventions to prevent avoidable bacteraemias. Close liaison with 
the CCG lead for infection control has resulted in community acquired cases 
being scrutinised outwith the Trust. 

4.5.6 In June 2011 surveillance of E. coli became mandatory.  National and local 
reduction targets have not been set but reporting has continued through 
2015-16 and it is anticipated that national improvement objectives will be 
introduced next year.   

4.5.7 Outcomes for E.coli bacteraemia surveillance are described at section 15 
(pages 41-42) 

4.6 Clostridium difficile (C. difficile) 
 
4.6.1 Clostridium difficile is a bacterium that releases a toxin which causes colitis 

(inflammation of the colon), and symptoms range from mild diarrhoea to life 
threatening disease. Asymptomatic carriage also occurs.  Infection is often 
associated with healthcare, particularly the use of antibiotics which can upset 
the bacterial balance in the bowel that normally protects against C. difficile 
infection.  Infection may be acquired in the community or hospital, but 
symptomatic patients in hospital may be a source of infection for others. 

 
4.6.2 Mandatory surveillance for C. difficile in over 65 year olds has been 

undertaken since 2004. Since 2007, episodes of C. difficile in patients 
between the ages of 2 and 65 have also been reportable. 

 
4.6.3 Episodes (or cases) are reported via the Public Health England Data Capture 

System. An episode consists of one or more C. difficile toxin positive stools 
during a 28 day period.  Cases that occur on or after day 4 of a hospital 
admission (with day 1 being the day of admission) are apportioned to the 
acute Trust with those identified on days 1-3 of admission likely to have been 
community acquired and therefore not hospital apportioned.   

 
4.6.4 Diarrhoeal stools submitted to the microbiology laboratory are examined for 

presence of C.difficile toxin in accordance with the Department of Health 
updated guidance on diagnosis and reporting which was published in March 
2012 (Department of Health, 2012) and implemented in April 2012.   

4.6.5 This guidance requires that the appropriate samples are tested using a two 
stage test which includes a glutamate dehydrogenase (GDH) enzyme 
immunoassay (EIA) and a sensitive toxin EIA.   Samples that are both GDH 
and toxin positive must be included in mandatory reporting.  

 
4.6.6 The polymerase chain reaction (PCR) assay test, as described in previous 

reports to the Board of Directors, is still used at the RD&E as a third stage 
test and helps identify toxigenic C.difficile excretors.  However, in order to 
comply with the updated DH guidance, cases identified by this method and 
who are negative to the sensitive toxin EIA are not be reported as part of the 
mandatory surveillance.    

 

https://www.gov.uk/government/publications/updated-guidance-on-the-diagnosis-and-reporting-of-clostridium-difficile
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4.6.7 Many patients, who would otherwise remain undetected, are identified early 
using the PCR test, receive prompt treatment, if clinically appropriate, 
managed by a specialist C.difficile team and are isolated to prevent 
transmission to other vulnerable patients. 

 
4.6.8 Control of C. difficile is taken extremely seriously in the RD&E and designated 

isolation facilities continue to be provided for patients with C.difficile on 
Torridge ward and these patients are managed by a team who have 
developed considerable expertise.   

 
4.6.9 Each case identified in hospital is investigated and precipitating factors 

examined. If there appear to be linked cases, samples are sent to reference 
facilities for strain typing to determine whether the cases represent cross 
infection. 

 
4.6.10 Strain typing is a specialised service provided by a network of reference 

laboratories. This is an indispensable service which helps us to manage and 
minimise C. difficile.  In 2015-16, strain typing was undertaken where possible 
clusters of C. difficile cases were noted.   

   
4.6.11 National objectives for reduction of C. difficile are set and local targets and 

outcomes are described in section 15 (page 42)  
 
4.7 Orthopaedic Surgical Site Infection 
 
4.7.1 It is a mandatory requirement to conduct some surveillance of orthopaedic 

surgical site infections, using the PHE Surgical Site Infection Surveillance 
Service. The data set collected is forwarded to the service for analysis and 
reporting. This system is controlled and validated to allow comparison 
between centres. 

 
4.7.2 The mandatory requirement is for a 3 month module of surveillance of one of 

the orthopaedic options, namely  

 Open reduction of long bone fracture 

 Hip arthroplasty 

 Knee arthroplasty 
 

4.7.2 However, a more accurate and meaningful rate can be ascertained by 
continuous surveillance and therefore, continuous surveillance of all knee and 
hip arthroplasty started in this Trust in July 2007 and clinicians have engaged 
well in receiving surveillance feedback, making changes to practice and 
reducing their rates of infection.  Refer Section 15 (page 42) for results. 
 

4.8 MRSA Screening of Elective Admissions 
 
4.8.1 The rationale for screening non emergency patients is to identify MRSA 

carriers, enabling application of topical decolonisation or suppression 
treatment either immediately prior to admission or on admission and the use 
of appropriate systemic antimicrobial prophylaxis at time of procedure, if this 
is appropriate.   

 
4.8.2 Our local experience demonstrated that universal screening of all elective 

admissions was not of benefit to many subsets of patients and proposed a 
reduction that was approved by the commissioners four years ago.  
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Subsequently, it has been agreed nationally that screening should be 
undertaken based on an assessment of risk.  

4.8.3 We have continued to screen elective patients in the following subsets: 
 

 Surgical and orthopaedic in-patients  

 Orthopaedic day cases 

 Patients undergoing AV fistula formation or graft for dialysis  
 

4.8.4 Screening rates are monitored monthly and the proportion of patients 
screened has remained greater than 88%.  Although, we have never 
achieved our goal of screening 90% of patients, the proportion screened is 
above the screening identified in a national one week prevalence audit of 
MRSA screening (National One Week (NOW) Study Group, 2014) 
commissioned by the Department of Health, where it was identified that 81% 
of elective admissions were screened.    

 
4.9 MRSA Screening of Emergency Admissions 
 
4.9.1 We are now screening 85% of patients admitted as emergency admissions.  

The NOW audit mentioned in 4.8.4 identified that only 61% of emergency 
admissions were screened in participating hospitals. 

 
4.9.2 Screening identifies MRSA carriers, enabling application of topical 

decolonisation or suppression treatment early in the admission and will inform 
the use of effective systemic antimicrobial prophylaxis, if this is appropriate.   

 

4.10 Catheter-associated Urinary Tract Infection Point Prevalence Rate 

 
4.10.1 The NHS Safety Thermometer is an improvement tool for measuring, 

monitoring and analysing patient harms and 'harm free' care.   
 
4.10.2 One element of the data collected relates to urinary catheters and urinary 

tract infection and allows the Trust to monitor the monthly point prevalence 
rate of catheter associated urinary tract infection.   

 
4.10.3 Data is collected on every in-patient ward by the ward matron applying clear 

definitions of catheter associated urinary tract infection 
 
4.10.4 The data shows a mean catheterisation point prevalence rate remains very 

low (refer Appendix D page 69).   
   
 
 

  

http://www.idrn.org/documents/resources/Final%20report%2028-02-2014.pdf
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5. VOLUNTARY SURVEILLANCE  

 
In addition to mandatory surveillance, the infection prevention and control 
team conducts voluntary surveillance to monitor hospital infection in several 
areas. Some of the surveillance is ward based, such as surgical site infection, 
some is laboratory based. These include the following: 

 
5.1 Vascular device associated bacteraemia surveillance 
 
5.1.1 Feedback of vascular device associated bacteraemia rates to high risk 

specialties has enabled targeted work to be undertaken to reduce infection 
rates with sustained improvements seen over recent years.  This targeted 
work and improvements associated with the central and peripheral venous 
catheter care bundles across the Trust are probably the most significant 
factors in preventing MRSA blood stream infections in patients who are 
colonised with MRSA.  Refer Section 15 (page 44 – 45) for the outcome of 
these measures. 

 
5.2 MRSA - Newly Identified 
 
5.2.1 Reduction of patients infected or colonised with MRSA also helps in the 

prevention of MRSA blood stream infection.   
 
5.2.2 The numbers of patients diagnosed as MRSA positive in any body site for the 

first time are collected from laboratory data.  
 

5.2.3 This includes people who are colonised (i.e. carrying the organism without 
any sign of infection) and those who have an MRSA infection of any type, for 
instance wound infections or urinary tract infections, not just bacteraemias.  
 

5.2.4 The infection prevention and control team advise on appropriate management 
of in-patients to reduce risk of transmission to others. 

 
5.2.5 The number of new cases identified more than three days after admission 

(and which, therefore, may have been acquired in hospital) remains very low 
and stable following several years of reduction. (refer Appendix E page 71).  
Reduction to such low numbers, together with continued emphasis on high 
quality venous access device care underpins the reduction in MRSA 
bacteraemia rates. 

 
5.3 Spinal surgery - Surgical Site Infection  
 
5.3.1 Since September 2009 spinal surgery has been under continuous 

surveillance with a rate of infection usually below the national benchmark 
(refer Appendix D page 70) despite the complexity of the surgery undertaken 
in this hospital in comparison with some other centres.  After identifying rates 
of infection that were below the national benchmark for several years, an 
increase was noted at the end of 2014.   The rate then fell slightly in the first 
quarter of 2015 but since then it has been higher than the national benchmark 
rate of 1.2%.  Our annual mean rate of infection (identified prior to discharge 
and on re-admission) was 2.6% which is 15 infections in 610 operations.   

 
5.3.2 Thorough investigation has taken place and a number of changes made to 

practice.  Epidemiologists at Public Health England have been involved and 
have helped us interrogate our own data regarding the case mix in the last 
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year in comparison to the period when the infection rate was lower.  They 
have also made some comparisons with the case mix of other participating 
centres.  The outcome of this is that there has not been a significant change 
in the case mix in this Trust but it was highlighted that a higher proportion of 
complex spinal surgery is undertaken in this centre.   

 
5.3.3 Investigation in practice has not shown a single common factor that provides 

a satisfactory explanation for the increase.  Therefore the spinal team have 
focused on ensuring that every aspect of the spinal patient’s pathway is 
managed optimally for infection prevention using a surgical care bundle.  
Early results suggest that a reduction may have been achieved but it is too 
soon to be certain and this will remain under scrutiny over the next 12 
months. 

 
5.4 Ventilator associated pneumonia 
 
5.4.1 A ventilator is a machine that is used to help a patient breathe by giving 

oxygen through a tube placed in a patient’s mouth or nose, or through a hole 
in the front of the neck and is used for patients who are too ill to breathe on 
their own.  .  

 
5.4.2 Ventilator-associated pneumonia is a lung infection that may develop in a 

person who is on a ventilator.  Ventilation bypasses the body’s normal 
defenses to infection, such as fine hair in the nostrils, mucous membranes in 
the upper respiratory tract and the cough reflex.  Mechanical ventilation, 
combined with the fact that a patient that needs to be ventilated is already 
critically ill, makes the risk of infection much greater.  An infection may occur if 
germs enter through the tube and get into the patient’s lungs. Pneumonia is a 
significant risk associated with mechanical ventilation however, a ‘bundle’ of 
control measures can reduce the risk of pneumonia.    

 
5.4.3 A number of control measures collectively known as a ‘care bundle’ reduce 

the risk of ventilator associated pneumonia.  The care bundle includes 
measures such as oral hygiene, elevating the patient head and suctioning.  
Both compliance with the bundle of control measures and the ventilator 
associated pneumonia rate per 1000 ventilator days is monitored in the 
intensive care unit and the infection rate is reported to the Infection Control 
and Decontamination Assurance Group and the Trust Board (refer Appendix 
D page 69). 
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6. OUTBREAK AND INCIDENT REPORTS 

 
6.1 Background 

An incident is a near miss or a failure of infection prevention and control, 
usually without significant adverse consequence but where lessons may be 
learnt with the potential to prevent future serious events. Outbreaks occur 
when there are two or more linked infections which may or may not be 
preventable. Usually, these events are, by definition, unpredictable. There 
may be a heightened alert for outbreaks of organisms with a typical seasonal 
activity such as Respiratory Syncytial Virus (RSV), Influenza and norovirus, or 
alternatively there may be an international alert as for Ebola Fever. The 
Infection Prevention and Control Team may become aware of incidents and 
outbreaks through formal schemes, e.g. structured ward liaison or laboratory 
based surveillance, the Trust electronic incident reporting system and audit, 
or through informal routes, such as unusual patterns observed and reported 
by an individual in the Trust.  Early ascertainment is key to detecting and 
acting on incidents and outbreaks to minimise adverse outcomes. 

 
6.2 Response to Incidents and Outbreaks 
 

Every year the Infection Prevention and Control Team recognises and 
responds to many incidents and potential outbreaks. Some are real but others 
turn out to be chance clusters not caused by cross infection. It is not unusual 
to see variation in surveillance data, and Infection Prevention and Control 
Team has to be alert to all potential outbreaks, and investigate them 
accordingly.  

 
6.3 Recording and Reporting Incidents and Outbreaks 
 
6.3.1 Incidents and outbreaks may be recorded in several different ways. Many are 

recorded in the minutes of the Infection Prevention and Control Team meeting 
and important occurrences are reported on the Datix electronic incident 
reporting system and included in Infection Control Operational Group or 
Infection Control and Decontamination Assurance Group minutes. Where an 
outbreak is considered particularly significant because of its size or the 
lessons learnt in its management, an outbreak investigation report is 
prepared. All important infection control incident and outbreak reports are 
disseminated through the governance system ensuring that communication 
and awareness is maintained.   

 
6.3.2 There have been no outbreaks in 2015-16 that were considered serious 

incidents requiring escalation.   This is an improvement on 2014-15 when 3 
outbreaks (influenza, norovirus and multi drug resistant Acinetobacter 
baumannii) were reported. 

 
6.3.3 It is recognised that outbreaks are more likely to occur at times of increased 

workload when internal movement of patients, competing priorities for side 
room accommodation, increased use of temporary staff and suboptimal 
infection control practice are more likely.  Pressures on capacity have been 
extreme this year but fortunately the threats from norovirus were considerably  
less with lower levels in the community and fewer cases admitted to hospital.  
The influenza season started much later this year with a rise in admissions 
due to influenza not seen until March 2016.   
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6.4 Influenza  
 
6.4.1 The Trust has Seasonal Influenza Management Guidance which is reviewed 

and updated annually to incorporate national guidance changes and other 
enhancements as necessary. This guidance includes preventative measures 
such as staff immunisation, use of oseltamivir prophylaxis and measures to 
open a ‘flu cohort ward if required. In 2015-16 the Microbiology Laboratory 
was funded to provide enhanced molecular ‘flu testing during seasonal ‘flu 
activity. 
 

6.4.2 The rapid detection of respiratory viruses including RSV and ‘flu A and B 
using molecular technology has enabled the Infection Prevention and Control 
Team to be more certain when implementing isolation measures for patients 
with features of respiratory virus infection.  In the 2014-15 ‘flu season the 
Microbiology Laboratory implemented an increased frequency of laboratory 
testing on site.  An audit showed that, during the period of seasonal influenza 
activity, increased testing capacity reduced the turnaround time for testing 
from 15 to 5 hours. This allowed most patients to be given a specific 
diagnosis on the day of testing, which enabled appropriate treatment and 
infection control measures to be accurately targeted and limited the exposure 
of other patients.  
 

6.4.3 The availability of on-site PCR testing for the detection of ‘flu A, ‘flu B and 
RSV enhances the ability to specifically diagnose influenza and probably 
leads to an increase in the number of recognised ‘flu incidents.  However, it is 
important, particularly at times of increased influenza in the community, to 
ensure that patients who may have influenza are tested.  This is especially 
true for patients in high risk units, such as ITU and RHDU, where influenza 
may not be immediately obvious in patients presenting with secondary 
infections such as community acquired pneumonia. 
 

6.4.4 The flu season in 2015-16 was relatively late.  While the first cases of ‘flu A 
were seen in the autumn of 2015 the peak of both influenza A and B activity 
occurred after the New Year, with most cases occurring in March 2016. In 
addition, there were more cases in the 2015-16 season with 217 flu A and 87 
flu B cases detected vs. 87 and 33 respectively for 2014-15 (provisional 
figures).  There were also more patients with ‘flu who required admission to 
the ITU in 2015-16.  No episodes were identified where cross infection 
occurred on the ITU, although prophylaxis with oseltamivir was used where 
the potential for exposure was recognised. 

6.4.5 Patients were isolated in single rooms if they had probable or confirmed 
influenza. However, it was not possible to isolate all possible cases in single 
rooms.  Despite this, only one incident of cross infection was recorded.  This 
is an improvement on the previous year when six outbreaks of hospital 
acquired Influenza A were recorded.  The improved control was associated 
with more rigorous assessment of risk in admission areas, coordinated 
sampling and transport of specimens to the laboratory, increased frequency 
of testing which reduced the time awaiting results.  This approach reduced 
the number of patients exposed to infectious patients and, with rigorous 
contact tracing, all patients with significant exposure to influenza were 
identified and provided with prophylaxis, if clinically appropriate. 
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6.5 Influenza transmission in the Respiratory High Dependency Unit (RHDU) 

 
6.5.1 Influenza may be transmitted by the airborne route or by touch either directly 

or indirectly.  Patients with breathing difficulties as a consequence of 
influenza infection may require assisted ventilation.  If a patient has invasive 
ventilation on a closed ventilation circuit, following endo-tracheal intubation, 
the formation of aerosols which may disseminate virus from the patients 
respiratory tract is minimised.  However non-invasive ventilation methods 
such as continuous positive airway pressure (CPAP) use masks. CPAP is 
liable to aerosol formation and increases the risk of transmission from 
patients with viral infections including ‘flu. 
 

6.5.2 A patient was admitted for respiratory support to the Intensive Therapy Unit 
(ITU) and received CPAP therapy.  Thought to have a community acquired 
pneumonia, influenza was not initially suspected. The patient was transferred 
for continuing care to the respiratory high dependency unit (RHDU) on the 
respiratory ward.  Following transfer to RHDU, influenza infection was 
diagnosed as a result of a test that was requested by the microbiology team. 

 
6.5.3 The patient was still on CPAP therapy when transferred to RHDU. 

Unfortunately other patients on the RHDU became infected before the 
diagnosis was recognised and isolation measures implemented. Because of 
the nature of patients on the RHDU, (all have underlying respiratory disease) 
influenza infection may well be life threatening.  
 

6.5.4 As soon as ’flu was recognised the patient was isolated and patients with 
potential exposure on HDU and ITU were given prophylaxis with oseltamivir, 
a specific treatment for ‘flu, in accordance with national guidance.  

 
6.5.5 This incident resulted in 2 high risk patients being infected with influenza, and 

the RHDU being closed to new admissions for a period. During this closure 
new patients had to be cared for on ITU putting further strains on availability 
of ITU beds. 
 

6.6 Norovirus 

 
6.6.1 Norovirus is predominantly a winter pathogen; however, norovirus infections 

can also occur in the summer months.  In previous years, this subsection of 
the annual report has usually been the longest with the hospital affected with 
multiple outbreaks of norovirus infection over several months despite 
exhaustive preventative efforts. 
 

6.6.2 In 2014-15 the impact of norovirus on the Trust was less than in previous 
years but we still experienced 24 outbreaks of norovirus resulting in closure to 
admissions on 20 full wards and 4 single bays .  Indeed, the outbreak season 
in 2014-15 did not cease until the end of May 2015 and therefore is part of the 
period covered by this annual report.  Eight outbreaks were identified 
between April 2015 and end of May 2015 resulting in closure of 5 full wards 
and 3 single bays.  However, it is a pleasure to report that only 1 outbreak 
occurred in Q3 and Q4 of 2015-16.  This outbreak was contained to a single 
bay rather than whole wards, affected 4 patients.   
 

6.6.3 An explanation for this reduction is primarily that there has been less 
norovirus in the community this year.  Public Health England (PHE) recorded 
the number of laboratory reports of norovirus in England and Wales as 37% 
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lower than the average number for the same period in the previous five 
seasons from season 2010/ 2011 to season 2014/ 2015.  The number of 
laboratory reports was 32% lower than the same weeks last season.  Refer 
Fig 2.  However, the lower levels do not explain fully the reduced impact 
within this Trust as even when there were peaks in the Southwest, i.e. the first 
in week 48 in 2015 and the second peak in week 11 in 2016 it did not impact 
on the hospital.    
 

 
Figure 2 

 
(PHE, 2016) 

6.7 Other Noteworthy Incidents  
 

The Infection Prevention and Control Team’s weekly meetings contain 
information on incidents and potential incidents. Below are some noteworthy 
issues. 

 
6.8  Carbapenemase producing Enterobacteriaceae (CPE)  
 
6.8.1 Enterobacteriaceae are a large family of bacteria that usually live harmlessly 

in the gut of all humans and animals. These organisms are the most common 
causes of opportunistic urinary tract infections, intra-abdominal and 
bloodstream infections.   

 
6.8.2 Carbapenem antibiotics are a class of antibiotics normally reserved for 

serious infections caused by antibiotic-resistant Gram-negative bacteria 
(including Enterobacteriaceae). 

 
6.8.3  Carbapenemases are enzymes that destroy carbapenem antibiotics, 

conferring resistance. They are made by a small but growing number of 
Enterobacteriaceae strains. There are different types of carbapenemases, of 
which KPC, OXA-48, NDM and VIM enzymes are currently the most common. 

 
6.8.4  Enterobacteriaceae have highly mobile genetic elements which allow them to 

transfer resistance genes very rapidly between different bacteria. Therefore 
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once an individual becomes colonised with CPE there is high risk the 
resistant genes will spread to other bacteria. 

 
6.8.5  The therapeutic options for CPE infection are non-existent or extremely 

limited 
 
6.8.6  CPE have been identified throughout the world with many countries 

associated with high prevalence.   In the UK, over the last few years, there 
has been a rapid increase in the incidence of infection and colonisation by 
multi-drug resistant carbapenemase-producing organisms.  A number of 
clusters and outbreaks have been reported in England, some of which have 
been contained, providing evidence that, when the appropriate control 
measures are implemented, these clusters and outbreaks can be managed 
effectively. 

 
6.8.7  To aid early detection and control of CPE and minimise the risk of CPE 

becoming endemic, Public Health England published a toolkit in 2013 (PHE, 
2013) which forms the basis for our local policy. 

 
6.8.8 Early identification of patients colonised or infected with CPE is key to control.  

The toolkit advises screening of any patients with risk factors for CPE 
carriage on admission.  Patient risk factors include: 

 

 hospitalisation in a hospital abroad in the last 12 months,  

 hospitalisation in a UK hospital which has problems with spread of 
carbapenemase -producing Enterobacteriaceae (if known) 

 Previously known to have been infected or colonised with CPE 

 
6.8.9  Hospitals in the UK that have problems with spread of CPE is an ever 

changing situation, therefore our local policy identifies screening of any 
patient who has been in hospital outside the SW peninsula in the last 12 
months, the rationale being that we have good liaison with other infection 
control teams within the peninsular and would be made aware if there was a 
local issue.  Nursing admission documentation has included prompts within 
the infection risk assessment section for assessing this risk and screening 
those with risk factors within four hours of admission.   

 
6.8.10 568 patients with CPE risk factors have been screened at the RD&E over the 

last 12 months.  No colonisation or infection was identified from these 
screening samples.  

 
6.8.11 However, a CPE (OXA 48) was isolated from an intra-abdominal sample from 

an in-patient who had undergone extensive and complex surgery.  The 
patient had been in hospital for 3 months at the time that the CPE was 
identified and had been in three in-patient areas during that time. 

 
6.8.12 An infection control investigation was commenced immediately. 

 
6.8.13 The investigation identified that the patient did have risk factors for CPE 

acquisition on admission in that she had been an in-patient in a hospital 
where CPE outbreaks had occurred within the previous 12 months, although 
the most recent previous admission had been to another local hospital.  The 
risk factor had been missed on admission and screening was therefore not 
undertaken.  Action has been taken to minimise the risk of this happening 
again. 

https://www.gov.uk/government/publications/carbapenemase-producing-enterobacteriaceae-early-detection-management-and-control-toolkit-for-acute-trusts
https://www.gov.uk/government/publications/carbapenemase-producing-enterobacteriaceae-early-detection-management-and-control-toolkit-for-acute-trusts


Produced by Dr Alaric Colville and Mrs Judy Potter – Joint Directors of Infection Prevention & Control  
Infection Control Annual Report 2015-16  

Approved by Trust Board: 27
th
 July 2016  Page 20 of 72 

  

 
6.8.14 Communication with the other local hospital identified that screening had not 

taken place in that hospital either.  It has not been possible to determine at 
what point the CPE had been acquired but extensive screening of potential 
contacts in this organisation did not identify any other patients colonised with 
CPE. 

 
6.8.15 Communication was undertaken in line with the national toolkit.  Infection 

control leads in hospitals with whom there are regular inter hospital transfers 
were informed as were Public Health England and North, East and West 
Devon CCG. 

 
6.9 Incidents on the Neonatal Unit (NNU) 
 
6.9.1 Babies on the neonatal unit are highly susceptible to infection. Great care is 

taken to prevent infection, and to ensure infections when present do not 
spread. Therefore, any situations in which it appears that there has been 
spread of infection are closely investigated. 

 
6.9.2 During October 2015,two babies were found to be infected with enteroviruses. 

Both babies had enterovirus identified in the cerebro spinal fluid, that is the 
fluid surrounding the brain and spinal cord, and so were diagnosed with 
enterovirus meningitis.  Enterovirus is a common cause of viral meningitis in 
adults, and, although unpleasant, this rarely causes severe consequences. 
However , in tiny infants enterovirus infection can be devastating. 

 
6.9.3 The enteroviruses were typed and found to be different, one a Coxasackie A 

type 9, the other an ECHO 25.  Therefore, there had not been cross infection. 
It is likely that the babies were infected from their mother when born, or 
possibly from contact with another adult with asymptomatic infection.  Both 
babies made a complete recovery. 

 
6.9.4 In another incident on the NNU, a baby was found by routine screening to be 

colonised on the skin by meticillin resistant Staphylococcus aureus (MRSA). 
No other babies in the unit were known to be positive, but both parents were 
found to by asymptomatically colonised. The source was therefore 
colonisation from the parents.  

 
6.9.5 Potential pathogens may be introduced into a NNU by the families of the 

babies on the unit. By identifying resistant organisms such as MRSA 
additional precautions can be implemented to ensure spread does not occur. 
Precautionary measures may include parents and family of NNU babies.  
Care is taken to ensure they can be involved with their babies without putting 
others at risk. 

 
6.10 Measles 
 
6.10.1 Measles is a vaccine preventable disease which has been almost eradicated 

from the UK as a result of MMR vaccination. Occasional introductions into the 
country can however lead to outbreaks in communities with a low vaccine 
coverage. 

 
6.10.2 A child was admitted to Bramble Paediatric Ward with a febrile illness and a 

rash. This occurred following return from a visit abroad.  A sibling had 
recovered from a similar illness during the trip.  The diagnosis of measles was 
considered and a test confirmed that this illness was indeed acute measles, 
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and that the sibling had evidence of recent measles infection.  Neither of 
these children, both UK citizens and residents, had received MMR 
vaccination. 

 
6.10.3 Measles is one of the most infectious viral diseases.  Fortunately, this child 

was admitted to a side room and was not in contact with other patients on the 
ward.  In a paediatric ward environment some of the children are likely to be 
immunosuppressed and measles infection could be devastating.  No 
infections were identified from the hospital; however an outbreak of measles 
did occur at the primary school in the UK that the infected child had been 
attending during the incubation period.  This was because there was a low 
vaccine uptake among the children attending that particular school. 

 
6.10.4 Measles is so unusual that there is a potential for it not to be considered as a 

potential diagnosis and appropriate isolation instituted.  Fortunately in this 
case it was recognised early.  It is also very important for all front line staff to 
be immune either from vaccination or past infection.  A member of staff 
infected by a patient has the potential to cause a significant outbreak of 
measles including highly vulnerable immunocompromised patients. 

 
6.11 An Unusual Case of Tuberculosis 
 
6.11.1 The South West of England is a low incidence area for tuberculosis.  Most 

infectious cases of tuberculosis are from the respiratory tract, where coughing 
spreads aerosols containing the infectious tuberculous bacilli. 

 
6.11.2 A patient with a persistent discharging sinus on the sternum was diagnosed 

as having tuberculous osteomyelitis of the sternum (breast bone).  The 
discharging sinus had been present for some time and there had been 
surgical investigations to endeavour to find the cause of the discharging sinus 
in 2014 and 2015.  The diagnosis was made on the second occasion. 

 
6.11.3 This type of tuberculosis is not considered to be highly infectious, as although 

there are infectious tuberculous bacilli in the discharge, this is slight and the 
wound is covered. So that infectious material normally cannot come into 
contact with other people.  However, during surgery, there is the potential to 
cause aerosols of infected material, forming minute particles which may be 
inhaled by members of the surgical team.  Members of the surgical team 
within a metre of the operation site are most likely to be exposed. 

 
6.11.4 Healthcare staff in the UK are usually protected by vaccination against 

tuberculosis.  However, it is still important to identify those with potential 
exposure so that they can be informed of the risk, and notify their doctors 
should they develop any symptoms suggestive of tuberculosis.  The infection 
control and occupational health teams work together to identify those staff 
involved in at risk surgical procedures. No other patients were exposed 
because of the nature of the infection. 
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7. WATER SAFETY 
 
7.1 A wholesome and reliable water supply is essential to the running of any 

hospital.  The water utility supplying the Trust, South West Water, undertakes 
to provide reliable supply of wholesome, safe water.  It is the function of the 
Water Safety Group (WSG) to provide assurance that the water, once within 
the Trust’s infrastructure, is safe and that risks from chemical and microbial 
hazards are minimised. 

 
7.2 The Water Safety Group meets routinely twice a year.  In 2015 -16, there 

were two quorate meetings, and an additional extraordinary meeting to 
address issues related to assisted spa type baths in the Marden Unit. The 
terms of reference were reviewed. 

 
7.3 In hospital, the most significant infectious risks from the water supply are 

infections caused by species of legionella bacteria, and other water born 
organisms such a pseudomonas and stenotrophomonas.  The latter two types 
of bacteria are usually only seen as a problem in high risk units (also referred 
to as Augmented Care Units) such as neonatal units, intensive care units and 
haematology units where patients are highly vulnerable to healthcare 
associated infections. 

 
7.4 In Trust premises, water outlets in the areas designated as “Augmented Care 

Units”, namely the Intensive Therapy Unit, the Neonatal Unit, the 
Haematology Ward and the Renal Dialysis Unit and Ward, where particularly 
vulnerable patients are cared for, are tested for pseudomonas. These tests 
are carried out twice a year, and have been for the past 3 years. Results for 
2015 -16 show that, as in previous years, the vast majority of outlets in 
augmented care units are consistently negative. Occasional outlets have 
been identified with low numbers of pseudomonas which, on retesting, 
following minor servicing are negative. Continued evidence is that the water 
systems in the clinical areas surveyed do not pose a high risk for 
pseudomonas. 

 
7.5  Patients nursed in the “Augmented Care Units” are at high risk of infections, 

including pseudomonas infections. During 2015-16 clinical isolates from 
patients in these units were monitored. There was no evidence of significant 
clusters of infection with pseudomonas or infection from an environmental 
source.  Most such infections are either already present when the patient is 
admitted, or develop from organisms with which the patient is already 
colonised.  Clinical systems in the Microbiology Department are likely to 
recognise potential clusters of pseudomonas or other infections with a water 
linked source. For this reason routine reports on clinical isolates of 
pseudomonas will in future be produced annually rather than six monthly. 

 
7.6 The control of legionella in the water systems of large buildings, such as a 

hospital, is complex but relies primarily on good design, maintenance and 
running to specified criteria, e.g. hot and cold water temperatures.  All water 
outlets are flushed regularly to ensure that stagnant outlets do not occur, and 
water temperatures are monitored to ensure that they are within prescribed 
limits hot water >60°C and no less than 50°C at outlets, cold water less than 
20°C.  The performance of water systems is monitored continuously and 
reviewed by the WSG. Water temperature monitoring and flushing records 
are standing items on the WSG agenda 
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7.7 A legionella risk assessment is undertaken by external contractors every two 
years, in addition to which any new developments or significant alterations 
which affect water systems are risk assessed before being brought into use.  
Any deficiencies are remediated as they are identified and progress against 
risk assessment non-compliances is monitored by the WSG. Since the NHS 
guidance has been revised (DH, 2016) risk assessments in future will be 
conducted when they are required rather than on a 2 year cycle. 

 
7.8 Where water systems do not meet engineering controls additional controls 

may have to be introduced.  In limited areas in the hospital, cold water 
temperatures can rise to above 20°C during periods of decreased use such 
as overnight.  In these areas, the systems have additional control measures 
of silver ions added to the water and regular monitoring by culture for 
Legionella pneumophila.  There have been no significant isolations of 
legionella in 2015-16 and silver levels have been satisfactory. 

 
7.9 During the 2015 Water Risk Assessment, carried out by external contractors, 

two assisted baths, which have a spa bath facility (“whirlpool function”) were 
tested for bacterial contamination.  Water from the hoses which are part of the 
spa function had a high bacterial count including pseudomonas but no 
legionella was isolated.  Although there were no reports of infections or other 
harm to patients this highlighted a possible risk.  The baths were fitted when 
the Marden Unit was first opened and are therefore about 25 years old.  A 
decontamination regimen was instituted which is both cumbersome and costly 
due to the age of the design therefore, it is planned to replace the baths with 
an appropriate contemporary model which has inbuilt decontamination 
capability. 

 
7.10 The Trust has safe water systems.  No hospital acquired cases of legionella 

or other infection acquired from domestic or other water systems have ever 
been identified.  In most areas this is maintained by normal control systems. 
Through a robust monitoring and risk assessment regimen in areas where 
baseline water temperatures cannot be maintained additional controls have 
been introduced, which in combination with regular monitoring have been 
effective in controlling the legionella risk. 

 
7.11 Some premises in which RD&E patients are cared for are maintained by, and 

the water systems are the responsibility of, other entities. These include 
Community Hospitals in Devon which are the responsibility of the Northern 
Devon Healthcare NHS Trust Estates Department and, in the case of Tiverton 
and District Hospital, the Private Finance Initiative maintenance company.  
Also the satellite kidney units are maintained by the companies running the 
Units. The WSG seeks assurance from the operators on the safety of water 
systems.  

 
7.12 In late 2015 and early 2016, legionella have been detected in various water 

outlets at Tiverton and District Hospital.  While in many areas the numbers 
were low, less than 100 organisms per litre, a few outlets had between 100 
and 1000 organisms per litre.  Following identification, control measures have 
reduced the numbers of legionella in positive outlets.  Members of the RD&E 
WSG have been present at incident meetings called as a result of legionella 
detection.  No cases of Legionnaires’ Disease have been linked to Tiverton 
and District Hospital.  Following control measures which include updating 
chlorine dioxide dosing equipment, enhanced monitoring is in place, and 
current indications are that there is no significant risk to patients, staff and 
other users of the building.  Enhanced monitoring will continue until it is 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/524880/DH_HTM_0401_PART_A_acc.pdf
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established that legionella in the water systems at Tiverton and District 
Hospital are reliably controlled. 

 
8.  HAND HYGIENE AND ASEPTIC CLINICAL PROTOCOLS 

8.1  Hand Hygiene  

 Previous annual reports have described our 
approach to maintaining high standards of 
hand hygiene. This approach is embedded in 
the annual work programme and includes: 

 Point of care alcohol hand rub 

 Awareness posters 

 Patient involvement and feedback 

 Observational audit of clinical staff 
compliance with the World Health 
Organisation’s 5 moments for hand 
hygiene, with feedback on performance. 

 

 

8.1.1 Each year, the Infection Prevention and Control Team promote World Hand 
Hygiene Day on or around the 5th May.  (The significance of this date is the 
promotion of the 5 Moments for Hand Hygiene on the 5th day of the 5th 
month). 
 

8.1.2 This year, this coincided with the UK General Election so the Infection 

Prevention and Control Team decided to use the election theme as the basis 

for hand hygiene activities and make an important but routine subject fun and, 

hopefully therefore, more memorable.  

  

8.1.3 Six pledges, representing challenges 
in hand hygiene, were championed by 
an Infection Prevention and Control 
Nurse who, between 5 - 7th May, 
wore a coloured rosette and 
campaigned for that pledge. Ward 
champions campaigned similarly. 

 

 
8.1.4 

 

 
CCG Lead, Andrew Kingsley making his pledge 

 
On May 7th, the IPCT promoted the 
election in the hospital restaurant with 
display boards and videos.  Pledges 
were collected through use of pledge 
slips and through SurveyMonkey.  
The election ‘booth’ was visited by 
many colleagues from within and 
outwith the Trust, including the 
Clinical Commissioning Group (CCG) 
Lead for Healthcare associated 
infection. 
 

 
8.1.5 450 members of staff participated in the ‘Pledge Election’.  Following 

collection and counting of slips, posters were provided representing the 
winning pledge from each area and naming the overall Trust winning pledge 
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which was to improve provision for patients hand hygiene.  Matrons were 
invited to work with link practitioners on improvement strategies to capitalise 
on the impetus generated.   

 
8.1.6 Trustwide compliance results can be seen at Appendix D page 69. 
 
 
8.1 Aseptic Clinical Protocols 

 

8.2.1 The principles of asepsis are included on the Trust induction programme for 
new staff.  Clean and aseptic technique principles are also provided as part of 
nursing and medical staff education, with assessment of competency made in 
relation to intravascular drug administration, intravascular cannulation and 
venepuncture.  Particular emphasis continues to be placed on aseptic 
procedures when inserting and managing the on-going care of central venous 
catheters as described below. 
 

8.2.2 Peripherally Inserted Central Venous Catheters (PICCs) are used for lengthy 
intravenous treatments, when otherwise patients would have multiple 
peripheral vascular devices, thus reducing pain and discomfort. PICC 
insertion is usually undertaken by a member of the Vascular Access Team, a 
team of specialist practitioners highly skilled in the procedure, and is always 
undertaken to a high standard using an aseptic technique.  On-going care of 
the line is managed by the ward staff and therefore workshops and ward 
based training sessions were implemented in 2008-9 and have continued 
ever since with excellent results (refer section 15). 
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9. DECONTAMINATION  

9.1 Arrangements 
 
9.1.1  The Decontamination Operational Group is responsible for monitoring 

decontamination arrangements and compliance overall and reports to the 
Infection Control and Decontamination Assurance Group.  It meets 4 times a 
year normally but the last meeting of 2015-16 was postponed from March 
until April due to key staff being unable to attend in March. Four meetings are 
scheduled in 2016-17. 

 
9.1.2  This is chaired by the Trust Decontamination Lead, who is one of the Joint 

Directors of Infection Prevention and Control, currently the Consultant 
Microbiologist. 

 
9.1.3 The committee held 4 quorate meetings, including the postponed March 

meeting, in April. The Terms of reference were reviewed. 
 
9.2  Audits of Decontamination Processes 
 
9.2.1 The hospital sterilisation and decontamination unit (HSDU), which 

reprocesses surgical and other invasive reusable instruments, conduct 
internal audits to ensure their compliance with ISO9001/2000, ISO13485 and 
the Directive 93/42/EEC + 2007/47/EC and are externally audited twice a year 
by a notified body. 

 
9.2.2 Decontamination of flexible endoscopes is undertaken centrally in the 

Endoscopy Unit.  The Endoscopy Unit is externally validated and inspected to 
the standards developed by the Joint Advisory Group on Gastrointestinal 
Endoscopy (JAG). 

 
9.2.3  Decontamination of lower risk patient equipment (i.e. non-invasive equipment 

such as commodes, monitors, infusion pumps) is audited in two ways:  Firstly, 
it is included as part of the Care Quality Audit Tool and as part of the Credits 
for Cleaning audits (refer section 10).  There is a central unit for the 
inspection and decontamination of powered alternating pressure relieving 
mattresses.  

 
9.3 Decontamination related projects  
 
9.3.1 The project for planned replacement of the Wonford site’s automated 

endoscope washer disinfectors (AERs) was completed towards the end of 
2015.  As a result of this project, which came in £80,000 under budget, the 
capacity of the central endoscopy decontamination unit has been increased 
by 120%. The project included replacement of the AERs, new reverse 
osmosis (RO) units for water supply and replacement drying cabinets and a 
reconfiguration of the endoscopy unit to improve separation of dirty and clean 
devices.  The project was undertaken in stages so that the unit was able to 
continue cleaning endoscopes throughout.  The success of this large and 
complex project is a testament to the dedication and hard work of all the staff 
in the Unit. 

 
9.3.2 The HSDU installed a new air handling unit which improves the conditions for 

staff working in the unit and the air quality in the areas for cleaning and 
packing instruments 
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9.3.3 The HSDU upgraded the software on its low-temperature hydrogen peroxide 
gas plasma sterilizer to enable it to process choledochoscopes. These are 
flexible endoscopes used in some biliary procedures. Because they are used 
in open surgery they require sterilization rather than the normal high level 
decontamination which is appropriate to most endoscopic procedures. 

 
9.4 Policies and procedures 
 
9.4.1 During 2015-16 the following policies and guidelines were written or revised 

 The Decontamination Policy and Procedures was reviewed with minor 
revisions 

 The Policy for the Decontamination of Flexible Endoscopes was 
completely revised. 

 A new policy the Ultrasound Probe Decontamination Policy was written to 
particularly cover the use of rectal and intravaginal (intracavity) ultrasound 
probes. Relevant procedures are undertaken in several departments win 
the Trust 

 The TOE (trans oesophageal echocardiography) probe decontamination 
guideline was reviewed 

 
9.5 Clinical Audit  
 
9.5.1 Procedures on the posterior eye, including the retina, are classified as 

potentially high risk for transmission of prion agents, such as those which 
cause Creutzfeldt Jacob disease.  Procedures on the posterior part of the eye 
are the only “high risk” procedures from the point of view of prion diseases 
that are routinely undertaken within the Trust.  An audit undertaken to show 
compliance with the Creutzfeldt-Jakob Disease (CJD) & Other Transmissible 
Spongiform Encephalopathies Policy demonstrated weakness in screening 
patients having operative procedures on the posterior eye, which should 
normally be undertaken during the preoperative and consent process.  A 
complete risk assessment, as required, was not normally being undertaken. 
Having identified the problem as a result of audit, measures to improve the 
risk assessment have been introduced and a re-audit is to be undertaken in 
2016-17 

 
9.6 Endoscopy issues 
 
9.6.1 One of the quality measures of the endoscope decontamination process is to 

culture endoscope rinse water to ensure that it is within acceptable limits for 
bacterial and mycobacterial colony counts.  There have been some problems 
in the Tiverton and Axminster units with rinse water quality. In the newly 
refurbished unit at Wonford the rinse water quality has been excellent.  This 
may be partly because of the age of the installation but also because the 
modern equipment has enhancements including heat disinfection cycles for 
the RO unit 

 
9.6.2 At Tiverton moderately high bacterial counts of endoscope rinse water have 

been overcome by introducing additional filters in the supply water.  It has 
been found that the screening filters need to be changed approximately every 
6 weeks, which is relatively frequent, suggesting a high particulate load in the 
incoming water. 

 
9.6.3 At Axminster problems with the bacterial and mycobacterial counts lead to 

reduction in the availability of the unit and a requirement for frequent 
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decontamination of AER and RO water supply unit.  One of the problems in 
Axminster is probably the relative infrequency of use, with usually only one 
endoscopy session a week.  Infrequent use of the AER means that empty 
decontamination cycles are required daily to minimise the risk of biofilm 
development 

 
9.6.4 The decontamination committee noted that plans to increase the number of 

endoscopy lists at Tiverton may require investment in more AER capacity at 
Tiverton.  This would be both because of increased scope use, and to protect 
the service should the current AER chamber be out of use for some reason. 
This potential problem was drawn to the attention of the relevant Division. 

 
9.7 Linen Decontamination Unit 
 
9.7.1 The Linen Decontamination Unit (LDU), previously known as the laundry, at 

the Royal Devon & Exeter Hospital is one of the largest NHS laundries in the 
country.   

 
9.7.2 The overriding regulatory documentation for the LDU is the Choice 

Framework for Local Policy and Procedure (CFPP) 01-04 – Decontamination 
of Linen for Health and Social Care, which replaced the old HSG (95) 18 
guidance. 

 
9.7.3 The framework outlines the requirement for laundering establishments, who 

provide linen to the Healthcare and Social Care sectors, to work to one of two 
standard requirements.  These are: Essential Quality Requirement (EQR) and 
Best Practice (BP).  EQR is the minimum working standard required.  All 
establishments must also have plans in place to attain the BP standard and 
this will undoubtedly be the desired requirement for Acute Trusts and other 
healthcare providers when purchasing new laundering services in the future. 

 
9.7.4 The best and most cost effective way for the LDU to achieve Best Practice, is 

to implement and attain accreditation for an additional standard.  This is the 
EN:14065 – Laundry Processed Textiles – Bio-contamination Control System, 
which has now been approved by the British Standards Institute and is now 
designated as BS:EN:14065-2015. 

 
9.7.5 This standard requires the implementation of a Risk Analysis Bio-

contamination Control (RABC) system.  This systems entails assessing any 
microbiological hazard, which could affect any stage of the laundering 
process, in order to identify and implement control measures.  The main aim 
is to decontaminate used textiles and to control the risk of re-contamination 
throughout the process and dispatch back to the customer. 

 
9.7.6 Decontamination is achieved via Critical Control Points (CCP) during the 

wash stage adopting the time and temperature standards of CFPP 01-04.  
These CCP’s are verified by a real time monitoring system which will hold the 
wash process and prevent release of the textiles if the critical temperature is 
not reached. 

 
9.7.7 The monitoring system itself is validated using a Data Logger which is put 

directly into the machine, logging the actual temperature at each stage of the 
wash process.  The process is also verified via monthly service visits from the 
detergent supplier, who audit and correct all aspects of the washing process, 
including temperatures, water testing and chemical dosing. 
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9.7.8 The RABC system is verified throughout the LDU by a series of Control 
Points (CP) where control processes are put in place to minimise re-
contamination.  These are audited and verified by evidence based systems 
and document control.  These include physical measures such as hygiene 
controls and protective footwear, systems such as a KanBan style use of 
linen handling containers at the Washer Extractors or dip slide testing and 
documented evidence such as cleaning schedules, cage sanitisation records 
and dip slide test results. 

 
9.7.9 The RABC system has an overall main emphasis on the pre-requisites in 

place, to enable the LDU to implement these controls and systems.  A Pre-
requisite Programme identifies the physical attributes and measures we 
already have in place. This, along with the bio-contamination Risk Plan, helps 
us implement the control measures required to maintain the system.  Pre-
requisites include such elements as having the correct type of building, 
having physical barriers between the used and clean linen areas, adequate 
ventilation systems, hand washing facilities, cleaning regimes and so on. 

 
9.7.10 An RABC system operates in tandem with a quality system.  Therefore, in 

putting in place an RABC system, we are also building upon the LDU’s quality 
system currently in place.  All process have detailed Standard Operating 
Procedures (SOP’s) and work instructions and all staff are trained as per the 
SOP for the process they are carrying out.  This includes quality checks at all 
stages of the finishing section, linen inspections, packing & loading in safe 
quantities and the covering of all cages prior to transit. 

 
9.7.11 All of the above ensures that the LDU receives, decontaminates, cleans, folds 

and packs over a quarter of a million articles, per week, back to the RD&E 
NHS Foundation Trust, plus other Acute NHS Trusts, Community Trusts, 
other Healthcare and Non-healthcare establishments throughout the 
Southwest Peninsula area.  
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10. CLEANING SERVICES   
 
10.1 Management Arrangements  
 

All cleaning services continue to be managed in-house.  The Facilities 
Management Departments, including Domestic Services, took part in a full 
service review undertaken by EC Harris Management Consultants in 2015 
and the overall results detailed a positive picture of all the services provided 
in terms of delivering excellent patient care and efficiencies. 

 
10.2 New Developments 
 
10.2.1 The Domestic Services Department continues to develop close working links 

with Ward Housekeepers following the introduction of the role as part of the 
re-designed service at ward level back in March 2012.  In addition to regular 
daily contact and monthly meetings, the Domestic Services Manager meets 
annually with each Ward Housekeeper on a 1:1 basis to discuss the cleaning 
service in their ward area. 

10.2.2 Over the past 12 months, the C4C (Credits for Cleaning) monitoring software 
currently utilised has been upgraded under its new CCW (Catering, Cleaning 
and Waste) title to enable web based functionality.  The use of I-pads as part 
of the audit process and opportunities for Matrons to directly review the 
cleaning scores for their area of responsibility now provides a more robust, 
efficient and informative service.   

 
10.2.3 Domestic Services continue to use hydrogen peroxide decontamination 

methods as part of the daily cleaning regimen and in the annual Deep 
Cleaning programme 2015.  In order to assess the option of utilising the latest 
technologies however, alternative decontamination methods are currently 
being explored. 

 
10.2.4 In order to meet the environmental and patient equipment cleaning demands 

of an increasingly busy hospital, Domestic Services are providing additional 
cleaning services to clinical, in-patient ward areas to maintain standards and 
patient flow through the hospital. 

 
10.3 Monitoring Arrangements 
 
10.3.1 Monitoring continues to be undertaken in accordance with the National 

Specification for Cleanliness in the NHS (2007).  Domestic Services use the 
NHS approved CCW monitoring system which was successfully introduced 
during 2006 and has now been upgraded in its functionality. 

10.3.2 A team of dedicated monitoring officers (1.46 WTE) continue to undertake & 
record technical monitoring on a weekly basis as required by the National 
Specification.  The monitoring of waste streams is also included in their daily 
audits.  The monitoring team are supported by the Ward Housekeepers (30 
WTE) at ward level and in theatre areas (i.e. Main Theatres and PEOC 
Theatres), and they undertake technical monitoring of the environment and 
patient equipment cleaning.  

10.3.3 Areas of domestic cleaning failure are recorded on a rectification sheet which 
is used by the Ward Housekeeper or duty Domestic Supervisor to action and 
follow up.  
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10.3.4 All ward Matrons and / or Departmental Heads are e-mailed a list of the 

cleaning results at the time of audit, this includes environmental and patient 
equipment cleaning failures. When rectified, the Ward Housekeepers and/or 
Matron e-mail a response back to the monitoring team so as to close the audit 
loop. 

10.3.5 Collated results of monitoring are reviewed on a weekly basis by an Audit 
Review Group and the results escalated as appropriate. A monthly Audit 
Review Group meeting also takes place which is attended by the Lead Nurse/ 

Director Infection Prevention and Control.  Action plans are implemented for 

any wards or departments failing to reach the required standards, as laid 
down by the NPSA. 

10.3.6 A quarterly management audit is undertaken by a multi-disciplinary team, 
which includes a Monitoring Officer, a Matron or nominated nursing 
representative, a member of the Estates Department and an Infection 
Prevention and Control Nurse Specialist and the results of this, presented to 
the Infection Control Operational Group, are used to monitor the technical 
audits undertaken on a weekly basis. The Ward Housekeeper has also been 
actively involved in these audits over the past 12 months. 

10.3.7 The annual Patient Led Assessment of the Care Environment (PLACE), 
which was undertaken in April 2015 by groups including patient 
representatives, recorded a 97.50% score for the Trust in the cleanliness 
section (an increase from the previous year of 1.15%). This national 
assessment process is now well established, having replaced the Patient 
Environment Action Team (PEAT) three years ago and its main aim is to 
evidence a greater degree of transparency and patient involvement in 
‘cleanliness’, ‘food’, ‘privacy, dignity and wellbeing’ and ‘condition, 
appearance and maintenance’. New scoring sections this year included 
‘dementia’ and ‘disability’. 
 
The assessment was unannounced, so ward and departmental areas were 
not informed in advance that their area would be visited and assessed on the 
day. This year, the assessment was also attended by an external validator 
from another Trust. 

 
10.4 Budget Allocation 

 
10.4.1 It is a rolling budget.  Any additional requirements or new areas are funded by 

the division to which they relate. Preparation of capital and revenue 
investment cases and costings are supplied by the Domestic Services 
Manager or Facilities Service Manager. 

 
10.4.2 The CCW programme is now being successfully utilised and significant 

amounts of data relating to current resources and the recommended minimum 
frequency of clean requirements have been recorded.  
 

10.4.3 The output data is used in the re-design of Domestic Services and their 
delivery in order to meet the ever changing needs of the Trust.  

 
10.4.4 Call-off funding for a dedicated infection outbreak cleaning team continues to 

be allocated on an annual basis. The positive impact of this funding is well 
recorded, e.g. improved response times for organising outbreak and specialist 
cleaning and the turnaround time for re-opening a closed ward.   
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10.4.5 The Specialist Cleaning Team continue to operate during daytime hours until 

10.00pm, seven days per week, whilst the night shift operates with two 
dedicated Specialist Cleaning Team members throughout the week following 
a re-alignment of the existing budget. The site management team liaise with 
these staff and this continues to be a positive example of collaborative 
working.  

10.4.6 There continues to be a swift ‘turn-around’ time for the terminal cleaning of 
side rooms, bed spaces or even bays that have been vacated by infected 
patients. The number of cleans required has increased again in the last year, 
with an average of 926 per month (the 2014/15 average was 796 per month 
and 736 in 2013/14). 

10.4.7 The exceptional demand for cleans has consequently meant that additional, 
unfunded resource has been allocated to the Specialist Cleaning Team over 
the past 12 months. Figure 5 details the increase below: 

 
Figure 3 – Increase in specialist cleaning requests.  

 

 

10.4.8 Additional non-recurring money continues to be allocated each year and a 
ninth Deep Cleaning programme took place over an extended period, due to 
bed pressures, from May – December 2015.  Deep cleaning again took place 
during daytime hours and a planned, co-ordinated approach to cleaning 
individual bays and side rooms was progressed over a period of either two or 
three days, depending on the size of the ward.   

10.4.9 The duration of the programme had to be extended this year following several 
interruptions earlier in the programme due to operational bed capacity 
pressures and continued into the winter months with weekend working to 
ensure it was able to be completed.  Domestic services staff also undertook 
the deep cleaning of all patient equipment, therefore releasing nursing staff 
time to care for patients. In addition to traditional manual cleaning methods, 
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steam cleaners, chlorine releasing disinfectants and hydrogen peroxide 
vapour are utilised to achieve a high level of disinfection.  

 
10.4.10Further funding has been allocated for 2016/17 for the Deep Cleaning 

programme to continue within all in-patient and some outpatient areas. The 
Infection Prevention and Control Team, nursing services, Site Management 
Team and Domestic Services have worked together to produce a programme 
of cleaning for the next deep clean, which is planned to commence in May 
2016. 

 
10.5 Clinical Responsibility 

10.5.1 The Assistant Directors of Nursing, Lead Nurses, Senior Nurses and Matrons 
have responsibility for ensuring that clinical care is provided in a clinically 
hygienic environment. They work closely with their Ward Housekeeper, the 
Domestic Services Supervisors, the Domestic Services Manager and the 
Facilities Service Manager to ensure that standards are maintained.   

 
10.6 Clinical Access 
 
10.6.1 Access to the clinical areas is made during the day time in in-patient areas 

and in the evening or at night in outpatient or day case departments - this 
minimises disruption to patients and clinical staff.  

 
10.6.2 The re-design of the times when these outpatient or day case departments 

are cleaned has paid dividends and as expected, late afternoon / evening 
cleaning now consequently provides a more robust infrastructure to support 
ad-hoc specialist / outbreak cleaning requirements during late afternoon/ 
evenings, particularly when we have outbreak situations, e.g. Norovirus. 

 
10.7 User Satisfaction Measures 

10.7.1 In-patient satisfaction surveys for both food and cleaning services continue to 
be distributed and the data collated. The Ward Housekeepers audit the meal 
service at ward level whilst the monitoring team continue to audit within the 
Catering Department. 

10.8 Patient Equipment Cleaning 
 
10.8.1 The daily cleaning of patient equipment is undertaken by the Domestic 

Assistant at ward level, in accordance with the Minimum Frequencies of 
Cleaning requirements for patient equipment.  Between uses on multiple 
patients, the responsibility for cleaning patient equipment rests with the 
nursing team. 

 
10.9 Training 
 
10.9.1 Unfortunately, 2015/16 saw no further additional funding available to progress 

the opportunities for cleaning staff to undertake Level 2 NVQ’s or BICS 
training.  Nevertheless, the Ward Housekeepers continue to review robustly 
the working practices of the domestic staff at ward level to ensure a 
methodical approach to their daily work is being applied. 

 
10.9.2 All newly appointed Ward Housekeepers continue to be provided with specific 

induction training from a Facilities perspective, which includes the cleaning 
and decontamination of patient equipment, deep cleaning, etc… 



Produced by Dr Alaric Colville and Mrs Judy Potter – Joint Directors of Infection Prevention & Control  
Infection Control Annual Report 2015-16  

Approved by Trust Board: 27
th
 July 2016  Page 34 of 72 

  

 
10.9.3 Bespoke training sessions are now in place for those staff members who 

require additional refresher training. Regular daily Communication Cell 
meetings also afford a further opportunity to provide domestic staff with 
additional information regarding training and their on-going development. 

 
10.9.4 Domestic Services continue to update and define the local induction pack for 

new starters to ensure they are competent in their role when cleaning in both 
clinical and non-clinical areas. 

 
10.9.5 A cleaning manual is issued to all domestic service staff based on the 

national NHS Cleaning Manual. This incorporates a self-assessment training 
needs analysis tool which was evaluated by Domestic Services Supervisors 
to identify initial and refresher training needs for staff. This links into core 
competencies for staff and the Knowledge and Skills Framework. 

 
10.9.6 The annual PDR process for domestic staff also provides an opportunity to 

undertake an annual competency check to ensure staff are aware of the 
correct cleaning processes and where appropriate, remedial action and 
refresher training can be undertaken. 
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11. ANTIMICROBIAL STEWARDSHIP   

 
11.1 Summary of key issues / emergent themes and achievements 

11.1.1 Antimicrobial stewardship optimises the treatment of infection and minimises 
the associated collateral damage such as the emergence of resistant 
organisms and Clostridium difficile infection (CDI).  It is recognised as one of 
the key components of infection prevention and control. 
 

11.1.2 The Antimicrobial Stewardship Group (ASG), which oversees the 
development and implementation of the Trust annual Antimicrobial 
Stewardship Programme of Work met four times over the year, as intended, 
and was quorate on each occasion.  
 

11.1.3 There have been changes to the Antimicrobial Stewardship team.  Medical 
Microbiology Consultant, Dr Robert Porter, took up his post in September 
2015.  He is the Microbiology lead for antimicrobial stewardship and chair of 
the ASG.  However, shortly after he took up his appointment, Hazel Parker, 
the Antimicrobial Pharmacist commenced maternity leave.  As a result, 
Hannah Burnett has been seconded to the Antimicrobial Pharmacist role. 

11.1.4 Antimicrobial prescribing targets for compliance with guidelines, and 
documentation of an indication and duration on the drug chart have been in 
place since April 2012 to help embed a culture of prudent antimicrobial use.  
To support quality improvement two new indications were added last year. 
These were allergy status on the drug chart and whether there is a 
documented antimicrobial plan in the medical notes by 72 hours, for those 
patients prescribed antimicrobials.   
 

11.1.5 A demanding stretch target of ≥95% compliance with the required standards 
was not met in several specialities.  Additional measures will be required to 
ensure the targets can be reliably achieved.  All of the standards reflect 
national guidance and are recognised best practice.  Compliance is reported 
monthly to each clinical division against a target of ≥95% for all five indicators. 

 

11.1.6 Antimicrobial stewardship NICE guidance and a patient safety alert have been 
issued (August 2015).  Furthermore, the Health and Social Care Act: Code of 
Practice for the Prevention of Infection and Related Guidance has been 
updated and now specifically addresses antimicrobial stewardship issues and 
‘Start Smart then Focus’ has been updated (2015). The NICE guidance has 
had a gap analysis and these guidelines were used to update the ASG annual 
programme of work.  
 

11.1.7 The New Drugs Group have approved the use of pivmecillinam for the 
treatment of pivmecillinam sensitive urinary tract infections, in hospital and 
community, when there are no more suitable alternative agents available e.g. 
no other licensed oral options available, or where other clinical factors make it 
appropriate or desirable.   
 

11.1.8 The antimicrobial website has been transferred to the Rxguidelines platform 
tightening governance and enabling the stewardship team to update 
guidelines quickly and efficiently. 
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11.1.9 Over the past year, several antimicrobial prescribing guidelines have been 
developed or updated including guidance in obstetrics, gastroenterology, 
intensive care and specialist surgery.   

 

11.1.10 The antimicrobial stewardship team are working with other local Trusts’ 
stewardship teams to strengthen collaboration and to standardise guidelines 
and practice.  

 
11.2 Key Risks/ Concerns 

 
11.2.1 Whilst there have been considerable achievements, the Antimicrobial 

Stewardship Programme of Work for 2015/16 which was developed in 
accordance with the Department of Health guidance (Public Health England, 
2015) fell behind in some areas, including audit and education.  
Furthermore, detailed reporting of antimicrobial consumption and infection 
related outcome data is outstanding owing to technical difficulties and 
workforce capacity issues which have been escalated.   
 

11.2.2 Two risk assessments “Antimicrobial stewardship: impeding the introduction 
of resistant organisms” (risk rating 20) and “Antimicrobial stewardship: 
safeguarding antimicrobial efficacy” (risk rating 12) remain on the corporate 
risk register.  These are being amalgamated into a single risk under 
antimicrobial stewardship.   

 

11.2.3 There are still some communication issues between divisions, governance/ 
performance assurance and the ASG.  If monthly audit data shows sub-
optimal compliance with prescribing standards there is a need for reliable or 
comprehensive feedback direct to the ASG from divisions or governance 
detailing action plans for improvement and accountability for those actions.  
Current antimicrobial champions are often not involved in divisional 
governance and do not know what action plans are (or are not) being 
implemented to improve antimicrobial prescribing within their area(s).  
Furthermore, the Champion role is ill-defined and is not contained within job 
plans. Improving this area of governance is a priority for 2016-17. 

11.2.4 There has been nationwide shortage of IV co-trimoxazole, IV aztreonam and 
IV chloramphenicol.  Consequently, the Trust stocks of these agents were 
conserved for critical cases (where no other equally suitable options were 
available).  This led to increased use of quinolones and third generation 
cephalosporins which are higher risk agents for Clostridium difficile infection.  
To date only the IV chloramphenicol supply problem has been resolved. 
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12. AUDIT  

 
12.1 Clinical Audit  
 

Audits are undertaken to identify areas for improvement in practice and to 
determine compliance with policy.  The audit programme is contained within 
the Annual Programme at Appendix C (page 66).  All audit findings and 
associated recommendations have been presented to the Infection Control 
Operational Group.  Any action plans are implemented and monitored by 
Divisional Governance Groups or the Infection Control Operational Group, 
whichever is more appropriate. 

 
12.2 Environmental Audit 
 

As reported in Section 10, cleanliness standards audits are undertaken 
monthly and are validated quarterly by a team which includes infection control 
nurses and matrons.  The audit assesses both environmental and patient 
equipment hygiene and overall shows high standards of cleanliness.  Where 
any problems are identified, these are highlighted immediately for rectification 
by either the housekeeping team, the ward matron or the estates department 
depending on the nature of the issue. 

 
12.3 Antibiotic Prescribing 
 

Audit and surveillance of antibiotic use and prescribing is undertaken and 
monitored through the Antimicrobial Stewardship Group and co-ordinated by 
the antimicrobial pharmacist.  Compliance is reported through to individual 
wards and specialties and Trustwide compliance is contained in the Infection 
Control Performance Dashboard Appendix D page 70. 
. 
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13. TRAINING AND EDUCATION ACTIVITIES 

 
13.1 Induction and Update Training for Trust Staff 
 
13.1.1 A blended learning approach continues with the provision of both face to face 

training and e-learning for clinical staff.   
 
13.1.2 Training compliance rates remain high despite considerable operational 

pressures on the organisation throughout the year.  Refer Appendix F (page 
75).   
 

13.1.3 An annual link nurse training course was delivered in the autumn for new link 
nurses/practitioners and quarterly updates have provided for existing link 
nurses/practitioners.  

 
13.1.4 Additional education is provided on a one to one basis during routine clinical 

visits by the Infection Prevention and Control Team and in response to patient 
specific clinical enquiries from wards and departments.  In addition, 
antimicrobial prescribing education is provided for medical staff during 
antimicrobial stewardship ward rounds with written feedback to consultants.  
This type of education is not recorded as formal updating but is invaluable. 
 

13.1.5 On induction, employees receive theoretical infection control training, including 
the 5 moments for hand hygiene, using traditional didactic teaching methods.  
This has proved particularly challenging for some healthcare employees for 
whom English is not their first language as the lecture is delivered rapidly, with 
often with Devonian accents, and provides only limited time for questions and 
discussion.  Information from a Matron indicated that there was a knowledge 
deficit amongst some healthcare staff on her ward and this was reflected in 
the monthly hand hygiene observation audits which showed that compliance 
had fallen below the required standard of 85%.  This suggested that a 
practical method of education was required to overcome the language issues.  
One of the Infection Prevention and Control Nurses developed everyday 
nursing scenarios and, using a mannequin, rather than a real patient, worked 
with the nurses who delivered ‘care’ to the mannequin.  Other colleagues 
observed and questions were encouraged from all parties.  The correct 
moment for hand hygiene and the rationale for it was explained carefully at 
each intervention.  A series of 6 sessions were undertaken each lasting 20-30 
minutes.  Compliance prior to the intervention was between 75 -80%..   
Following the intervention compliance improved with scores between 85-90%.   
 

13.1.6 This project has confirmed that demonstration and discussion has improved 
compliance in a clinical setting, at least in the short term.  Audit will continue to 
determine whether the improvement will be sustained. Tailored hand hygiene 
sessions are now incorporated into the infection control training programme 
delivered to overseas nurses joining the Trust.  It will be considered whether 
any other cohorts will benefit from this approach. 

13.2 For Infection Prevention & Control Specialists 
 
13.2.1 All members of the infection prevention and control team, including the Joint 

DsIPC, are members of the Infection Prevention Society (IPS).  Members of 
the team attend South West branch meetings which provide the opportunity 
for update and networking.  Three members of the team hold regional posts 
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within the IPS.  All members of the team receive specialist journals as a 
benefit of membership which also aids development. 

 
13.2.2 A monthly journal club has been established for the nursing team.  A research 

paper is selected, critically analysed and discussed and relevance to local 
practice identified.   

 
13.2.3 Clinical supervision using a group supervision system is in operation.  This 

enables the nurses to reflect on and learn from their practice and incidents 
they have encountered.  The IPS competencies re used as a framework for 
this supervision. 

 
13.2.2 The infection control doctor (ICD) is a member of the Infection Prevention 

Society, Healthcare Infection Society (HIS), for which he is also a council 
member and treasurer, and the Royal College of Pathologists and participates 
in the College’s continuing professional development scheme. His annual 
continuing professional development plan includes infection control. The ICD 
attended the Federation of Infection Societies (FIS) annual meeting in 
November in Glasgow. 

 
13.2.3 Representatives of the nursing team attended the IPS Annual Conference in 

Liverpool, which provides an excellent scientific programme and the 
opportunity to network with other specialists.   Abstracts for three posters were 
accepted with two of the three chosen for a poster walk oral presentation.   

 
13.2.4 Two members of the nursing team have continued with a funded MSc 

programme in infection control this year, one will complete in July 2016 and 
the other in May 2017.   

 
13.2.5 The Antimicrobial Pharmacist is a member of the pharmacy infection network 

(PIN) which provides a platform for keeping up to date and networking.  
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14. POLICIES AND GUIDELINES  

 
14.1 The Trust has a range of policies and guidance documents required under the 

Code of Practice.  Policies and guidance are subject to periodic review, 
update if required and annual compliance monitoring.   

 
14.2 A schedule for policies and guideline revision/development is included in the 

annual programme (Appendix C page 67).  All policies and guidelines are 
available on the Trust website and intranet. 
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15. TARGETS AND OUTCOMES 

A range of outcome measures are reported on the Infection Control Dashboard 
(Appendix D page 69 -70).  Outcomes of particular importance are reported below. 
 
15.1 MRSA Bacteraemia 
 
15.1.1 The MRSA bacteraemia objective was to maintain a zero tolerance approach 

to avoidable MRSA bacteraemias.  For the fourth year there have been no 
MRSA bacteraemias attributed to the Trust.  Monthly performance is 
compared to the national and southwest rates below (Figure 4). 

 
Figure 4 - MRSA bacteraemia monthly rate at the Royal Devon and Exeter compared 
with the rate for Avon, Gloucestershire & Wiltshire, Devon, Cornwall & Somerset 
(PHEC) area and the national rate. 
 

 
 
 
15.2 MSSA Bacteraemia 
 
15.2.1 Seventy two bacteraemias were identified in the laboratory in 2015-16.  

However, of these, only fifteen were identified from specimens taken more 
than 48 hours after admission meaning that 69% were acquired in the 
community, not hospital.   

 
15.2.2 The rate of Trust apportioned MSSA bacteraemias was 5.20 per 100,000 bed 

days.  This is lower than the regional rate of 8.30 and the national rate of 
8.41.  It is also a reduction on our Trust rate in 2014 -15 of 7.6 per 100,000 
bed days.   

 
15.3 E.coli Bacteraemia 
 
15.3.1 Acute Trust apportioned bacteraemia rates are not calculated for E.coli 

because the Public Health England (PHE) surveillance programme does not 
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distinguish between acute Trust and community apportioned cases.  It is 
therefore not possible to compare ourselves to other acute Trusts regionally 
or nationally.   

 
15.3.2 We reported two hundred and forty two E.coli bacteraemias in 2015-16 to the 

PHE data capture system.  Internally, we have calculated that only 19% of 
these were identified in specimens taken more than 48 hours after admission, 
meaning that 81% were identified from patients who acquired their 
bacteraemia in a community setting.   This proportion is almost identical to 
2014-15.  

 
15.4 Clostridium difficile infection 
 
15.4.1 The nationally set objective for Clostridium difficile infection was to achieve a 

further reduction with no more than 31 cases and to investigate each case and 
conclude whether there were any lapses in care that caused or contributed to 
the infection.  22 cases were identified in 2015-16 (refer Appendix D page 72), 
however, the investigations and conclusions presented to, and agreed by the 
infection control lead in North, East and West Devon Clinical Commissioning 
Group identified that for 19 of the cases there were no lapses in care that 
contributed to acquisition and that these 19 infections were unavoidable.  

 
15.4.2 The monthly rate per 100, 000 bed days is compared below to the rate for 

Avon, Gloucestershire & Wiltshire plus Devon, Cornwall & Somerset area and 
the national rate (Figure 5).  The annual rate for this Trust is the lowest in the 
Southwest at 8.63 per 100,000 bed days. 

 
Figure 5 – Clostridium difficile monthly rate at the Royal Devon and Exeter compared 

with the rate for Avon, Gloucestershire & Wiltshire, Devon, Cornwall & 
Somerset (PHEC) area and the national rate. 
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15.5 Orthopaedic hip replacement and knee replacement  

 

15.5.1 Hip replacement revision surgery 
 
The mean validated rate of surgical site infection (for orthopaedic hip 
replacement and revision surgery remains low at 0.5% which is on a par with 
the national benchmark for all participating hospitals in the Surgical Site 
Infection Surveillance Service of Public Health England (refer Appendix D 
page 70).. This rate reflects 4 infections from 877 operations over 12 months.  

15.5.2 Knee replacement/revision surgery 
 

The mean validated rate of infection for 2015/16 (identified prior to discharge 
and on re-admission) for knee arthroplasty (knee replacement and revision) is 
0 0%, this was a reduction on a 0.3% rate in 2014/15.  Obviously, this rate is 
below the national benchmark rate for all participating hospitals (refer 
Appendix D page 72).   
 

15.6 PLACE results 

15.6.1 NHS England state that every NHS patient should be cared for with 
compassion and dignity in a clean, safe environment. PLACE assessments 
provide motivation for improvement by providing a clear message, directly 

from patients, about how the environment or services might be enhanced. 
Patient Led Assessment of the Clinical Environment (PLACE) replaced PEAT 
(Patient Environment Action Team) inspections in 2013.  The number of 
patient involved must be at least equal and preferably greater than the number 
of staff on the team. Trust Governors are also involved.  Staff, Governors and 
patients are trained prior to the assessment process which involves the use of 
standard assessment tools.  High standards continue to be maintained with 

the score for cleanliness increased slightly to 97.5%% for ‘Cleanliness’ and for 
‘Condition, Appearance and Maintenance’ the score was 90.78 %. 

 
15.7 The Health and Social Care Act 2008. Code of Practice for the Prevention 

and Control of Infection (Hygiene Code)  
 
15.7.1 The Care Quality Commission have not undertaken a specific ‘Hygiene Code’ 

compliance inspection at the RD&E since 2009-10 when we were rated as 
‘compliant’.  However, the CQC undertook an inspection in November 2015 
as part of the programme of comprehensive inspections of acute Trusts and, 
although little is stated within the report about infection prevention, what is 
included is positive with the report noting that ‘The trust performed well on 
infection rates having had no incidents of MRSA blood stream infection since 
2011’ and ‘the levels of Clostridium difficile were low and within the target set 
for the trust by the Department of Health.’  The achievements, identified in the 
annual programme continue to strengthen our position (refer Appendix C 
pages 56-70).   
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15.8 Annual programme 
 
15.8.1 Progress with the Infection Control Annual Programme, which incorporates a 

health care associated infection reduction plan as agreed with the CCG, has 
been monitored by the Infection Control and Decontamination Assurance 
Group.  Almost all activities have been completed (Appendix C pages 56-70) – 
the activities not completed have been carried forward into the 2015-16 
programme.   

 
15.9 Hand hygiene 

A minimum standard of 85% hand hygiene compliance was agreed at the start 
of 2011 and has once again been achieved (refer Appendix D page 69). 

 
15.10 Antimicrobial prescribing  

Compliance targets were increased to a challenging 95% after year on year 
improvement.   Compliance was variable over the year but performance has 
improved although finished just less than 95% for all but one of the indicators 
(refer Appendix D pages 70).   

 
15.11 Central venous catheter related blood stream infections 

Very low central venous catheter related blood stream infection rates have 
been maintained which, as described in section 8 is mainly attributed to 
insertion skill of the Vascular Access Team, and the rigorous training and 
competency assessment of nurses providing on-going care post insertion 
which commenced in 2008 (See figure 6 below). 

 
Figure 6 Bacteraemia rate for central venous catheters inserted by the Vascular 

Access Team 
 

 
 
 Even in high risk specialties, such as haematology, rates have been reduced 

to very low levels and maintained over a number of years as shown in the 
graph below (Figure 7).  In 2005, there were 21 blood stream infections 
associated with renal patients dialysing through a central line, in 2015, there 
were only 3.  
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Figure 7 Example of reduction to and maintenance of low rate of bacteraemia 
rate in a high risk specialty 
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16. CELEBRATING GOOD PRACTICE 

 
16.1 There is excellent practice within the organisation and the Infection 

Prevention and Control Team, who do not work in isolation, are always keen 
to honour excellence in others.  In the last year, there has been much to 
celebrate.  From data collected and observation of practice, the team for the 
second year formulated a ‘New Year’s Honours List’ incorporating awards 
representing a number of key aspects of infection control practice and 
standards. 

 
16.2 The Infection Prevention and Control Team presented a range of ‘New Year’s 

Honours’ for excellence and commitment in infection control practice.  Some 
new awards were introduced to recognise the contribution of individuals or 
small teams to infection prevention and control. 

16.3 Every in-patient ward received an award to celebrate achieving four years 
without any MRSA bacteraemia.  There were three other award categories 
listed below based on performance throughout 2015 and there were several 
wards or departments who received these honours.  Such high standards 
have been achieved in the clinical areas that some received multiple awards.  
The recipients are too numerous to list in this report but were published on 
the Trust Intranet.  The awards were: 

 Excellence in hand hygiene: Hand hygiene above 85%  

 Excellence in Infection Prevention and Control: No avoidable Clostridium 

difficile infections in 2015:  

 Excellence in Infection Prevention and Control: No ward acquired MRSA 

bacteraemias for 4 years: 

 Commitment to Hand Hygiene Audit: For complete audit data submitted in 

2015 (no months missed) 

 

16.4 Commitment to Role Awards 

 
16.4.1 Commitment to Role Award: Infection Control Link Nurse 

Matrons were asked to nominate link nurses for this award and the award 
was given to Clare Cornish and Donna Rowe from the Neonatal Unit. 
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16.4.2 Commitment to Role Award: Ward Housekeeper 

The Domestic Service Manager helped the Infection Control Team select 
Alan Grieveson from Bramble Ward and Tracy Elliot from Okement Ward.   

 
 

16.5 Role Model Awards 

 

16.5.1 Infection Prevention and Control Role Model: Matron  

Pippa Kassam, Otter Ward, was selected for this award for her leadership in 
response to an outbreak of multi drug resistant Acinetobacter. 

 

16.5.2 Infection Prevention and Control Role Model: Consultant  
 

 Andrew McLennan – Surgery 

 Ray Sheridan – Medicine   

 Anne McCormack – Specialist Services   

 Matt Wilson – Trauma & Orthopaedics 
 

 

16.5.3 Infection Prevention and Control Role Model: Cluster Manager  

Kathy Huxham was given this award for her unstinting support during the 

project to reduce surgical site infection in breast surgery. 
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16.6 Achieving Improvement 

This award went to the Breast Surgery Team who worked closely with the 
Infection Prevention and Control Team to achieve a reduction in surgical site 
infection. 

 
 

16.7 Commitment to Medical Staff Training:  

Training rates for medical staff remain a challenge but a small number of 

specialties have particularly high training rates proving that it can be done! 

These are: 

 Renal/Diabetes/Endocrine Cluster 

 Cancer services Cluster 

 

16. 8 Working Together‘ Award  
There are so many teams that the IPCT work closely with to achieve great 
outcomes.  This year the award was made to the Virology Laboratory 
(including Molecular Services) in particular for their immense contribution to 
norovirus and influenza management. 

 

 

16.9 Influenza Peer Vaccinator of 2015:   
The peer vaccinator that contributed the most to the improved uptake of 
vaccination was Chantal Baker-Kent on Culm Ward 
 

16.10 Exemplary Antimicrobial Stewardship and Prescribing 
Antimicrobial stewardship is essential to minimise the risk of antimicrobial 
resistance.  The Neonatal Unit and Yarty were identified by the Antimicrobial 
Pharmacist as the most prudent prescribers.   
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16.11 Outpatient Department Contribution  
Most of the awards focus on in-patient care but infection control practice is 
also important in outpatient departments.  This award was made to the 
surgical outpatient department who have become extremely efficient at 
managing patients colonised or infected with multiple antibiotic resistant 
organisms and ensuring that there is no transmission to other patients. 
 

 
 

16.12 Highest compliance with appropriate dress code  
A Trustwide audit of the infection control elements of the dress code was 
audited this year.  Those that demonstrated the highest compliance were the 
staff in the Intensive Care Unit. 
 

 

16.13 “Meeting the Challenge” Award: 
Finally, this award was made to three wards for meeting the challenge of 
managing and responding to an outbreak of multi drug resistant 
acinetobacter.  The effort made by the ward staff, reassuring patients and 
their visitors, taking specimens for surveillance purposes and cleaning prior to 
reopening cannot be under estimated.  This award was therefore made to all 
the staff on Otter, Culm East and West. 
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17. CONCLUSION  

 
17.1 Eliminating avoidable healthcare associated infection has remained a top 

priority for the public, patients and staff.  In response, a robust annual 
programme of work has, yet again, been implemented over the last year which 
has been led by an experienced and highly motivated Infection Prevention and 
Control Team but supported by colleagues at all levels of the organisation.  
Particularly notable successes include: 

 

 no hospital attributable MRSA bacteraemias  

 lowest rate of C.difficile infection in the South West 

 maintaining low levels of orthopaedic surgical site infection  

 reducing breast surgical site infection 

 maintaining low levels of central line associated infection  

 reducing transmission of influenza in hospital 

 completing another Trustwide deep clean  
 

17.2 However, a number of key risks and challenges exist and these relate to two 
key issues namely antimicrobial stewardship and the impact of operational 
and financial  pressures experienced by the organisation in the last 12 
months.   

 
17.3 Whilst there have been considerable achievements, the Antimicrobial 

Stewardship Programme of Work for 2015/16 fell behind in some areas,.  Risk 
assessments remain on the corporate risk register and remain pertinent. 

 
17.3 Operational and financial pressures can have a significant impact on infection 

prevention and control.   We must remember the lessons of the past, reflect on 
the improvements that have been achieved and how they have been possible 
and resist the temptation placed on us to cut corners for short term gains. 

 
17.4 Infection prevention and control is the responsibility of all Trust employees and 

the Infection Prevention and Control Team do not work in isolation.  The 
successes over the last year have only been possible due to the commitment 
for infection prevention and control that is demonstrated at all levels within the 
organisation.  High standards of infection prevention and control and 
antimicrobial stewardship will remain crucial to minimise the risk of infection 
and limit the emergence and spread of multi-drug resistant organisms. 
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APPENDIX A 
 

 
INFECTION CONTROL AND DECONTAMINATION 

ASSURANCE GROUP 
 

Terms of Reference 
 

 

These Terms of Reference are used as evidence for: 

Care Quality Commission Regulation:  12 and 15 

Other (please 
specify): 

Health and Social Care Act 2008: Code of Practice on the prevention and 
control of infections and related guidance 

 

1. Accountability  

1.1 The Infection Control and Decontamination Assurance Group reports to the Safety 
and Risk Committee. 

  

2. Purpose 

2.1 On behalf of the Trust manage the risks associated with health care associated 
infection (HCAI) and decontamination.  Ensure that the Trust is compliant with the 
Health and Social Care Act 2008: Code of Practice on the prevention and control of 
infections and related guidance and meets the requirements of the Care Quality 
Commission Standards.   

  

3. Membership 

3.1 Medical Director/Executive Lead for healthcare associated infection (Chair) 
Infection Control Doctor/Joint Director of Infection Prevention and Control 
(Deputy Chair) 
Lead Nurse/Joint Director of Infection Prevention and Control (Deputy Chair) 
Consultant Microbiologist/Antimicrobial Stewardship Lead 
Associate Medical Director  
Assistant Directors of Nursing 
A Divisional Director 
Consultant Geriatrician (C.difficile cohort ward) 
Senior Infection Prevention and Control Nurse 
Divisional Manager – Facilities and Operations 
Head of Safety, Risk and Patient Experience 
Occupational Health Physician 
Health Protection Unit Representative/CCDC 
Head of Estates 

3.2 The Infection Control and Decontamination Assurance Group will review the 
membership annually to ensure that it best reflects the requirements of managing 
the risks associated with infection control and decontamination within the Trust.   

3.3 The Chair will remain the executive lead for healthcare associated infection.  

3.4 Individuals may be co-opted for specific projects.   
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4. A Quorum 

4.1 A quorum will consist of not less than 6 members of the group with at least the 
following members present or represented by a designated deputy: 

 Chair 

 One of the Joint Directors of Infection Prevention and Control 

 Associate Medical Director  

 2 Assistant Directors of Nursing  

  

5. Procedures 

5.1 The Infection Control and Decontamination Assurance Group shall appoint a 
secretary to prepare agendas, keep minutes and deal with any other matters 
concerning the administration of the Committee.  Minutes will be approved by the 
group. 

5.2 Any member of staff may raise an issue with the Chairman, normally by written 
submission.  The Chairman will decide whether or not the issue shall be included in 
the Committee’s business.  The individual raising the matter may be invited to 
attend. 

5.3 Update reports will be provided to the Safety and Risk Committee quarterly.  The 
chairman of the committee should ensure that the report has been received or 
reports that the group has not met or has nothing to report 

  

6. Frequency of Meetings 

6.1 Meetings will be held no less than every 3 months.   

6.2 Extraordinary meetings may be called at the request of any members of the 
Infection Control and Decontamination Assurance Group or the Chairman. 

  

7. Duties and Responsibilities 

7.1 Agree and review progress with delivering the annual work plans for infection 
control and decontamination. Obstacles to delivery or deficits identified within the 
plans will be reported to the Safety and Risk Committee with recommendations for 
action.  

7.2 Ensure that there are adequate management systems and processes in place to 
ensure the Trust is able to respond and comply with all statutory, national and local 
best practice guidance in relation to infection control and decontamination. 

7.3 Receive reports from the sub groups, and clinical and support services to review 
and ensure the continued appropriateness of structures and systems / processes to 
minimise the risk of infection, reporting any identified deficits or obstacles to delivery 
with recommendations to Safety and Risk Committee. 

7.4 Review the appropriateness and effectiveness of clinical audit outcome reporting 
and action planning in  relation to prevention and control of infection, ensuring the 
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robustness of information reported across the organisation and to the Board of 
Directors, and where corrective actions are required or identified, making 
recommendations to the Safety and Risk Committee and thereby to the Board of 
Directors. 

7.5 Ensure that adequate systems of education, training and briefing to all staff groups 
are being delivered in relation to infection prevention and control and 
decontamination. 

7.6 Ensure that all policies and guidance are regularly reviewed, reflect national best 
practice, consult all relevant parties in their review or development, and are 
regularly audited for compliance. 

7.7 Ratify new infection control policies or existing policies when significant 
amendments are required.  For existing policies and guidelines that only require 
minor revisions, delegate responsibility for revision and ratification to the Infection 
Control Operational Group. 

 
7.8 Reviews the infection control performance dashboard and escalates any emergent 

themes to the Safety & Risk Committee. 

7.9 Identify and manage the risks that are relevant to the group’s duties. 

7.10 Conduct an annual review of the group’s effectiveness and comment on this in the 
annual report. 

  

8. Monitoring the effectiveness of the group 

8.1 
 

The Infection Control and Decontamination Assurance Group will review the Terms 
of Reference document annually to ensure that it remains fit for purpose and is best 
facilitated to discharge its duties. 

8.2 The effectiveness of Infection Control and Decontamination Assurance Group will 
monitor its effectiveness by reviewing its duties and responsibilities and comment 
on this in the annual report. 

  
9. Review 

9.1 The Safety and Risk Committee will review the Terms of Reference of the Infection 
Control and Decontamination Assurance Group annually to ensure that it remains fit 
for purpose and is best facilitated to discharge its duties. 
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• Monthly 

• Monthly 

• Annually 

• Quarterly 

• As 
required 

• Quarterly 

• Monthly 

• As required 

• As required 
• Monthly 

• Monthly 

 

• Weekly 

• Daily / as required 
 

• Infection control report 

• Ad hoc reports 

• Integrated performance 
report 

• Ward to Board report 

• DIPC report 

INFORMATION  
TREE 

Regularity 
Reporting 

RESPONSE TO 
VARIANCE 

For example: 
If an outbreak 
occurs, it is 
discussed at  
ad hoc DIPC/  
Exec meetings, 
reported at the 
daily site 
management team 
meetings, and in 
ad hoc Outbreak  
meetings and also 
circulated in daily 
emails.  It is 
reflected in the 
monthly ward 
reports, quarterly 
IC reports,  
and monthly 
Performance 
Reports to the 
Board.  
 
Exec Team 
monitors HCAI 
information on  a 
weekly basis  

• Divisional Governance Groups 

• Root cause analyses 

• Outbreak meetings 

• Ward to Board reports 

• Quarterly reports from sub 
groups. 

• Ward reports: C.difficile / MRSA  
                            Environment/cleaning audits 
                            Hand hygiene rates 
• Email updates: C.difficile / MRSA 
• Site management team meetings 

Specialty/ 
Wards 

Trust Board  
of Directors 

Safety and Risk 
Committee 

Infection Control and 
Decontamination 
Assurance Group 

Divisions 

                       Healthcare associated infection reporting mechanisms          

DIPC/MedDir 
• Key issues 
• Instant reporting of any  

emerging HCAI issues 

• Monthly meetings 

• Ad hoc meetings 
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G Completed/Achieved R Not completed by due date, major problems identified 

A Underway but completion delayed or minor problems identified   
 

Drivers  Action 
no. 

Objectives/Actions By whom (lead) By when Progress/ 
Outcome  

Code of practice criterion 1. 
Systems to manage and monitor 
the prevention and control of 
infection. These systems use 
risk assessments and consider 
how susceptible service users 
are and any risks that their 
environment and other users 
may pose to them. 
 
NICE Quality standard 61  
Statement 2 – Organisational 
responsibility 
 
 
 
 
 

1.1 Review terms of reference and membership of groups 
comprising the healthcare associated infection (HCAI) 
assurance structure  
 

Joint Directors for 
Infection Prevention 
and  Control (DIPC) 
and Executive Lead 

November 
2015 
 
 

Completed 

1.2 Monitor effectiveness of the groups within the HCAI 
assurance structure in accordance with the terms of 
reference of each group 

Chairs of groups November 
2015 

Completed 
for ICOG 

1.3 Present the  DsIPC annual report 2014-15 to the Board of 
Directors (BoD) and seek approval for this annual 
programme for 2015-16. 

Joint DsIPC 
 

July 2015 Completed 

1.4 Report to BoD:  

 performance against national HCAI targets  

 health care associated infection dashboard 

 
Joint DsIPC 
 

 
Monthly 
Quarterly 

Completed 

1.5 Review indicators included on HCAI dashboard and make 
proposals to ICDAG for any amendments 

Joint DsIPC July 2015 Completed 

1.6 Regular attendance at, and provision of reports to the Safety 
and Risk Committee 

Joint DsIPC 
 

Quarterly 
 

Completed 

1.7 Review any HCAI risks on the corporate risk register 
ensuring that any additional risks identified through 
surveillance and audit are added, if required. 
 

Judy Potter (JP)/ 
Antimicrobial Lead 
as appropriate 
 

Monthly  
 
 
 

Revised 
HCAI risk 
added to 
Divisional 
Risk Register 

1.8 Benchmark Trust position against revised Hygiene Code 
when published 

Joint DsIPC Published 
July 2015.  

Completed    

1.9 Complete the planned programme of surveillance at 
Appendix 1 and audit listed at Appendix 2 with feedback 
through Divisional Governance Groups and Infection Control 
Operational Group 

JP 
 
Divisional Leads 
 

Refer 
Appendix 

Complete 
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Drivers  Action 
no. 

Actions By whom (lead) By when Progress/ 
Outcome  

……continued 
 
NICE Quality standard 61  
Statement 1 – Antimicrobial 
Stewardship 
 
Public Health England ‘Start 
Smart -  Then Focus’  
Antimicrobial Stewardship 
Toolkit for English Hospitals 
 
Revised Code of Practice 2015 
Criterion 2 

1.10 Extend the scope of the monthly antimicrobial prescribing 
audit to include: 

 Inclusion of a planned duration (stop or review date) 
on the drug chart. 

 Inclusion of an indication on the drug chart. 

 Whether antimicrobial therapy is compliant with 
guidelines, in accordance with Microbiology advice or 
targeted to culture results.   

 Whether there is a documented antimicrobial plan in 
the medical notes by 72hrs (new) – patients who 
have not yet been in hospital for 72hrs will be 
excluded. 

 Whether the patients’ allergies status has been 
appropriately documented on drug chart. 

The compliance target for each of these elements will be 
95%  

Antimicrobial 
Pharmacist 

April 2015 Scope 
extended as 
planned and  
stretch target 
applied. 

1.11 Implement new Trust approved antimicrobial prescribing 
prophylaxis and treatment guidelines in specialist surgery 
(i.e.plastics, breast, ENT, max/facial, oral surgery)  

Antimicrobial 
Pharmacist 

March 2016 Incorporated 
into new 
work 
programme 
now that 
Antimicrobial 
Stewardship 
lead in post.   

1.12 Monitor to establish a baseline compliance rate with 
guidelines and improvement through year within specialist 
surgery. 

Antimicrobial 
Pharmacist 

Monthly Complete 
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Drivers Action 
no. 

Actions By whom (lead) By when Progress/ 
Outcome  

…….continued 
 
Contract with CCG 2015/16 – 
HCAI reduction plan 
 
National C.difficile objective 
 
 

1.12 Aim to reduce rate of Trust apportioned C.difficile infection to 
below the national rate and achieve a reduction in the 
number of cases to no more than 31.  
 
Endeavour to achieve a reduction in ‘avoidable’ C.difficile 
cases incorporating learning from root cause analyses from 
2014-15. 
 

Joint DsIPC 
 
 
 
 

March 2016 
 
 
 
March 2016 
 

Achieved  
 
 
 
Achieved 

1.13 Undertake case review/root cause analysis of: 

 All deaths due to C.difficile infection recorded on Part 1 of 
death certificates  or that result in colectomy and report 
as SIRI 

 All C.difficile infection diagnosed by toxin EIA identified > 
on or after day 4 of admission and present those that are 
deemed unavoidable to the CCG lead with a view to 
exclusion from contractual penalty. 

 C.difficile infections that are identified in primary care or < 
day 4 of admission but associated with recent hospital 
care.   

 Outcome of 
SIRIs to 
ICDAG and 
IRG 
 
Reports to 
ICOG and 
CCG 
quarterly 
 

Complete 
1 STEIS 
report  made 
 
 
Complete 

1.14 Undertake weekly review of patients with active C.difficile, 
with feedback to clinical teams where relevant 

RS Weekly Achieved 

1.15 Explore the relationship between new cases of C.difficile 
infection (CDI) and wards with frequent admission of 
asymptomatic carriers of C.difficile ( i.e. those with known 
history of CDI). 

Bridget Spooner December 
2015 
March 
2016 

Not 
completed in 
March due to 
‘flu 
pressures.  
C/F to 
2016/17 

1.16 Maintain a ‘zero tolerance’ approach to MRSA bacteraemia 
and, if a case should occur, to undertake Post Infection 
Review to identify any learning 

JP/AC 
 

As required 0 cases  

1.17 Maintain low numbers of MRSA isolates that are identified 
more than 3 days after admission 

JP Review via 
W2B 

Achieved 

  



Infection Prevention and Control Annual Programme 2015-16 

Infection Prevention and Control Annual Programme 2015-16   
Approved by Infection Control & Decontamination Assurance Group: 14

th
 July 2015 

Ratified by the Board of Directors: July 2015        Page 59 of 72 

 

Driver Action 
no. 

Actions By whom (lead) By when Progress/ 
Outcome 

….continued 
 
Contract with CCG 2015/16 – 
HCAI reduction plan 
 

1.18 Maintain current percentage of patients screened for MRSA 
on or pre admission with an aspiration to raise this to 90% 

Divisional IPC 
Leads (ADNs) 

Review 
monthly via 
PAF  

High risk 
elective 
surgery 
above 90%.  
Trustwide 
above 85%. 

1.19 Reduce in-patient and readmission breast surgery surgical 
site infection (SSI) rate to the same as or less than national 
benchmark following the implementation of a range of risk 
reduction strategies 

MB Sept 2015 Achieved 

1.20 Ensure that progress against RCA/case review action plans 
are reported back to: 

 Divisional Governance Groups and  

 ICOG 
 

Assistant Directors 
of Nursing (ADsN) 
Divisional rep on 
ICOG 

Quarterly Achieved 

1.21 Work collaboratively with NEW Devon CCG through 
membership of the Devon HCAI Programme Group.   
 
Provide feedback to the Infection Control and 
Decontamination Assurance Group 

Joint DsIPC Quarterly Achieved 

1.22 The infection control team will seek feedback from clinical 
colleagues regarding satisfaction with service provided 

Mel Burden (MB) September 
2015 

Completed 
and acted on 
feedback 

Code of practice criterion 2. 
Provide and maintain a clean 
and appropriate environment in 
managed premises which 
facilitates the prevention and 
control of infections.  
 
 
National C.difficile objective  

2.1 Ensure that there is infection control input to environmental 
monitoring systems and implementation of national standards 
for cleanliness 

a) Cleanliness standards management validation audits 
 

b)  PLACE assessments   

IPCT 
 

 
 
 
Quarterly 

 
 
 
Complete 

2.2 Provide specialist input to Patient Environment Action Group, 
Waste Management Group, Deep Cleaning Programme 
meetings. 

IPCT 
 

As required Complete 

2.3 Review cleaning frequency/responsibility folders (for patients 
and visitors) at entrance to each template to ensure that they 
reflect current practice and standards 

Danny Marks (DM) 
Domestic Service 
Manager 

September 
2015 

Complete 
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Driver Action 
no. 

Actions By whom (lead) By when Progress/ 
Outcome 

…..continued 2.4 Provide assurance to the Safety and Risk Committee with 
regard to water safety issues through the Water Safety Group 
activities  

AC 6 monthly Complete 

2.5 Review terminal cleaning training and competency 
assessment of domestic assistants 

DM September 
2015 

Complete 

2.6 Trust Decontamination lead, will ensure that the 
Decontamination Operational Group meets, works and 
reports in accordance with its terms of reference 

AC Quarterly Complete 

2.7 Collaborative work with Endoscopy Service to replace 
automated endoscope reprocessors in Endoscopy Dept 
ensuing that current standards are met  

AC Dec 2015 Complete 

2.8 Complete new policy for decontamination of invasive 
ultrasound probes 

AC July 2015 
Oct 2015 

Complete 

2.9 Undertake environmental audits of clean utility rooms 
 

Carlton Kneil (CK) October 
2015 

Complete 

Code of practice criterion 3. 
Provide suitable accurate 
information on infections to 
service users and visitors 
 

 

3.1 Ensure that DIPC Annual Report is posted on RD&E website 
following presentation to the Board. 
 

Janet Oatley (JO) August 
2015 

Complete 

3.2 Make new and revised policies available on the Trust website 
 

JO Within 
month of 
approval 

Achieved 

3.3 Work with Complaints, Legal Dept, Comms Dept and FOI 
officer to provide timely, accurate and comprehensible 
information to press enquiries, FOI requests and patient 
concerns/complaints and report common themes to ICC. 
 

JP As required Achieved 

3.4 Participate in ‘Members Say’ events to inform about state of 
infection control and to receive feedback and suggestions. 

JP September 
2015 

Complete 

3.5 Review placement of hand hygiene posters for visitors within 
ward templates  

Catharine Pym 
(CP) 

July 2015 Complete 
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Driver  Actions By whom (lead) By when Progress/ 
Outcome 

Code of practice criterion 4.  

Provide suitable accurate 
information on infections to any 
person concerned with 
providing further support t or 
nursing/ medical care in a 
timely fashion. 

4.1 
 
 
 

Continue to work with North Devon HC Trust to ensure 
information about infection and infection control issues is 
prompted within the community nursing e-referral system 
(carried forward from 2014-15. 
 

IPCT July 2015 Outwith the 
control of 
RD&E.  
Escalated to 
Med Dir.To 
be pursued 
following 
transfer of 
community 
services. 

4.2 Determine potential for automated population of discharge 
summaries on CDM with IC alerts as a means of improving 

infection information on discharge 

JP September 
2015 
Jan 2016 

Completed 
but not 
feasible with 
current PAS 
system 

Code of Practice criterion 5 

Ensure that people who have or 
develop an infection are 
identified promptly and receive 
the appropriate treatment and 
care to reduce the risk of 
passing on the infection to 
other people. 

5.1 Audit quality of infection risk admission assessment and 
action taken in AMU 

Diane Melling-
Picken (DMP) 

December 
2016 

Complete.  
Recommend
ations being 
taken forward 
by Matron. 

5.2 Continue Sepsis Six improvement work as part of patient 
safety programme and provide updates to ICDAG. 

Berni George (BG) 
Patient Safety Lead 

As 
appropriate 

Achieved. 
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Driver Action 
no 

Actions 
 

By whom 
(lead) 

By when Progress/ 
Outcome 

Code of practice criterion 6. 
Ensure that all staff employed 
to provide care in all settings 
are fully involved in the process 
of preventing and controlling 
infections 

NICE Quality Standard  61 
Quality Statement 3. Hand 
decontamination  

6.1 Continue with ‘Cleanyourhands’ work which includes: 

a) Observational audits of compliance  

b) Feedback to clinical areas on compliance 

c) Permission to challenge peers 

 
 
Link Nurses 
Link Nurses 
 
All 
 

 
 
Monthly 
Monthly  
reports 
through 
W2B report 

Achieved 
 
Improvement 
to validation 
compliance 
rate 
compared 
with 2014 

6.2 Promote WHO hand hygiene day with a range of ‘election’ 
themed activities to support aspects of hand hygiene that 
require improvement 

Bridget Spooner 
(BS) 

7
th
 May 

2015 
Complete 

6.3 Analyse results of ‘pledge election’ and support matrons to 
take forward the winning pledge in their areas 

BS July 2015 Complete 

6.4 Audit ‘bare below the elbow’ aspect of Uniform and 
Workwear policy 

BS EP December 
2015 

Completed 

6.5 Undertake annual hand hygiene validation audits for 
wards/depts.  

Infection Control 
Nurses 

September 
2015 Oct 
2015 

Complete 

 6.6 Infection Control New Year’s Honours Awards to recognise 
individuals, wards, teams and depts that have shown 
infection control excellence in 2015.   

Infection Control 
Nurses 

January 
2016 

Complete 

 6.7 Seek feedback on New Year’s Honours from winners in 
2014/15 to inform 6.6 

Jan De Witt April 2015 Complete 

 6.8 Hold an infection control poster design competition for staff 
with a view to choosing a winning entry/ies and producing for 
use across the Trust. 

BS September 
2015 

Complete 

  

http://publications.nice.org.uk/infection-prevention-and-control-qs61/quality-statement-3-hand-decontamination
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Driver Action 
no 

Actions 
 

By whom (lead) By when Progress/ 
Outcome 

Code of practice criterion 7. 
Provide or secure adequate 
isolation facilities 

7.1 Make recommendations as to how facilities that promote 
good infection control practice can be maximised within 
Specialist Surgery 

JP/Kathy Huxham July 2015 Complete 

Code of practice criterion 8. 
Secure adequate access to 
laboratory support 

8.1 Ensure that standard operating procedures are up to date.  Lab Manager June 2015 Complete 

8.2 Provide assurance that laboratory accreditation is within date Lab Manager Sept 
 2015 

Complete 

Code of practice criterion 9. 
Have and adhere to appropriate 
policies and protocols for the 
control of infection 

9.1 Review and update where necessary the policies/guidance 
listed in policy review programme at Appendix 3. 

 

 
IPCT 
 
 

 
Refer 
Appendix 4 

Complete 

Code of practice criterion 10. 
Ensure, so far as is reasonably 
practicable, that care workers 
are free of and are protected 
from exposure to infections that 
can be caught at work and that 
all staff are suitably educated in 
the prevention and control of 
infection associated with health 
and social care. 
 
NICE Quality improvement 
guide statement 4: Workforce 
capacity and capability 

10.1 Work with Occupational Health Advisors and Assistant 
Directors of Nursing to plan an effective delivery programme 
for flu immunisation with an objective to use all vaccine 
ordered for staff. 
 

JP  
 

October 
2015 
 

Complete.  
Successful 
outcome -  
51% uptake 

10.2 Deliver essential induction and update training as per training 
needs analysis facilitating the Divisions to achieve the agreed 
level of attendance/completion of training (75%)  
 

IPCT 
 

Monthly 
review.   

Achieved 

10.3 Deliver infection control and invasive procedures training for 
medical staff 
 

AC 
 

Each new 
intake  

Complete 

10.4 Deliver at least one training course for new link 
nurse/practitioner (3 day) 

JP 
 

December  
2015 

Complete 
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Driver Action 
no 

Actions 
 

By whom (lead) By when Progress/ 
Outcome 

 
Contract with CCG 2015/16 
 

10.5 Provide quarterly link nurse updates CK/BS Quarterly Complete 

 
10.6 Infection Control New Year’s Honours Awards to recognise 

individuals, wards, teams and depts that have shown infection 
control excellence in 2015.   

Infection Control 
Nurses 

Jan 2015 Complete 

10.7 Seek feedback on New Year’s Honours from winners in 
2014/15 to inform 10.6 

 Nov 2015 Complete 

10.8 Work with Vascular Access Team and Learning and 
Development Service to deliver workshops and updates on 
CVC management. 
 

BS 
 

As 
required 
 

Complete 

10.9 Introduce annual CVC care competency assessment in Cancer 
Services. 

Tina Grose March 
2016 

Achieved 

10.9 Review proposed junior doctor e-learning and ensure it is fit for 
purpose and aligned to local policy.  Feed recommended 
amendments through L&D. 

JP May 
2015 

Complete 

10.10 Provide other ad hoc training as required/need identified. 
 

IPCT 
 

As 
required 

All reasonable 
requests met. 

10.11 In light of continuing outbreak of Ebola in West Africa, ensure 
that operational procedures remain in place for management of 
a case of Ebola and ensure that staff in key areas remain 
familiar with procedures. Key areas: ED, ITU, Torridge, 
AMU/MTU, PAU.  

Matrons/ clinical 
leads in key areas 
 
 

Quarterly 
 

Complete 
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Surveillance programme  
 

Type of Surveillance When Lead Progress 
 

Undertake enhanced surveillance of 
MRSA, MSSA and E.coli bacteraemia 
to identify most likely primary focus 
and factors that directly predisposed 
to the bacteraemia and, if common 
factors, for hospital attributable cases, 
are apparent that can be altered, 
identify targeted improvement 
strategies. 

Continuous data 
collection and data entry 
via Public Health England 
(PHE) HCAI data capture 
system (DCS) -  reported 
monthly 

Melanie 
Thornton (MT) 

Complete 

Continuous mandatory surveillance:  
o VRE bacteraemia 

Continuous data 
collection and data entry 
via PHE HCAI DCS -  
reported quarterly 

MT Complete 

Continuous mandatory enhanced 
surveillance of C.difficile in the over 
2yr olds 

Continuous data 
collection and data entry 
via HCAI DCS -  reported 
monthly 

JP Complete 

Two x 3 month modules of breast 
surgical site infection through 
participation in the PHE national 
voluntary surveillance scheme 

1st module - April -  June 
2015 
2

nd
 Module July – Sept 

2015 

Mel Thornton 
(MT) 

Complete 

Continuous surveillance of hip and 
knee replacement surgical site 
infection through participation in the 
PHE national mandatory surveillance 
scheme 

Reported quarterly on 
HCAI dashboard 

MT Complete 

In house, continuous all organism 
venous device related bacteraemia 
surveillance identifying risk factors, 
sources and line associated 
bacteraemia rates. 

Report quarterly to ICOG 
and included on HCAI 
dashboard 

CK Complete 

Ventilator associated pneumonia rate  Report monthly -included 
on quarterly HCAI 
dashboard 

Andy Jackson Complete 

Point prevalence survey of catheter 
associated urinary tract infection as 
outcome measure for Safety 
Thermometer  

Monthly -  Safety 
Thermometer and 
included on quarterly 
HCAI dashboard 

BG Complete 

Continuous alert organism 
surveillance new MRSA isolates 
 

Monthly as part of W2B 
reports and on HCAI 
dashboard 
 

 
JP 

Completed 

Spinal surgical site infection through 
participation in the national voluntary 
surveillance scheme  

Reported quarterly on 
HCAI dashboard 

MT Completed 
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Audit Programme  
 

In addition to the environmental monitoring undertaken in conjunction with Domestic Services, the 
following clinical practice audits will be completed to measure compliance with relevant policies 
 

Audit Relevant policies When Lead Progress 

Hand Hygiene  - 5 moments Hand Hygiene Policy 
 

Monthly 
reported in 
W2B and 
HCAI 
dashboard 

CP Complete 

MRSA admission screening 
compliance 

MRSA Policy Monthly -  
reported with 
W2B 

JP Complete 

High Impact Intervention 
care bundle to prevent 
surgical site infection in 
breast surgery 

N/A April – Sept 
2015 

MB Complete 

Hospital Acquired Group A 
Strep (GAS) infections – 
Isolates are stored for a 
minimum of 6 months 

GAS Policy March 2016 AC Complete - 
presented to 
ICDAG April 
2016 

Isolates of Group A Strep 
from invasive infections are 
referred for typing 

GAS Policy March 2016 AC Completed - 
presented to 
ICDAG April 
2016 

Patient Placement and 
Isolation Facilities 

Patient Placement and 
Movement Policy 
Source isolation 
Procedures 
C.difficile Policy 
MRSA Policy 
ESBL/AMP C/CPE  
guidance 

Jan- March 
2016 

NC Completed 
 

One Million Global 
Peripheral Intravenous 
Catheter or Cannula (OMG 
PIVC) worldwide prevalence 
study 

N/A April 2015 NC Completed.  
Awaiting 
publication. 

Uniform and Workwear 
Policy (infection control 
elements only) 

Uniform and Workwear 
Policy 

Dec 2015 BS Completed -  
reported to 
ICOG in Feb 
2015 

Environmental audits of 
clean utility rooms 

IC in the built 
environment 
Waste management 
Sharps use and disposal 
Decontamination Policy 

Sept 2015 Carlton 
Kneil 

Completed.  
Reported to 
ICOG in 
November 
2015. 

Compliance with source 
isolation procedures 

Source Isolation Policy December 
2015 
February 
2016 

Various 
ICNs 

Completed -  
Reported to 
ICOG in May 
2016 
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Policies and Guidelines for Review  
 
Policy/Guidance Review 

start date 
Expiry 
date 

Lead Progress 

Guidelines for the Management of 
PVL – associated Staphylococcus 
aureus infections in the hospital 
environment 

Nov 2014 Feb 2015 CK Completed 

Decontamination Policy 
 

May 2015 Oct 2015 JP Completed 

Torridge Ward Operational Guidance 
 

May 2015 Oct 2015 JP Completed 

Infection Prevention & Control Policy 
 

May 2015 Oct 2015 JP Completed 

Patient Placement & Movement 
Policy 
 

May 2015 Oct 2015 JP Completed 

Transmissible Spongiform 
Encephalopathy  
Creutzfeldt-Jakob Disease Policy 

May 2015 Oct 2015 AC Completed 

Pest Control Policy May 2015 Nov 2015 DM Completed 

Guidance for the Management of 
Suspected or Probably Cases of 
Highly Pathogenic Avian Influenza 
(Bird ‘Flu) 
 
To be placed by High Threat 
Respiratory Virus Policy 
 

June 2015 Nov 2015 AC Completed 

Staff Health and Illness July 2015 Nov 2015 
 

JP Completed 

GRE/VRE 
 

July 2015 Nov 2015 EP Completed 

Viral Gastroenteritis 
 

July 2015 Nov 2015 EP Completed 

Measles 
 

Aug2015 Nov 2015 MB Completed 

Scabies 
 

Aug 2015 Nov 2015 MB Completed 

Animals and Pets in Healthcare 
Facilities Guidance  

Sept 2015 Nov 2015 CP Completed 

Seasonal Influenza  
 

Sept 2015 Dec 2015 RC Completed 

Aseptic Technique Nov 2015 Feb 2016 EP 
 

Completed 

Major Outbreak Plan Nov 2015 
 

Feb 2016 JP Completed 

Tuberculosis Management in a 
Hospital Setting 

Nov 2015 Feb 2016 MB Completed 
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Low levels of MRSA acquisition help us to maintain our excellent 
achievement with hospital  apportioned MRSA bacteraemias .  There are 

only 10 other hospitals that have  achieved a  greater length of time without 
an MRSA bacteraemia  - nine are small single specialty hospitals .  The only 

general hospital  which has achieved a  longer period is a  small acute Trust.  

The number of cases is comfortably below the tra jectory. In total we have 
identified 22 cases against an objective of 31 over the full year.  19 of these 

cases were unavoidable.  The  rate of C.difficile infection for the Trust is the 
lowest in the South West. There are only 10 other hospitals that have  

achieved a greater length of time without an MRSA bacteraemia  - nine are 
small single specialty hospitals .  The only general hospital  which has 
achieved a longer period is a small acute Trust.  
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These data are included on the dashboard for the first time this year. Both 

are  part of the mandatory enhanced surveillance programme.   The 
numbers for both remain  stable.  Both are subject to enhanced surveillance 
and correctable issues are identified and taken forward with relevant 
specialties.   

This  point prevalence data is collected as part of the Safety Thermometer 

work.  The proportion of patients with a  catheter has remained stable.  The 
proportion of  patients with a  hospital  acquired catheter associated urinary 
tract infection remains stable and low.

The Trust wide compliance remains above 85% which i s an excellent 

standard. 
Compl iance with the preventing VAP care bundle is included alongside the 

VAP rate per 1000 ventilator days.  There have been 4 cases of VAP in the 
whole year.  Compliance with the care bundle for preventing VAP is  
generally high and whilst there have been some fluctuations  compliance has 

increased.
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There have been no infections recorded for the last four quarters for knee 
replacement and revision surgery.  

The mean rate of infection for the last 4 quarters i s on par with the national 
benchmark. One infection in a  quarter puts the rate above the national 
benchmark for that quarter.

At the s tart of the year, the Trust was aware that i t became a high outlier for 
spinal infections after a  period of extremely low infection rates.  This peaked 
in Q2 and following an extensive range of changes to practice the rate has 
reduced.  As described in the main report, we anticipate that Q1 in 2016-17 

wil l see a  return to previous low rates of infection and the s ituation continues 

A very tough s tandard of 95% has nearly been met for recording an indication 

for antimicrobial prescription.  This s tandard was agreed internally  as a 

s tretch target.  We are s till a l ittle off this  for initial stop/review date, but this 
may be improved with a change in the antimicrobial page on the drug chart 

Once again a  very tough target agreed internally, but very nearly achieved 

for both indications.  More information is anticipated around 72 hour review 

targets from a national perspective in 2016-17.

There has been very l ittle Norovirus activity within the Trust despite an 

increase in Q4 in the SW and England.   As  a result very few bed days  have 

been lost due to outbreaks.  Influenza activity increased rapidly in March 
2016 but this has been managed in such a way as to minimise cross infection 



ALL NEW CASES OF MRSA 
Identified more than 3 days after admission 
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