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Abbreviations 

 
AGPs Aerosol Generating Procedures 

AMR  Antimicrobial Resistance 

AMS Antimicrobial Stewardship 

BoD Board of Directors 

CCG  Clinical Commissioning Group 

CDI Clostridioides difficile 

CEO  Chief Executive Officer 

CIMS Community Infection Management Service 

COO  Chief Operating Officer 

COCA  Community Onset Community Associated 

COHA  Community Onset Healthcare Associated 

COIA  Community Onset Indeterminate Association 

CPE  Carbapenemase-producing Enterobacteriaceae 

CQC  Care Quality Commission 

CQUIN  Commissioning for Quality and Innovation 

CRG Clinical Reference Group 

CVC  Central Venous Catheter 

DCC Devon County Council 

DH  Department of Health 

DIPC  Director of Infection Prevention & Control 

DOG Decontamination Operational Group 

E. coli  Escherichia coli 

HCAI  Health Care Associated Infection 

HOHA  Hospital Onset Healthcare Associated 

ICD Infection Control Doctor 

ICDAG Infection Control and Decontamination Assurance Group 

IP&C  Infection Prevention & Control 

LAMP Loop Mediated Isothermal Mediated (new test to detect the virus that causes 

COVID-19) 
LFD Lateral Flow Device 

MRSA Meticillin Resistant Staphylococcus aureus 

MSSA Meticillin Sensitive Staphylococcus aureus 

MY CARE Electronic Patient Record (implemented at Royal Devon and Exeter NHS Foundation 

Trust) 
NHSE/I National Health Service England/Improvement 

OH Occupational Health 

PAS Patient Administration System 

PCR Polymerase Chain Reaction 

PHE  Public Health England 

PIR Post Infection Review 

PLACE  Patient-led assessments of the care environment 

PPE Personal Protective Equipment 

PVC Peripheral Venous Cannula 

SIREN SARS-CoV-2 Immunity and Re-infection Evaluation Study 

WSVG Water Safety and Ventilation Group 
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EXECUTIVE SUMMARY 
 
Infection Prevention and Control (IPC) is the responsibility of everyone in the 
healthcare community and is only truly successful when everyone works together 
under expert leadership. The COVID-19 pandemic has emphasised this clearly.   
 
By far the most significant challenge of the last 12 months has been the management 
of COVID-19. Dedicated patient assessment and clinical areas were established and 
extensive training of staff was undertaken to ensure the correct use of personal 
protective equipment and delivery of appropriate clinical care in line with national 
guidance.  
 
The Royal Devon and Exeter NHS Foundation Trust (hereafter referred to as “the 
Trust”) has, in the opinion of the Joint Directors of Infection Prevention and Control, 
maintained compliance with the Health and Social Care Act 2008: code of practice on 
the prevention and control of infections and related guidance (Department of Health, 
2015). 
 
This report takes the opportunity to celebrate the successes and highlights the 
increasing challenges going forward: 
 
1. A total of 2,824 patients tested positive for COVID-19 during 2020/21, however, 

not all of these required a hospital admission but may have required care in the 
community or have been tested pre-elective procedure. 
 

2. A total number of 962 staff tested positive for COVID-19 during 2020/21 
 

3. The CQC carried out an announced focused inspection of the acute services 

provided by the RD&E to look at IPC practices. The Trust was inspected but not 

rated on the IPC practices and two recommendations for improvement were 

made. 

 
4. There have been no MRSA bacteraemias in 2020/21. 

 
5. The Trust reported 27 hospital-onset healthcare-associated and 17 community-

onset healthcare-associated Clostridium difficile cases to give a total of 44 cases 

for the year. The rate of infection at 11.13 per 100,000 occupied bed days 

remains below the regional and national rate.  

 

6. Surveillance of hip, knee and spinal surgery paused from October 2020 due to 

the pandemic and implementation of MY CARE; however, the mandatory 

surveillance requirements were met.   

 

7. Very low central venous catheter related blood stream infection rates have been 
maintained even in high-risk specialties, such as Oncology and Haematology 
services.   

 
8. Uptake of influenza immunisation was at the highest level the Trust has seen with 

85% of acute staff vaccinated and 76% of community services, giving an overall 

total of 84% of front-line staff vaccinated against 78% in 2019/20. There were 

7261 vaccinations administered. 
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9. Uptake of COVID-19 vaccinations up to 31st March 2021 were 86,233 with 

51,548 being administered at Westpoint and Greendale and the remaining 34,685 

administered at the RILD centre at the RD&E.  

 
10. Only 2 cases of Influenza A were identified in hospital during the flu season. 

  
11. There have been no Norovirus outbreaks. 

 

12. The Community Infection Management Service (CIMS) was established at the 
beginning of 2020/21 with a workload including education, investigation of 
infections and outbreak management. Contact with providers has been described 
by Community Service Managers as ‘responsive, detailed and sensitive’, offering 
‘clear direction’ whilst remaining ‘non-judgemental’, ‘credible, accessible and 
supportive’. 
 

13. Environmental cleanliness standards, which are monitored regularly and are 
validated quarterly, have been maintained to a good standard.    

 
14. The annual deep cleaning programme, which is usually completed over the 

Spring/Summer, was not completed this year due to capacity pressures and 
COVID-19. 

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

instruments and hospital linen are all undertaken to national standards.  
 

16. The Trust has safe water systems at the main sites at Wonford, Heavitree and in 
premises administered by the Trust.  However, some premises are owned and 
maintained by other organisations. Improvements have been made to legionella 
control in these premises including the introduction of, secondary biocidal 
measures at Exmouth and Sidmouth Hospitals, using copper/silver ions and 
replacement of plastic pipework with copper pipework at Tiverton Hospital. 

 
17. Face-to-face education and training was postponed for most of the year. MS 

Teams has been used along with e-learning to maintain compliance with IPC 
training.  The programme is provided for all relevant disciplines of staff on general 
infection prevention and control procedures, hand hygiene, antimicrobial 
prescribing, aseptic technique and an additional focus on PPE during the 
pandemic.  
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INTRODUCTION  
 
The Directors of Infection Prevention and Control (DIPC) annual report provides an 
update on infection prevention and control (IPC) activities within the Royal Devon 
and Exeter NHS Foundation Trust from April 2020 to March 2021.  
 
The publication of the IPC Annual Report is a requirement to demonstrate good 
governance, adherence to Trust values and public accountability. The purpose is to 
provide assurance that the Trust remains compliant with the Health and Social Care 
Act 2008: code of practice on the prevention and control of infections and related 
guidance (Department of Health, 2015). 
 
A zero-tolerance approach continues to be taken by the Trust towards all avoidable 
healthcare associated infections (HCAIs). We ensure that good IPC practices are 
applied consistently and are part of our everyday practice meaning that people who 
use our services receive safe and effective care. Avoidable infections are not only 
potentially devastating for patients and healthcare staff, but consume valuable 
healthcare resources.  The cost of infection has never been more clearly 
demonstrated than through the impact of COVID-19.  Investment in IPC remains both 
necessary and cost effective.   
 
This report acknowledges the hard work and diligence of all grades of staff, clinical 
and non-clinical who play a vital role in improving the quality of patient and 
stakeholders experience as well as helping to reduce the risk of infections. 
Additionally, the Trust continues to work collaboratively with a number of outside 
agencies as part of its IPC and governance arrangements including Devon 
Partnership Trust, Devon CCG and Devon County Council. 
 
COVID-19 consumed considerable time and energy throughout 2020/21 and the 
country’s response has impacted everyone in different ways. The number and nature 
of the patients seen by the Trust this year has not reflected previous years. The 
measures introduced to reduce the spread of COVID-19 such as hand hygiene; face 
coverings and social distancing have had a dramatic effect on the spread of other 
infections such as influenza, norovirus and respiratory syncytial virus. Instead of the 
normal winter peak, these viruses were almost entirely absent. 

 
Those that work for the Trust have adapted to the varying demands with dedication 
compassion and flexibility. The authors would like to express their appreciation and 
thanks to all those that helped the Trust adjust to the demands of the last year and in 
the future as well as acknowledging the contribution of other colleagues to this report. 
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REPORTING LINE TO TRUST BOARD 

 
The Infection Control Doctor (ICD) and the Consultant Nurse are Joint Directors of 
Infection Prevention and Control (DIPCs), reporting to the Chief Executive, when 
required, and liaising as required with the executive lead for health care associated 
infection.  The Joint DIPCs meet the competencies required for this role (Department 
of Health, 2004).  The Infection Control Doctor is also currently designated as the 
Trust Decontamination Lead.  
 
The Joint DIPCs are members of the Clinical Reference Group, Patient Safety 
Group, Emergency Preparedness Resilience and Response Group and the Health 
and Safety Group thus ensuring that IPC is considered by these committees.  
Pandemic COVID-19 has had far-reaching effects across the organisation requiring 
IPC/DIPC representation at a number of specifically convened meetings, leading to 
significant increase in workload. 
 
Monthly reports are made through the integrated performance report on key 
performance indicators.   
 
The Infection Control and Decontamination Assurance Group (ICDAG) is chaired by 
the Consultant Nurse/Joint DIPC and the membership ensures representation from 
support services and senior clinical colleagues, including the Executive Medical 
Director.  The group meets quarterly and reports to the Board of Directors through 
the Safety and Risk Committee submitting a report highlighting concerns, risks and 
gaps in assurance.  
 
Figure 1: Diagram of the Governance Structure within the RD&E  
 

 
 
 
During 2020/21, the pandemic pressures caused the ICDAG to work differently with 
two out of the four meetings held virtually, however, relevant and up to date reporting 
metrics were sent to the committee members.  
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Infection Prevention and Control Team  
 
The IPC team consists of a registered and unregistered workforce who assist in 
delivering the annual programme. There are considerable benefits associated with 
having one IPC team delivering a service to multiple care providers in the same 
geographical area, not least because, as demonstrated by COVID-19, 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 specialist 
knowledge and skills in a variety of settings.   
 
The IPC team employed by the Trust also provide a service to Devon Partnership 
Trust (DPT) via a service level agreement and the Devon CCG Community Infection 
Management Service.  During the pandemic, the IPC team also provided advice and 
guidance to the Exeter Nightingale Hospital.  
 
One of the medical microbiologists, Dr Rob Porter, fulfils the role of Infection Control 
Doctor (ICD).  The same medical microbiologist is also the ICD under the service 
level agreement with DPT.  A further 0.25 sessions of clinical time is funded for this.   
 
Figure 2: The Structure of the Infection Prevention and Control Team  
 

 
 
An onsite daytime IPC nursing service is provided 7 days a week with an on-call 
service available in the evenings and overnight.  All nurses who provide the on-call 
advice service have completed a specialist postgraduate programme of study and 
are experienced IPC specialists. There is also 24/7 consultant medical microbiologist 
cover.   
 
During the COVID-19 pandemic, it was recognised that the existing IPC service was 
stretched as the team sought to fulfil the annual IPC programme and also the many 
demands of implementing an IPC service to all inpatient services and community 
teams across the trust. Current resources meant the IPC team would not achieve all 
elements of the IPC annual programme, which had already been modified to 
consider the pressures of the pandemic. The impact of the pandemic has been 
considerable in terms of provision of specialist advice, policy and guidance, audit, 
education, resources, fit testing, communications, reactive calls and queries and 
bespoke advice on isolation and management of COVID-19 for inpatients. In order to 
ensure that the guidance for preventing transmission of COVID-19 to both patients 
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and staff was implemented effectively, understood in practice and high levels of 
compliance evident, there was a need to increase the support to ward and 
community teams, which was not possible with the existing staffing establishment. 
Therefore, a recommendation was made to the executive lead for IPC and COVID-19 
Gold command to increase resources to the IPC team for a fixed time during the 
pandemic and for the future.  This was approved and the team now have additional 
fixed term and substantive posts, which have all been filled.  
 
The microbiology and laboratory teams have also been stretched to extraordinary 
lengths during COVID-19 providing extended periods of cover to meet the demands 
of testing, dissemination of results and patient management. As a result, the 
laboratory teams have increased in size to meet the demands but microbiology 
numbers have remained constant. 
 
The antimicrobial stewardship team is led by a Consultant Medical Microbiologist 
who has 3.5 PAs job planned for antimicrobial stewardship activities.  Working 
collaboratively, the Consultant Medical Microbiologist and Antimicrobial Pharmacist 
provide leadership to influence and promote the safe and effective use of 
antimicrobials across the Trust in accordance with local and national guidelines.   
 
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 Consultant Medical 
Microbiologist and reports to both the Medicines Management Group (MMG) and the 
Infection Control and Decontamination Assurance Group (ICDAG).   
 
Annual Programme 
 
An annual programme of work is prepared by the IPC team, agreed by ICDAG and 
ratified by the Board of Directors.  This programme of work is mapped to the duties of 
the Code of Practice thus demonstrating the continued work to maintain compliance 
with the Code. In addition, the NHSE/I Board Assurance Framework and 10 Key 
Actions were included in the programme of work during the pandemic. Progress is 
monitored by ICDAG and any significant delays to the programme are escalated to 
the Safety and Risk Committee.  
A reduction to the planned work during 2020/21 was unavoidable given the pressures 
to the Trust related to COVID-19 activity. 
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MY CARE 

 
On 10th October 2020, the MY CARE comprehensive electronic patient record (EPR) 
went live.  There were immediate benefits for the delivery of the infection prevention 
and control service and the support provided to clinical and support staff. 
 
The system specifically improved communication between the IPC team and the 
patients’ care/treatment team.  When clinical advice is sought from the IPCT, it is 
often by phone, particularly when on call out of hours, but also during normal working 
hours given the geographical locations of patients.  In the past, the IPC practitioner 
was almost entirely dependent on the information provided by the person seeking 
advice, and had no sight of the actual patient record.  The accuracy of the 
information provided was variable, depending on the understanding and competency 
of the person seeking advice.  Since Go Live, IPC practitioners can immediately open 
the patient record wherever they are and are able to access investigation reports, 
current notes, medications, vital signs, past medical history, fluid balance, stool 
charts in addition to images of relevant wounds and rashes.  Conversely, any advice 
provided in response to an enquiry can be recorded in the patient’s chart and is then 
available to the whole treatment team.  Clearly, the need to visit wards and 
departments to talk directly to staff and patients remains very important but being 
able to provide and record better-informed advice at the outset is much more efficient 
and improves patient safety. 
 
Contact tracing when patients move between and within wards has also become 
more efficient. In the past, contact tracing following identification of a patient with a 
transmissible condition/disease and required a time-consuming manual process and, 
due to delays in entering patient movement information into the Patient 
Administration System (PAS) or the e-whiteboard it was never wholly accurate as to 
which other patients had been exposed, particularly in admission wards where 
throughput and even movement within the ward is so fast.  With real time bed 
management and use of contact tracing tools within the EPR contacting tracing is 
more accurate and reduces the risk of missing potential contacts and potential for 
outbreaks. 
 
For many years, patients identified with infection or carriage of antimicrobial resistant 
organisms such as MRSA had a flag entered onto the old PAS and then this fed onto 
the e-whiteboard when admitted.  Whilst this flagged to staff on admission, the 
admitting staff had no way of knowing if this was a historical or current status and 
always had to call IPC.  The new EPR allows the distinction to be made and this 
helps inform decisions about risk and therefore patient placement.  All of the old 
alerts in PAS could be brought into the EPR and therefore no historical information 
has been lost.  In addition, the information about infection alerts/tags can be seen in 
all settings whereas the e-whiteboard was only relevant for in-patient areas.  So, for 
example when a patient moves from ward to the operating theatre all infection control 
information is visible to the theatre department staff in advance. 
 
The EPR has made requests for side room and bed space cleans more 
efficient.  These can be requested through the EPR with the type of infection the 
patient had and the type of clean required linked to ensure the correct level of 
cleaning/disinfection, improving safety for subsequent patients. 
 
The IPC team have their own dashboard that shows real time data about key metrics 
such as the number and location of patients with flu, norovirus, C.difficile and, of 
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course, COVID-19.  Again, this needs further development but has already proved 
invaluable during such a demanding period due to the pandemic. 

 
MY CARE has provided the following benefits for antimicrobial stewardship, namely: 

• A hard stop at 72 hours, to encourage a review of prescribing.  

• An AMS navigator and timeline are in use to provide observations, 
antimicrobial treatment and microbiology results for the patient all on one 
page.  

• Antibiotic Review Kit (ARK) trial criteria, mandatory durations and 
indications, adherence to the restricted formulary. 

• An order set for gentamicin prescribing which automatically calculates 
doses and pre-orders serum therapeutic gentamicin monitoring. 

• Order sets for community and hospital acquired pneumonia, sepsis and 
COVID-19 

 
There is considerable work to develop the capabilities of the system further and this 
includes exploring any further benefits there might be by implementing the Epic 
‘Bugsy’ application.  However, the most urgent need is to ensure that surgical site 
infection surveillance is supported.  The MY CARE team are working with IPC to 
achieve this but progress thus far has been slow due to competing priorities in the 
post go live period. The EPR already has the ability to provide reports on central and 
peripheral line days and care bundle compliance but is not producing the reports 
required at the current time.   It is also anticipated that going forward surveillance 
forms for collection of data required for national mandatory surveillance can be 
incorporated. 
 
COVID-19 
 
The worldwide pandemic caused by COVID-19, a beta-coronavirus (SARS-CoV-2), 
has been one of the most significant, and perhaps the single most significant, event 
in the NHS since its inauguration. The Trust’s response to the pandemic evolved 
over the months as more became known about the virus and rates rose and fell. The 
Trust followed government guidance to ensure the best care for patients, staff and 
visitors. 
 
The Trust has endured over a year of fundamental change, involving two surges of 
admissions and preparations for a third. A total of 2,824 patients tested positive for 
COVID-19, however, not all of these required a hospital admission but may have 
required care in the community. There have been a large number of successful 
outcomes but sadly many deaths.  
 
COVID-19 has highlighted the ongoing challenges of our healthcare estate. Most of 
our hospital wards are based on 1980’s design standards and therefore bed activity 
spaces are a third smaller than current standards. This has resulted in difficulties 
ensuring social distancing and spatial isolation without removing beds from multi 
occupancy bays. A risk assessment has been prepared regarding the risks 
associated with the bed activity spaces, which, in addition to the IPC risks have a 
negative impact on other aspects of health and safety as well as patient privacy and 
dignity.  
 
Staff have withstood the worst of the impact and change to services, and faced 
personal risks, unlike anything we have seen recently. 
Throughout this, the IPC team have continued to provide high quality care and advice 
to support all areas of the workforce in providing safe patient care.  They have done 
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this by substantially increasing cover the provided across the acute Trust, community 
hospitals, DPT and into care homes across Devon.  
 
Many aspects of care changed as the pandemic progressed such as patient 
placement, testing and PPE and were all based on the hierarchy of controls.  
 
Figure 3: The Hierarchy of Controls  
 

 
 
Occupational Health and Human Resources (HR) Absence Hub 

 
During COVID-19, the Trust’s Occupational Health (OH) Department were involved in 
49 outbreak meetings and contacted 5499 staff with their COVID-19 test results.  
 
For the 962 staff with COVID-19, an assessment was undertaken for contact tracing. 
As part of contact tracing OH identified 254 RDE staff who were classed as index 
cases, with 841 RD&E contacts telephoned and given appropriate advice regarding 
isolation and testing.  Additionally, OH gave out advice to 2,487 staff and managers 
regarding COVID-19 via email and the phone advice line. 
 
The HR absence hub was formed as a response to the COVID-19 pandemic bringing 
together staff from the wider Human Resources team.  During 2020, the absence hub 
supported the Trust’s COVID-19 absence process including providing input into the 
development of a central database, recording absences, reporting and providing 
advice to managers and staff.  The team assisted in the arrangement of PCR testing 
for staff and their household members, provided managers and staff support and 
advice on the Trust COVID-19 risk assessment, vaccination queries, supporting 
health and wellbeing and national reporting. The illustrations below indicate the 
throughput for the Absence Hub during this time.  
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Figure 4: COVID-19 Related Absences Logged with the HR Absence Hub by 
Month 
  

 
 
Figure 5: COVID-19 Test Requests Received by the HR Absence Hub by Month 

 

 
 
COVID-19 Testing 

 
In response to the COVID-19 pandemic, the COVID-19 Testing Steering Group 
(TSG) was convened which made recommendations on testing to keep patients and 
staff safe. The group reported into the Clinical Reference Group as part of the 
existing governance structures and was chaired by the Associate Medical Director 
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(AMD) for the Specialist Division. It was the responsibility of the COVID-19 TSG to 
make recommendations on the frequency of testing for patients, access to testing for 
staff (and their household contacts) and the testing platforms and consumables used, 
along with the staff asymptomatic COVID-19 screening testing regimes put in place. 
This was captured in a Testing Strategy, which was regularly reviewed, updated, and 
available on the Trust intranet HUB.  

 
The COVID-19 TSG had four main work-streams supporting the Trust-wide 
pandemic operational plan.  

• The Clinical Advisory Group, including Clinical Lead for Testing (AMD), 

consultant Microbiologists, Occupational Health representation and Joint 

DIPCs.  

• The staff Testing and Screening work stream including symptomatic testing 

and asymptomatic screening (lateral flow device (LFD) and LAMP Testing), 

including Human Resources and Occupational Health support.  

• Elective Patient and In-patients/ acute admissions testing, including Divisional 

Operational Leads, testing admin team and lead clinicians.  

• Laboratory Testing Team, including Microbiology (PCR) and Blood Sciences 

(Serology)   

During 2020, the TSG recommended and established the following services: 

• Rapid emergency testing for admissions to support safe patient flow 

(including setting up a COVID-19 testing lab in the Emergency Department. 

• Testing to support participation in the National SIREN study (with almost 500 

staff recruited, all undergoing fortnightly PCR and serology testing) 

• Developed an off-site drive-through swabbing service along with mobile 

swabbing (SLA with a third-party contractor) for both patients and staff 

• Introduced self-swab PCR testing for staff and household members in a 

number of locations both on the acute site and in community hospitals 

• Distribution and support to staff for LFD testing since November 2020, 

including warehousing and delivering over 17,000 LFD kits and reporting to 

PHE via NHS Digital on all staff results registered 

• Set up and built a LAMP Lab as a hub for the region, contracting directly with 

Department of Health and Social Care with the aim of a more resilient offer to 

staff for sustainable regular asymptomatic testing 

• Put in place an operational and admin infrastructure to support testing for the 

next 12 months 

• Expanded Occupational Health support to staff to ensure test results and 

contact tracing can be distributed in a timely manner 

• Updated policies and procedures on the Hub for key communications 
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The COVID-19 Microbiology Testing Team has undertaken 199,049 COVID-19 tests 
and confirmed 4,418 positive cases for staff and patients during 2020/21 

 
Table 1: Number of COVID-19 tests undertaken by the Microbiology Testing 
team 

 

Year Month Total 
Total 

Positives 
Positive 
Patients 

Positive 
Staff 

2020 

March 954 66 62 4 

April 6,347 426 249 177 

May 8,105 120 87 33 

June 9,218 27 21 6 

July 13,035 22 20 2 

August 13,442 3 2 1 

September 16,547 34 16 18 

October 14,986 330 163 167 

November 21,995 989 566 423 

December 24,215 1,237 718 519 

2021 

January 23,381 804 597 207 

February 21,876 208 180 28 

March 24,948 152 143 9 

TOTAL to Date 199,049 4,418 2,824 1,594 

 
 
COVID-19 Vaccination Programme 

 
In December 2020 the Trust was stood up as a hospital hub vaccination service to 
deliver Pfizer COVID-19 vaccinations to the over 80s patient population, RD&E 
frontline staff, care home staff and other health and social care frontline workers. It 
went live on 16th December and was initially staffed with a team of Occupational 
Health nurses experienced in delivering vaccination. It provided vaccinations 7 days 
a week. Since opening, it has delivered more than 24,000 first doses and 10,000 
second doses.  
 
On January 25th the RD&E as the host Trust, opened Westpoint as the vaccination 
centre for the east of Devon, delivering Astra Zeneca vaccination to all eligible people 
in the JCVI cohorts as they open. To date it has delivered more than 50,000 first 
doses and has capacity to vaccinate up to 3,000 people a day.  
 
The total number of COVID-19 vaccinations up to 31st March 2021 were 86,233 with 
51,548 being administered at Westpoint and Greendale and the remaining 34,685 
administered at the RILD centre at the RD&E. 
 
The staff numbers in both centres, from various employment sectors, have grown 
throughout the programme. The teams are multi-professional with a mix of registered 
staff including doctors, dentists, nurses, midwives, pharmacists, physiotherapists, 
dietitians and radiographers. At the vaccination centre, a large number of non-
registered staff from all backgrounds, including new staff training as vaccinators, 
support the service delivery along with an army of volunteers.  
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Fit testing 

 
Since the beginning of the COVID-19 pandemic, the Trust has responded to changes 
in guidance regarding the wearing of Filtering Face Piece (FFP3) face masks. 
 
Current Trust guidance is that FFP3 or an equivalent respirator must be worn when 
performing aerosol generating procedures (AGPs) and they are encouraged (but not 
mandated) when working with COVID-19 positive patients whilst they are infectious 
(including in patient’s homes). In order to check that the facemask is correctly fitted to 
the shape of the wearers face a fit test is performed, as per Health and Safety 
Executive guidance (2019).  
 
In the financial year 2020/21, the Trust carried out over 5,500 successful fit tests. 
These tests were carried out using either quantitative or qualitative methods 
(commonly known as the taste test or Portacount test). In the initial phase of the 
pandemic, fit testing was carried out by staff who had been redeployed from other 
roles. The availability of staff to perform this role changed, and in January 2021, the 
Trust agreed to recruit and train a team of substantive fit testers to only use the 
Portacount method of fit testing which is a more reliable method of testing whether a 
mask fits appropriately.  
 
Staff have had to be fit tested to multiple masks throughout the year, as the 
distribution of FFP3 masks has changed through a service managed by NHS Supply 
Chain. The responsibility for the fit testing service has moved around during this year 
and governance has been largely through Trust Strategic Command or the Clinical 
Reference Group. The responsibility is currently with the Resuscitation Service but a 
review recommends that it be moved to the Health and Safety Service. 
 
Figure 6: AGP PPE poster for COVID-19 positive patients 
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COVID-19 Action Plan 

 
In December 2020, the Trust was experiencing high levels of nosocomial infections of 
COVID-19. A decision was taken to provide some intensive Trust wide support to 
address areas of concern in particular in relation to the environment. A single Trust 
action plan was compiled and regular focused meetings held to drive progression. 
 
A large number of environmental improvements were made including: 

• Installation of 20 HEPA filtration machines in high risk areas 

• Conversion and refurbishment of rooms to allow staff to have rest breaks, 

change and shower and don and doff PPE 

• Installation of access control doors into higher risk areas e.g. COVID-19 

cohort wards 

• Design of consistent signage to inform correct IPC measures and appropriate 

access to higher risk areas 

• Installation of cleaning wipes and hand sanitiser at key locations including 

clinical IT equipment. 

In addition to these environmental improvements, a number of other policies were 
reviewed and implemented including the minimum standards for opening a COVID-
19 ward, appropriate placement of patients with COVID-19 or contacts and other 
infection control measures covered elsewhere in this report. 
 
Nightingale Hospital Exeter (NHE)  

 
Following an eight-week construction programme, the Nightingale Hospital Exeter 
(NHE) was opened on the site of a former DIY superstore, towards the east of 
Exeter. Designed and built to support the region in the care of COVID-19 positive 
patients, it was initially used for the provision of diagnostic imaging, COVID-19 
vaccine trials and staff training whilst the prevalence of COVID-19 remained relatively 
low between July and October 2020. Over 3000 diagnostic images were delivered, 
support provided to over 600 volunteers on COVID-19 vaccine trials and training 
provided to almost 70 nurses to undertake their objective structured clinical 
examinations (OSCE). Alongside this, the NHE recruited and inducted reservist staff 
members from across Devon and Cornwall to work in the hospital in the event of 
activation for COVID-19 response.  The IPC team provided specialist advice, 
guidance and onsite training to all staff involved. In total over 230 reservists were 
orientated to work at NHE and a further 30 volunteers were recruited to support the 
unit. As the host Trust, the RD&E provided much of the support services, including 
pathology, pharmacy, facilities and logistics, patient catering and estates support. 
This was however considered a system facility to support Devon and Cornwall. 
 
On the 26th November 2020, the NHE opened to its first COVID-19 patients with 12 
patients transferred from the RD&E over two days. The NHE remained open for a 
total of 90 days and discharged its final patients on the 24th February 2021. During 
that time, the NHE cared for 247 patients from eight acute hospitals across Devon, 
Cornwall, Somerset and Dorset. These included the RDE, Torbay, North Devon, 
University Hospital Plymouth, Yeovil, Musgrove Park, Bournemouth and Poole. The 
maximum occupancy of 62 inpatients was reached on the 29th January and included 
a cohort of high dependency level patients. The mortality rate at the NHE was 15%, 
which was lower that the anticipated 20%; a total of 37 deaths. A further 17 patients 
were transferred to other hospital sites for onward care with the remaining 193 
discharged home. 
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Since the standing down of the national Nightingale programme at the end March 
2021, the NHE has been purchased as a system asset to support elective recovery. 
With the RDE remaining the host Trust on behalf of Devon Integrated Care System, 
the NHE has reverted to providing diagnostic testing and COVID-19 vaccine booster 
trials and have now delivered over 6000 diagnostic scans in total. 
 
Post Infection Review of Hospital Onset COVID-19 

 
From October 2020 to January 2021, 367 inpatients at the Trust tested positive for 
hospital onset (HO) COVID-19 following a swab, taken either because of symptoms 
or as part of routine surveillance in ward areas.  During this period, there were 
multiple outbreaks reported to Public Health England (PHE) by the Trust and 107 
patients died with HO COVID-19 either cited as the cause of death or contributing to 
death. 
 
As per NHS England and PHE policy an outbreak control team made up of a wide 
range of professionals was convened to undertake Root Cause Analysis (RCA) style 
reviews for each outbreak reported to identify rapid learning and ensure actions were 
put in place to minimise further risk to patients and staff.  
At the beginning of January 2021, an investigation team was put together to report 
and manage all incidents reported as HO COVID-19. The team have included the 
following in the scope of their investigation: 

• Identification of patients as per NHSE/I definitions to establish how the 

transmission has occurred and whether there are any other linked cases that 

might indicate ongoing transmission within an area. 

• Assessment of harm caused by the HO COVID-19 at the point it is reported 

on Datix as an incident. Harm is defined by Regulation 20 Duty of Candour 

and the National Patient Safety Agency (NPSA) 2009 grading matrix. 

• Application of Duty of Candour to all patients or their relatives 

NHSE/I post infection reviews are designed to capture as much information as 
possible about the care provided but will not establish how each individual patient 
contracted hospital onset COVID-19. There are some early emergent themes, which 

will be explored as part of the wider investigation and a report generated on 
completion of the work.  
 
Care Quality Commission (CQC) Inspection 

 
As part of continual checks on the safety and quality of healthcare services, data 
showed the trust had experienced more than one outbreak of hospital transmitted 
Covid-19 infection, therefore, in January 2021 the CQC carried out an announced 
focused inspection of the acute services provided by the RD&E to look at IPC 
practices. In March 2021, their findings were published in a quality report that 
concluded the Trust had a clear vision and strategy for continuously improving 
practices related to infection prevention and control. The Trust was inspected but not 
rated on the IPC practices. 
 
The CQC made two recommendations for improvement, both of which are included 
in the IPC action plan and monitored through ICDAG: 

• to continue to monitor compliance with appropriate levels of personal 

protective equipment, including enhanced personal protective equipment to 

ensure its use is in line with national guidance.  
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• The trust should consider ways in which it can further promote staff and 

patient engagement with compliance with cleaning of shared use equipment. 

The CQC report reflected how caring, compassionate and committed the Trust staff 
have been throughout the pandemic and include the sentence “Patients were 
comforted by kind and caring staff who are passionate about providing quality care.  
 
 
SURVEILLANCE OF HEALTHCARE ASSOCIATED INFECTIONS 
 
Surveillance is more than just the recording or reporting of infections with data 
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.  

 
MANDATORY SURVEILLANCE 

 
Mandatory reports are made to Public Health England (PHE).  These include the 
reporting of: 

• Staphylococcus aureus bacteraemia 

• Escherichia coli, Klebsiella and Pseudomonas bacteraemia  

• Clostridioides difficile  

• Orthopaedic Surgical Site Infection 
 
Staphylococcus aureus bacteraemia 

 
Patient-level data is collected 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 meticillin sensitive Staphylococcus 
aureus (MSSA) until 2011 when it too became mandatory. The enhanced data set 
allows 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, which have been very effective.  
 
The MRSA bacteraemia objective is to maintain a zero-tolerance approach to 
avoidable MRSA bacteraemias.  There have not been any cases of MRSA blood 
stream infections in 2020/21. 
 
There were 91 MSSA bacteraemias identified in 2020/21. Of these, 24 were 
identified from specimens taken on or after day three of admission and classed as 
hospital onset, 11 were community onset but hospital associated (patients 
discharged from RD&E within 28 days) with the remaining acquired in the 
community. The annual rate of hospital onset MSSA bacteraemias was 9.89 per 
100,000 occupied bed days. This is lower than the regional rate of 12.12. (Field 
Epidemiology South West, Public Health England, 2021) and comparable to 2019/20. 

 
Escherichia coli Bacteraemia  
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All cases, community or hospital onset, whether health care associated or not, are 
investigated by the Trust IPC team and reported via the PHE data capture system 
(DCS).  This also applies to other gram-negative organisms such as Klebsiella and 
Pseudomonas bacteraemias. There were 306 E.coli bacteraemia’s reported to the 
PHE DCS and investigated in 2020/21. Of which 19% were hospital onset, (identified 
on or after day 3 of admission to hospital) which is comparable to last year’s data. 

The annual rate of hospital onset E.coli bacteraemias was 23.91 per 100,000 
occupied bed days which is slightly above the regional rate of 22.30 (Field 
Epidemiology South West, Public Health England, 2021)   

Clostridioides difficile (C.difficile/CDI) 

 
The changes to the CDI reporting algorithm for 2020/21 remained as hospital onset 
healthcare associated (HOHA): cases that are detected in the hospital two or 
more days after admission and community onset healthcare associated (COHA): 
cases that occur in the community (or within two days of admission) when the patient 
has been an inpatient in the trust reporting the case in the previous four weeks. 

 
In 2020/21, there were no nationally set objectives for CDI but the investigation 
process has continued to conclude whether there were any lapses in care that 
caused or contributed to the infection.  A total of 44 cases meeting the definition of 
HOHA and COHA were identified, against a total of 47 in 2019-20.  Investigations 
concluded that there were no contributory lapses of care in all but four where 
inappropriate antimicrobial prescribing was identified as a contributory factor.   
 
The annual rate of HOHA and COHA CDI was 11.13 cases per 100,000 occupied bed 
days and this remains below the regional and national rate (Field Epidemiology South 
West, Public Health England, 2021). 

 
Table 2: Summary of COHA and HOHA Trust and South West cumulative rates  
  

Community 
Onset 
Healthcare 
Associated 

Hospital Onset 
Healthcare 
Associated 

Cumulative 
rate per 
100,000 
occupied bed 
days 

South West 
Cumulative 
rate per 
100,000 
occupied bed 
days 

Clostridioides 
difficile  

17.00 27.00 11.13 16.49 

Escherichia coli 33.00 58.00 23.91 22.30 

Klebsiella spp. 10.00 22.00 9.07 9.60 

Pseudomonas 6.00 6.00 2.47 3.36 

MRSA  0.00 0.00 0.00 0.61 

MSSA 11.00 24.00 9.89 12.12    

MRSA Screening of Elective and Emergency Admissions 
 
The rationale for screening elective patients is to identify MRSA carriers, enabling 
application of topical decolonisation either immediately prior to admission or on 
admission and the use of appropriate systemic antimicrobial prophylaxis at time of 
procedure, if this is appropriate. 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 several years ago.  
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Subsequently, it has been agreed nationally that screening should be undertaken 
based on an assessment of risk. Enhanced screening of MRSA was reduced in May 
2020 in line with National guidance, published evidence and laboratory priorities.   
The number of new cases, or isolates, 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 (see Appendix A). Reduction to 
such low numbers, together with continued emphasis on high quality venous access 
device care underpins the reduction in MRSA bacteraemia rates over many years 
 
Orthopaedic Surgical Site Infection 

 
It is a mandatory requirement to conduct some surveillance of orthopaedic surgical 
site infections (SSI), using the PHE SSI surveillance service. The data set collected 
is submitted to the service for analysis and reporting. This system is controlled and 
validated to allow comparison between centres. 
 
The mandatory requirement is to report one quarter of orthopaedic surveillance from:  

• Open reduction of long bone fracture 

• Fractured neck of femur 

• Hip arthroplasty 

• Knee arthroplasty 
 

As a Trust, it has always been recognised that one quarter’s worth of data in isolation 
can give a misleading picture due to normal rate variations. The Trust has long 
supported continuous SSI surveillance to facilitate a more accurate picture, and 
importantly, local trend analysis from which to draw comparison.  Clinicians have 
engaged well in receiving surveillance feedback, which enables them to make 
informed changes to practice within the collectively shared desire to lower rates of 
infection. However, 2020/21 brought with it unprecedented challenges, in the form of 
the COVID-19 pandemic, and locally with the Trust wide implementation of MY 
CARE.  Having undertaken continuous SSI surveillance for total hip and knee 
replacement surgeries since 2008, and spinal surgery since 2009 (bar 6 months in 
2014) the Trust was regrettably forced to pause SSI surveillance for new surgeries at 
the RD&E in April 2020.  

The brief respite from the pandemic experienced over the summer and lower 
participation numbers reflecting the lack of elective capacity, enabled the Trust to 
submit the July–Sep quarter for both total hip and total knee replacement categories 
at the RD&E via existing legacy systems whilst still maintaining the integrity of the 
surveillance process. This fulfilled our mandatory requirement to PHE. See Appendix 
A for SSI data.   

 
Having fully expected to continue SSI surveillance through MY CARE go live, the 
team had to pause from October as a result of an inability to integrate data between 
the two key systems involved. This data link has since been rectified and team have 
received formal training, localisation of systems and practice integration prior to 
commencing fully reconcilable SSI surveillance to PHE.  
 
Since April 2020, the Trust’s IPC team have assisted the Nuffield hospital team with 
post discharge SSI surveillance of NHS patients receiving total hip and total knee 
replacement surgery performed at the Nuffield hospital site. The IPC team provided 
support to the SSI surveillance team with all post discharge SSI surveillance of NHS 
patients operated on at the Nuffield site up to the end of March 2021. This completes 
a full year of additional support for new surgeries at the Nuffield whilst RD&E site SSI 
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surveillance was disrupted. Complete post discharge surveillance of Nuffield based 
NHS surgeries continues post operatively until March 2022. 
 
Carbapenemase Producing Enterobacteriae (CPE) surveillance 

 
Early identification of patients colonised or infected with CPE is key to control.  
Screening of any patients with risk factors for CPE carriage on admission is adhered 
to as per National guidance. Hospitals in the UK that have an issue with spread of 
CPE is an ever-changing situation, therefore the Trust 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 prevention and 
control teams within the peninsular and would be made aware if there was a local 
issue.  Nursing admission documentation in MY CARE includes prompts within the 
infection risk assessment section for assessing this risk and screening those with risk 
factors within four hours of admission.   
 
VOLUNTARY SURVEILLANCE 

 
In addition to mandatory surveillance, the IPC team conducts voluntary surveillance 
to monitor hospital infection in several areas which include: 
 
Vascular device associated bacteraemia surveillance 

 
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 several years.   
 
All central venous catheter (CVC) and peripheral venous catheter (PVC) related 
bacteraemia, deemed attributable to the Trust per Nosocomial Infection National 
Surveillance Scheme (NINSS) definitions, are reported via Datix and fed back to the 
relevant clinical area.  This process allows for local review, the identification of 
potential practice issues and shared learning systems that may prevent future 
episodes of bacteraemia. This targeted work and the improvements associated with 
CVC and PVC care bundles across the Trust together with the use of good quality 
intravenous devices and dressings continue to remain the most significant factors in 
preventing MRSA bacteraemias in patients who are colonised with MRSA. Capacity 
issues over the course of 2020/21 led to some key clinical areas not being able to 
provide total line days.  Furthermore, from October 2020, the implementation of MY 
CARE resulted in data anomalies and absence with regard to line days reporting. 
Therefore, the traditionally reported intravascular device associated bacteraemia 
rates cannot be achieved until available reporting is optimised. Work is underway to 
develop reliable, accurate reporting systems within MY CARE that can be utilised by 
each of the high-risk speciality areas used to delivering this important surveillance 
information.  Despite these limitations, every single positive blood culture for 2020/21 
has been investigated. 
 
Ventilator associated pneumonia 

 
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.   
 
As a result of the introduction of MY CARE in October 2020, it has not been possible 
to collect the data since March 2020 and reporting has therefore been suspended. 
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Every effort is being put in to resume this process but colleagues on ITU, who would 
usually collect this data, have been under unprecedented pressure as a result of 
COVID-19. 
 
OUTBREAKS AND INCIDENTS 

 
An outbreak is defined as two or more people experiencing a similar illness that are 
linked in time and or place. Where there are endemic rates of a specific infection it 
can also be considered to be where there is a greater than expected incidence of 
infection compared to the background rate for the infection.  
 
COVID-19 
 
All outbreaks are investigated in a standardised way with further testing of contacts, if 
required, within the outbreak area, a focus on IPC standard precautions and a review 
of the environment, patient and staff factors and latterly the vaccination status of 
staff. Each COVID-19 outbreak is reported nationally, and tracked via a regularly 
updated database. Overall, the IPC team were involved in 42 outbreaks during the 
period of this IPC report, all of which were attributed to COVID-19. 
 
IPC involvement aimed to limit spread, limit harm and increase learning and evolution 
of practices wherever possible. This led to iterative change across the organisation 
that ultimately saw outbreaks, and their impacts, fall. 
 
Diarrhoea and Vomiting  
 
In common with other acute trusts, the RD&E experiences outbreaks of diarrhoea 
and /or vomiting which require restrictions to the movements of patients into and out 
of ward areas. Many, but not all, of these outbreaks are caused by Norovirus. Rapid 
testing for Norovirus is carried out at the RD&E which enables the optimum risk 
assessment and the management patient placement. There were no Norovirus 
outbreaks at the RD&E in 2020/21 probably due to the widespread social distancing 
and improved hygiene measures in the community.  
 
Flu 
 
In 2020/21, there were only two hospital admissions with influenza and zero flu 
outbreaks, which mirrors the national picture. 
 
Uptake of influenza immunisation was at the highest level the Trust has seen with 
85% of acute staff vaccinated and 76% of community services, giving an overall total 
of 84% of front-line staff vaccinated against 78% in 2019/20. There were 7261 
vaccinations administered. 
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Occupational Health support to Outbreaks 
 
The OH team were involved in four staff outbreaks / contact tracing incidents, which 
included: 

• 1 MRSA outbreak                  87 people screened 

• 2 TB contact tracings            32 people screened 

• 1 Varicella contact tracing  19 people screened 

• 1 scabies contact tracing     7 people screened 

Excluding flu, the team completed 714 vaccinations: 

  

Event Total 

HEP A VACCS 2 

HEP B VACCS 409 

MMR VACCS 277 

OTHER VACCS 12 

VARICELLA VACCS 14 

Grand Total 714 
 
ANTIMICROBIAL STEWARDSHIP 
 
Antimicrobial stewardship (AMS) optimises the treatment of infection and minimises 
the collateral damage associated with antimicrobial use such as the emergence of 
resistant organisms and CDI.  It is recognised as one of the key components of IPC. 
AMS has remained a national priority throughout the COVID-19 pandemic and 
national targets set within the NHS contract continue to aim to drive down 
antimicrobial usage. National antimicrobial stewardship CQUIN targets were halted 
during the pandemic. 
 
The AMS team in 2020/21 consisted of the following: 

• Led by Dr. Marina Morgan and supported by Dr. George Trafford and Dr. 
Jennifer Poyner.  Dr Poyner having special responsibility for the 
community. 

• Up to February 2021, Sally Tipping and Hannah Burnett worked as a job 
share to provide 1.12 WTE antimicrobial stewardship pharmacists.  

• Hannah Burnett went on maternity leave in February 2021 and Sally 
continued in her role to provide 0.43 WTE of antimicrobial stewardship 
pharmacist support. 

 
The Antimicrobial Stewardship Group (ASG), which oversees the development and 
implementation of the Trust annual AMS programme of work met four times over the 
year, and was quorate on each occasion.  
 
Stewardship activities have focused on ongoing development of AMS utilising MY 
CARE, and continuation, when workload allowed, of antimicrobial review rounds 
which have become virtual in the short term, facilitated by reports generated through 
MY CARE. There is also a weekly paediatric stewardship ward round. During the 
pandemic, no antimicrobial prescribing audit data was collected manually.  
Discussions are underway with the MY CARE team to facilitate pulling of prescribing 
audit data electronically to produce a monthly consumption report. However, spot 
audits, such as use of clindamycin within the Trust, were completed. 
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The outpatient parental antibiotic therapy (OPAT) service has been set up in  
collaboration with the AMS team, aseptic services and the acute medical team. The 
purpose is for patients to receive antimicrobial therapy out of the acute hospital 
setting, leading to a better experience for the patient and avoiding admission or 
facilitating earlier discharge which in turn frees up bed capacity for the hospital. The 
OPAT service have cared for 58 patients since its introduction in March 2020. 
Extending the service to paediatric patients is under consideration at present. 
 
Antimicrobial guidelines continue to be reviewed on a rolling programme and as new 
treatment evidence is released. Baseline assessment tools are carried out on 
all new NICE guidance. Guidelines have been developed throughout the year to 
support use of antimicrobials and antivirals in the treatment of COVID-19 patients.  
The Trust’s existing platform for viewing antimicrobial guidelines, Rx guidelines, is 
being discontinued by the software company at the end of 2022. The microguide 
platform has been purchased for use in the Trust and work has been completed to 
move over the existing guidelines to Microguide.   
 
AMS education sessions for new clinical staff at Trust induction, Exeter Medical 
School and IPC link practitioners were halted during the pandemic. However, training 
was still provided for non-medical prescribers and trainee pharmacists.  
 
A specific clinical programme focused on antimicrobial stewardship work, in 
conjunction with clinical and pharmacy teams commenced roll-out, starting in 
healthcare for the elderly (HfOP).  Working with clinical teams and microbiology, a 
joint audit of urinary tract infection diagnosis and treatment in patients aged over 65 
years was completed and fed back to the HfOP governance group; action points from 
the audit are now to be agreed. 

 
World antibiotic week (and European antibiotic awareness day) took place in 
November 2020. The AMS team used several initiatives to raise awareness 
including:  

• information on Trust intranet;  

• communication of important stewardship messages via trust social media 
sites and  

• provision of educational sessions to clinicians on the stewardship aspects 
of MY CARE 

 
Although more limited this year, the antimicrobial stewardship team continue to work 
with other local Trusts’ stewardship teams (Devon Antibiotic Stewardship Group for 
example) and Primary Care to strengthen collaboration and to standardise guidelines 
and practice. Regular regional meetings with antimicrobial pharmacist colleagues 
ensure ideas are shared and benchmarking our activities across the region occurs. 
 
The Trust has now completed its involvement in the national ARK study. This is an 
NIHR-funded step-wedge trial that aims to substantially reduce antibiotic overuse 
through better “review and revise” decisions. ARK final antibiotic consumption data was 
submitted in October 2020. 
 
Audit and surveillance of antibiotic use and prescribing is undertaken and monitored 
through the ASG and co-ordinated by the antimicrobial pharmacist.  Compliance is 
reported through to divisions and individual wards. Trust wide compliance data is 
included in Appendix A. 
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WATER SAFETY AND SPECIALIST VENTILATION 

 
The Trust has safe water systems at the main sites at Wonford, Heavitree, and 
Nightingale Hospital Exeter and in premises administered by the Trust.  No hospital 
acquired cases of Legionella or other infection acquired from domestic or other water 
systems have ever been identified. 
 
The water utility supplying the Trust, South West Water, undertakes to provide a 
reliable supply of wholesome, safe water.  It has been the function of the Water 
Safety and Ventilation Group (WSVG) to provide assurance that the water, once 
within the Trust’s infrastructure, is safe and that risks from chemical and microbial 
hazards are minimised. In hospital, the most significant infectious risks from the 
water supply are infections caused by species of Legionella bacteria and other water 
borne 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). 
 
Water outlets in the areas designated as Augmented Care Units in this Trust, namely 
the ICU, the neonatal unit, the haematology ward and the renal dialysis unit are 
tested for Pseudomonas. These tests are carried out twice a year, and have been for 
over 5 years. Results for 2020/21 continue to show that nearly all water outlets in 
augmented care units are consistently negative. Occasional single outlets with a 
positive culture for low numbers of Pseudomonas are invariably negative after 
decontamination and retesting.  A number of new outlets in high-risk areas have 
been added to the testing regimen, which were not on the previous testing schedule, 
these include some outlets in ICU, haematology and paediatric oncology. Significant 
concerns are highlighted annually about the design and installation of water outlets in 
high-risk areas.  Of particular concern are the outlets on Yarty ward, housing some of 
the most vulnerable patients in the hospital.  The sinks are too small, with flexible 
hoses and taps that are too close to the sink.  This is a serious concern for 
contamination and transmission risk for Pseudomonas and increases the risk of 
Legionella colonisation.  The re-design of these outlets should be considered at the 
earliest opportunity. 
 
The control of Legionella in the water systems of large buildings, such as hospitals, is 
complex but relies primarily on good design, maintenance and running to specified 
standards. All water outlets are flushed regularly to ensure that stagnation does not 
occur in outlets, and water temperatures are monitored to ensure that they are within 
prescribed limits, circulating hot water at least 60°C when leaving the heating unit 
and no less than 55°C at outlets, cold water less than 20°C.  The performance of 
water systems is monitored continuously and reviewed by the WSVG.  
 
A Legionella risk assessment is undertaken by external contractors as advised in 
updated NHS guidance revised in 2016. Thereafter, risk assessments are conducted 
when they are required mainly following significant changes to water systems or 
installation of new systems. Any problems identified in risk assessments are 
addressed by the estates department in a risk assessed timely way. Where water 
systems do not meet engineering controls, additional controls may have to be 
introduced.  In limited areas in the acute hospital, cold-water temperatures can rise to 
above 20°C during periods of decreased use such as overnight.  In these areas, the 
systems have the additional control measure of silver ions added to the water and 
regular monitoring by culture for Legionella species.   
 
Legionella has been identified in the Chevythorne suite, Yarty ward. A major factor in 
this has been the reduced use of this facility during COVID-19. Given the poor design 



Infection Control Annual Report 2020-21.Produced by Mel Burden and Dr Robert Porter – Joint 
Directors of IPC and Helen Elliott, Support Manager to Directors of IPC 
Approved by Trust Board: 28th July 2021  

  Page 25 

  

of water installation in the Yarty template, as noted above, the re-design of this 
system and removal of flexible hoses must be a Trust priority.  
 
Some Trust services are delivered in premises which are maintained by, and the 
water systems the responsibility of, other entities. These include Community 
Hospitals in East Devon, which are the responsibility of the NHS Property Services 
(NHSPS). The WSVG seeks assurance from the operators on the safety of water 
systems in the Community Hospitals that have RD&E patients and staff. Audit visits 
undertaken by a Microbiologist, IPC Specialist Nurse and Estates’ Engineer from the 
Trust showed on-going issues with primary temperature control and multiple residual 
plumbing risks for Legionella growth.  NHSPS have been proactive in tackling the 
plumbing risks, but most sites continue to have issues with maintaining primary 
thermal control.  These sites include Exmouth, Sidmouth and Honiton, which house 
vulnerable patients either as inpatients or attending for renal dialysis.  Water testing 
at these sites routinely yields high or very high levels of Legionella, including 
Legionella pneumophilia serotype 1 (the commonest cause of human Legionnaire’s 
disease).  After some concerted efforts by all parties, secondary biocidal measures 
have been installed at Exmouth and Sidmouth Hospitals, using copper/silver ions.  
Whilst issues have been identified at Honiton, the renal unit is served by a separate 
water supply that has shown consistently good performance, and ongoing work 
elsewhere in the hospital to tackle design flaws continues to be the preferred route of 
NHSPS. 
 
Tiverton hospital, a PFI owned (IML), but an NHSPS leased building, built in the early 
2000s, opened in 2005, and had issues early on with primary thermal control and 
Legionella growth.  As a result, Chlorine Dioxide is generated on site and added to 
the incoming water main to provide secondary biocidal control.  Despite this 
secondary measure, routine testing revealed consistent growth of Legionella.  The 
original hospital specification was for copper pipework, but it was built with plastic 
pipework.  Plastic pipework becomes electrostatically charged and attracts a biofilm 
and it was believed that this was colonised with Legionella.  This was compounded 
by a poor design with a long loop for hot and cold services meaning that hot water 
became cold and cold water hot and leading to a loss of chlorine dioxide distally. 
Work to replace plastic pipework at the Tiverton site with copper pipework was 
delayed by COVID-19 but is now nearing completion and we have seen a significant 
reduction in Legionella counts across the site.  If performance looks good once 
installation is complete, we would support NHSPS in its aims to remove secondary 
biocidal measures and return to primary thermal control. 
 
In healthcare, specialist ventilation is necessary in some areas both for the protection 
of patients and staff. Typically, such areas would include operating theatres, 
endoscopy suites and certain treatment areas and special isolation rooms. There are 
also facilities where staff are protected by ventilation such as certain laboratory areas 
and decontamination suites. The ventilation systems in the Wonford, Heavitree and 
Nightingale Hospital Exeter sites are maintained by the Trust Estates Department. 
They are regularly inspected by external specialist contractors for compliance with 
the standards in the Health Technical Memoranda (HTM) 03-01 “Heating and 
ventilation of health sector buildings”. 
 
Significant concerns have been raised about the ventilation capabilities in the PEOC 
theatre suite.  Air handling units (AHUs) installed at the time of theatre build were 
unable to achieve the minimum air changes required at the point of installation 
providing 11 air changes per hour (ACH).  At installation, they should have provided 
15 ACH, and the standard now is 25 ACH.  A refurbishment project to replace the 
fans has been completed and now all the AHU’s serving the five Orthopaedic 
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theatres achieve 20 ACH. This remains below the current HTM and could put our 
position as a national leader in complex revision surgery at risk. To achieve HTM 
compliant ventilation in the PEOC suite a capital project to replace the ducting will 
need to be funded.  Without this work, the orthopaedic surgical theatres will be 
operating below national guidance on safe ventilation.  
 
In the community hospitals, some of the ventilation plant is relatively old.  The WSVG 
has advised that replacements should be planned and that this requirement should 
be taken account of when making strategic plans for the location of theatre facilities 
and services in the community. However, current reports indicate that theatre 
ventilation in the community theatres is fit for purpose.  
 
Theatre 10 on the acute site remains a concern due to the temporary nature of the 
structure that is now aging significantly. There are significant concerns that the 
theatre is barely fit for purpose leading to a restriction in the types of surgery carried 
out in the theatre.  This theatre should not be viewed as a long-term prospect and 
plans should be in place for its replacement. 

 
DECONTAMINATION  
 
The Decontamination Operational Group (DOG) remains responsible for monitoring 
all decontamination arrangements and compliance overall throughout the Trust and 
community sites and reports to ICDAG. The Trust operates an on-site Hospital 
Sterilisation and Decontamination Unit (HSDU), and a centralised Endoscope 
Decontamination Unit, which remain independent of each other. Centralisation of 
decontamination, wherever possible, ensures that staff are well trained and that 
processes remain controlled, accountable and fully auditable. 

 
HSDU is responsible for medical device decontamination and sterilisation of surgical 
and other reusable invasive instrumentation. The unit is ISO accredited and holds a 
Quality Manual & Technical File which are subject to annual internal audits to ensure 
compliance with ISO13485:2016 and Medical Device Directive 93/42/EEC.  In 
addition, they are externally audited once a year by their notified body (SGS). 2020’s 
external audit took place on 28th – 30th September which yielded just one corrective 
action report relating to clarification of staff processes, which was swiftly actioned 
and implemented.  

ProReveal is a sensitive fluorescence-based test, which uses spectrometry analysis 
to detect residual protein levels on instruments that have been processed through a 
washer-disinfector, but prior to sterilisation. HTM 01-01 (2016) requires residual 
protein levels to be below 5μg per instrument side.  The Trust currently has around 
30 months’ worth of data collected, which has enabled an accurate ‘baseline’ for our 
current residual protein levels. Efforts have now shifted in to identifying areas for 
improvement in order to begin lowering these levels. Irrespective of the figures 
recorded, the long-term aim is always to lower residual protein levels to as low as 
possible in order to minimise risk of infection, specifically in relation to prion 
contamination. The HSDU has introduced Process Challenge Devices (PCDs) which 
serve as an indicative test, carried out during the daily automatic control tests for 
each washer/disinfector. The results of this ‘challenge’ are documented and 
presented via dashboard. PCDs are also used in order to optimise the washer cycle 
to overcome ‘weak spots’ within the wash chamber. 

Decontamination of flexible endoscopes is undertaken centrally in the Endoscopy 
Unit.  The Endoscopy Unit is inspected to the standards developed by the Joint 
Advisory Group on Gastrointestinal Endoscopy (JAG).  Currently the 
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decontamination aspects of JAG accreditation are met. The ageing Automated 
Endoscope Reprocessor in Tiverton was due to be replaced in Aug 2019.  However, 
due to COVID-19 and proposed endoscopy at the Nightingale, the previously 
approved CRIC for this replacement has never been actioned and as a result, there 
is an increased risk of decontamination failure in Tiverton endoscopy until this 
machine is replaced. 

Decontamination of lower risk patient equipment (i.e. non-invasive equipment such 
as commodes, monitors, infusion pumps) is audited through the CCW (Catering, 
Cleaning and Waste) web-based audit system.   

There is a central unit for the inspection and decontamination of powered alternating 
pressure relieving mattresses and the Medical Device Library, who check every 
mattress returned for cover integrity and leakage ensuring that any damaged 
mattresses or damaged mattress covers are replaced, manages this.  

The HSDU has seen a number of management & supervisory changes within the 
past year as internal development opportunities were realised. The former HSDU 
Manager has moved into an Estates & Facilities Service Manager role, allowing the 
Production Manager to develop into the HSDU Manager position following a 
recruitment process. A new Production Manager has also been appointed and 
additional resource has been allocated to the supervisory team to provide future 
resilience. The addition of a Mid-Shift supervisor has helped to support the team and 
deliver additional training. Finally, two new Senior Technicians have recently been 
appointed in permanent night shift roles.  

The autoclave rolling replacement program continued as planned in 2020, with a 
further two new sterilisers supplied and commissioned within the HSDU. The final 
two autoclaves are expected to be ordered and installed in mid to late summer 2021 
that will complete the upgrade of the Trust’s six sterilisers. 

Some equipment is hard to decontaminate reliably because of the nature of its 
design and construction. It may for example have small lumens, which are hard to 
access for cleaning or a rough surface as in some orthopaedic reaming tools. A list of 
hard to decontaminate equipment is maintained and reviewed by DOG. Over the 
years by replacing with single use equipment, or alternative devices the list has been 
reduced substantially. However, there remains a small core of difficult to clean 
devices for which no economically viable alternative has been identified. This list is 
now reviewed annually.  

A ‘Reprocessing of Single-Use Items’ SOP was submitted to the DOG group for 
approval following concerns over the availability of specific critical components used 
to maintain airways and breathing circuits within ITU, Culm Ward and the 
Haemodialysis unit during the COVID-19 pandemic. Initial pressures on the supply 
chain did not fortunately manifest during the year, however a process for assessing a 
worst-case scenario was established to identify which, if any, devices could 
potentially be decontaminated for subsequent reuse.  

During the early part of the COVID-19 Pandemic, the HSDU took the opportunity to 
trial the newly developed, innovative Nanoclave technology, which promises to be 
able to safely and quickly surface disinfect a range of items using very high levels of 
ultra-violet light. It was hoped to be able to utilise such devices to assist with the 
reprocessing of single use devices and N95 type face masks. HSDU played a key 
part in resilience planning for PPE provision during the first surge when national 
supply chains looked unstable.  Extensive testing of sterilisation of single use 
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equipment ensured that the Trust was always in a position to keep staff safe.  
Thankfully this was never required to be put into practice. 

LINEN DECONTAMINATION UNIT 

 
The Linen Decontamination Unit (LDU) is one of the largest NHS Healthcare 
laundries in the country. The overriding regulatory documentation for the LDU is HTM 
01-04: Decontamination of Linen for Health and Social Care. The Health Act Code of 
Practice recommends that healthcare organisations comply with guidance that 
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. 

In order to achieve and maintain registration, the LDU has implemented a Risk 
Analysis Biocontamination Control (RABC) System. Part of the RABC system 
requires the risk assessment of any hazard within the laundering process, which 
could affect the biocontamination quality of textiles. Control measures and process 
controls have been implemented with the main aim of decontaminating used textiles 
and controlling the risk of re-contamination, throughout the process until dispatch 
back to the customer.  All control measures and processes are continually internally 
audited by in house staff. 

In October 2017, the LDU met its plan to achieve Best Practice.  The LDU was 
assessed by an external auditor and as a result, registered against the provisions of 
the British Standard BS:EN:14065:2016 Laundry Processed Textiles 
Biocontamination Control System. Registration lasts for 3 years and is maintained by 
two external annual surveillance visits followed by a full external audit at year 3.  The 
LDU successfully passed their first and second annual surveillance visit in both 
September 2018 and 2019 and on the 3rd October 2020, following a full external 
audit, the LDU’s RABC Management System was successfully re-registered as 
conforming to the requirements. 

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. 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 re-requisite programme identifies the physical attributes and 
measures what 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. 

The 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 processes have detailed Standard Operating Procedures (SOP) 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 
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inspections, packing & loading in safe quantities and the covering of all cages prior to 
transit. 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. 

In March 2020, as the COVID-19 pandemic took hold in the UK, the LDU led the way 
in procuring and purchasing reusable fluid resistant gowns, making the Trust one of, 
if not the first, Trust in the UK to use reusable gowns in the treatment procedures for 
COVID-19 infected patients. The use of reusable gowns has continued throughout 
2020/21. The LDU continued to work with NHS England and NHS Devon CCG 
personnel to assist in the development and testing of a suitable reusable gown for 
use throughout the region and ultimately throughout the country. 

The LDU worked hard with suppliers to procure additional stocks of scrub suits and 
uniforms for Trust clinical and medical staff, during a period where European 
manufacturing bases were closed due to the COVID-19 pandemic. Working closely 
with the IPC Team the, LDU helped set up and manage a number of “Scrub Hubs” in 
various locations throughout the hospital, providing staff and those who would not 
normally wear a uniform constant access to scrub suits.  

The LDU worked closely with regional procurement managers, clinical personnel and 
the military to procure order and stock linen items, scrub uniforms and associated 
equipment for the Nightingale Hospital Exeter. The LDU also worked with an external 
facilities management company to develop stock monitoring and ordering systems so 
that linen items and uniforms were always readily available.  
 
HAND HYGIENE AND ASEPTIC PROCEDURES  
 
During a year of unprecedented workload and scrutiny on practice, hand hygiene has 
remained at the highest priority. The COVID-19 pandemic affected this aspect of 
practice in a variety of ways: 

• Availability of hand hygiene products, including sanitiser and soap, was in 
danger of being compromised at times. The Trust applied itself to maintaining 
supply with input from the IPC team on suitability of a range of products as 
our previously preferred choices became less available. 

• Sanitiser containers were removed from bed ends in many areas and 
supplies closely controlled as public anxiety about obtaining these products 
led to disappearances of stock from some areas. 

• Hand hygiene auditing was paused during Q1 and Q2 as a result of the 
pandemic, restarting via updated legacy systems on the 1st November 2020. 

• To support members of the public and patients, signage regarding hand 
hygiene was improved and extended to provide clearly expressed and 
branded prompts.  

• Dispensers were sited in hospital and Trust entrances to facilitate hand 
hygiene on entry to the buildings. 

• Patient and visitor engagement were prioritised both in the hospital and in 
community settings. 

• Extensive work was carried out to ensure hand hygiene practices related to 
the donning and doffing of personal protective clothing was clearly 
communicated for staff. A range of training and poster resources was 
developed to reinforce the guidance. 

 
During the summer, the IPC team was approached to help devise and support a trial 
of a clinical audit platform on behalf of the Trust using a selection of hand hygiene 
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auditors. The team collaborated on the format of the ‘Formic’ audit tool, recruited and 
trained auditors, reviewed data and then distributed an evaluation at the end of the 
trial. This took place prior to the legacy system audit activity restarting in November. 
Although an electronic tool was not selected based on this trial, other platforms, it is 
understood, are being considered for the main hospital sites by Quality Improvement 
colleagues. 
 
Towards the end of the year, the Trust Clinical Applications Support team 
commenced work to devise an electronic means of inputting audit observations for 
hand hygiene for community staff as well as the IPCT relaunching training for a new 
generation of community auditors working in peoples’ homes. Education will underpin 
this focus with insights from observation and collaboration with the division. 
 
The IPC team took the opportunity of the hiatus in auditing to revisit hand hygiene 
auditor training. Workbooks and competencies were revised and released to back up 
regular offerings of auditor training through MS Teams, which are now well 
established. 
 
The pandemic demonstrated a negative impact on hand hygiene with national 
evidence suggesting that the risk of cross contamination occurred in 50% of episodes 
of care where gloves were used. Ongoing education by the IPC team has focused on 
inappropriate and unnecessary glove use with the focus remaining on hand hygiene.   

 
CLEANING SERVICES 
 
All cleaning services continue to be managed in-house with the team continually 
striving to maintain and deliver a quality domestic service to the Trust. The domestic 
services department continues to work closely with ward housekeepers and a 
structured plan of visits has been implemented with each ward now having a 
dedicated point of contact at Supervisory and Management level. 
 
The CCW (Catering, Cleaning and Waste) web-based audit system continues to be 
used for the audit process and gives opportunities for clinical nurse managers and 
other stakeholders to directly review the cleaning scores for their area of 
responsibility and now provides a more robust, efficient and informative service.   
 
Domestic Services continue to use hydrogen peroxide decontamination methods as 
part of the daily cleaning regime and following a programme of replacement new and 
improved second-generation units have been purchased to replace the ageing fleet 
of GlossAir machines previously in use. Additional units have also been purchased 
and are in use across the Community inpatient sites. 
 
In order to meet the environmental cleaning demands during the COVID-19 
pandemic domestic services received additional resource into the specialist cleaning 
team in a bid to meet the increase in activity. This proved beneficial and helped 
improve patient flow in key areas such as the Acute Medical Unit and Emergency 
Department Unfortunately, the annual deep cleaning programme, which is usually 
completed over the Spring/Summer, was not completed this year due to capacity 
pressures and COVID-19. 
 
The domestic services team worked alongside the MY CARE implementation team to 
build the environmental services element of MY CARE which has revolutionised the 
way in which cleans are recorded and how work is allocated to staff.  
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Monitoring of cleaning continues to be undertaken in accordance with the National 
Specification for Cleanliness in the NHS (2007).  The facilities based independent 
audit team use the NHS approved CCW monitoring system, which was successfully 
introduced during 2006 and has now been upgraded in its functionality. 

A team of dedicated monitoring officers 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 at ward level and in theatre areas. 

Collated results of monitoring are reviewed on a monthly basis by the audit team and 
the results escalated as appropriate. A bi-monthly Audit Review Group meeting also 
takes place, which has IPC representation. Action plans are implemented for any 
wards or departments failing to reach the required standards, as laid down by the 
NPSA.  In addition, a quarterly management audit is undertaken by a multi-
disciplinary team and the results of this, presented to the ICDAG, are used to monitor 
the technical audits undertaken on a weekly basis. The Ward Housekeepers continue 
to be actively involved in these audits. 

The specialist cleaning team continue to operate during daytime hours seven days a 
week, whilst the night shift operates with two dedicated team members throughout 
the week. There continues to be a swift ‘turn-around’ time for the terminal cleaning of 
side rooms, bed spaces and bays that have been vacated by patients with infection 
control alerts. The number of cleans required has increased again in the last year, 
with an average of 2,120 per month (the 2019/20 average was 1,289). The number of 
cleaning requests per month peaked during November 2020 when a record 3,127 
individual cleans were completed. 

The exceptional demand for cleans has consequently meant that additional, resource 
has been allocated to the specialist cleaning team over the past 12 months. Figure 5 
details the increase below: 

Figure 7: Graphical representation of specialist cleaning requests.  
 

 
 
NHS PREMISES ASSURANCE MODEL (PAM) 

 
The NHS PAM is a management tool that provides NHS organisations with a way of 
assessing how safely and efficiently they run their estate and facilities services. It is a 
basis for: 
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• allowing NHS healthcare providers to assure Boards, patients, commissioners 

and regulators on the safety and suitability of estates and facilities where 

NHS healthcare is provided 

• providing a nationally consistent approach to evaluating NHS estates and 

facilities performance against a common set of questions and metrics 

• prioritising investment decisions to raise standards in the most advantageous 

way 

Under the terms of the NHS contract NHS PAM became mandatory for all NHS 
Trusts to complete annually from 2020/21. NHSE/I have developed an online version 
of PAM which must be completed by the 23rd July 2021. The Trust started this year’s 
PAM assessment in February and have not identified any high-level concerns or 
risks. Overall, the trust is set to maintain a good rating for the PAM assessment this 
year, subject to final review. Areas of improvement identified through the PAM 
Assessment are recorded and reviewed through the Estates and Facilities 
Governance Groups. 
 
PATIENT LED ASSESSMENT OF THE CARE ENVIRONMENT (PLACE) 
 
PLACE assessments provide motivation for improvement by providing a clear 
message, directly from patients, about how the environment or services might be 
enhanced. Unfortunately, due to the COVID-19 pandemic PLACE assessments were 
put on hold but are planned to resume in the autumn of 2021. 
 
TRAINING AND EDUCATION 
 
Part of the recognised role of the IPC team is training and education. This takes the 
form of face to face sessions on venepuncture, cannulation and parenteral drug 
administration, link practitioner educational sessions, mandatory training for all staff 
as well as many other ad hoc speciality tailored sessions. Restrictions introduced due 
to COVID-19 resulted in the suspension of face-to-face training in early 2020, with 
MS Teams and e-learning encouraged instead.   
 
COMMUNITY INFECTION MANAGEMENT SERVICE (CIMS) 
 
The Community Infection Management Service (CIMS), a CCG and NHS 
collaboration across Devon, was established at the beginning of 2020/21 with an 
anticipated mixed workload including elements of AMS, education, investigation of 
infections and outbreak management.  
 
The Eastern Locality CIMS is provided from within the IPC Team with microbiology 
input as required. Due to the COVID-19 pandemic, the service largely pivoted 
towards supporting providers in outbreak with the service having contact with more 
than two thirds of the 150 care homes in the Eastern Locality together with a number 
of domiciliary and supported living providers. With a wide range of stakeholders 
already involved in outbreak, it was important to offer something new to providers.  
 
The service responded offering accessible telephone advice, site visits and specialist 
representation at outbreak control meetings. Whilst site visits were initially viewed 
with anxiety by providers they became a regular feature of local support offered, 
actively sought after by partners in Devon County Council and the Care Quality 
Commission. Contact with providers has been described by Community Service 
Managers as ‘responsive, detailed and sensitive’, offering ‘clear direction’ whilst 
remaining ‘non-judgemental’, ‘credible, accessible and supportive’. 
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Proactive contact has been made with the remaining care homes, not directly 
affected by outbreak, to introduce the service. The team is also working with the 
Local Authority’s marketing team to facilitate engagement with other relevant sectors 
through provider forums. 
 
The education programme of the service was impacted by the pandemic. Members 
of the team participated in the regular CIMS training offered to providers, which 
covered topics including COVID-19 and decontamination and also offered bespoke 
sessions to domiciliary providers. Support was given to nurses redeployed to deliver 
the centrally devised hand hygiene and PPE sessions through the Care Home 
Mutual Aid IPC training programme. 
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CONCLUSION  

 
Eliminating avoidable healthcare associated infection remains a priority for the Trust 
to ensure our patients, staff and the public are kept safe. 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 IPC Team but supported 
by colleagues at all levels of the organisation.  Despite considerable challenges this 
year, almost the entire planned programme has been completed. 
 
A number of key risks and challenges exist and the focus on COVID-19 control has 
had and will continue to have an impact on other aspects of IPC activity. Clearly, 
COVID-19 control is extremely important but the need to prevent and maintain  
control of other types of infection must not be overlooked. 
 
Infection prevention and control is the responsibility of all Trust employees and the  
IPC 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 IPC and AMS 
will remain crucial to minimise the risk of infection and limit the emergence and 
spread of multi-drug resistant organisms. 
  



Infection Control Annual Report 2020-21.Produced by Mel Burden and Dr Robert Porter – Joint 
Directors of IPC and Helen Elliott, Support Manager to Directors of IPC 
Approved by Trust Board: 28th July 2021  

  Page 35 

  

 
REFERENCES  
 

 
Dept of Health (2004) Competencies for Directors of Infection Prevention and 
Control. Gateway Reference 3080 Available at:   
http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/publicationsan
dstatistics/lettersandcirculars/Dearcolleagueletters/DH_4083982 Accessed 
01/07/2020 
 
Dept of Health (2015) Health and Social Care Act 2008. Code of practice on 
the prevention and control of infections, and related guidance Available at: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file
/449049/Code_of_practice_280715_acc.pdf Accessed 01/07/2020 

 
Dept of Health (2016) Health Technical Memorandum 04-01 Safe water in 
healthcare premises.  Available at: 
https://www.gov.uk/government/publications/hot-and-cold-water-supply-

storage-and-distribution-systems-for-healthcare-premises Accessed 

01/07/2020. 

Field Epidemiology South West, Public Health England (2021) Limited 
availability on request from the IPCT. 

 
Health and Safety Executive (2019) Guidance on respiratory protective 
equipment (RPE) fit testing. https://www.hse.gov.uk/pubns/indg479.htm  
 
National Patient Safety Agency (2009) Risk Grading Matrix. 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/
attachment_data/file/248262/0663.pdf

http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/publicationsandstatistics/lettersandcirculars/Dearcolleagueletters/DH_4083982%20Accessed%2024th%20June%202015
http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/publicationsandstatistics/lettersandcirculars/Dearcolleagueletters/DH_4083982
http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/publicationsandstatistics/lettersandcirculars/Dearcolleagueletters/DH_4083982
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/449049/Code_of_practice_280715_acc.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/449049/Code_of_practice_280715_acc.pdf
https://www.gov.uk/government/publications/hot-and-cold-water-supply-storage-and-distribution-systems-for-healthcare-premises
https://www.gov.uk/government/publications/hot-and-cold-water-supply-storage-and-distribution-systems-for-healthcare-premises
https://www.hse.gov.uk/pubns/indg479.htm
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/248262/0663.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/248262/0663.pdf


 

Infection Control Annual Report 2020-21.Produced by Mel Burden and Dr Robert Porter – Joint  
Directors of IPC and Helen Elliott, Support Manager to Directors of IPC 
Approved by Trust Board: 28th July 2021 

 

 
  

Appendix A 



 

Infection Control Annual Report 2020-21.Produced by Mel Burden and Dr Robert Porter – Joint  
Directors of IPC and Helen Elliott, Support Manager to Directors of IPC 
Approved by Trust Board: 28th July 2021 

 

 


