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EXECUTIVE SUMMARY 
 

This has been a challenging year with considerable operational pressures impacting 
on some aspects infection prevention and control practice.  Despite the pressures, 
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) for, whilst there have been some disappointing events in comparison to 
previous years, there have also been many positive outcomes.   
 
This report takes the opportunity to celebrate the successes and highlights the 
increasing challenges going forward: 
 
1. Last year’s annual report identified that no MRSA bloodstream infections had 

been attributed to the Trust since September 2011.  This record placed the Trust 
amongst the very best in the country.  Unfortunately, in the last year there have 
been two MRSA blood stream infections.  Both were thoroughly investigated, 
lessons learnt were identified about which recommendations were made and 
actioned.   
 

2. The rate of Clostridium difficile infection has increased from 5.84 per 100,000 bed 
days in 2016-17 to 8.29 in 2017-18.  This is a similar rate to that achieved in 
2015- 16 which, at the time, was the lowest rate in the Southwest and amongst 
the best nationally.  Despite the increase, the rate remains below the regional and 
national rates.  

 

3. Increasing issues with antimicrobial resistant gram negative organisms resulted in 
a new national objective to achieve a 50% reduction in healthcare associated 
E.coli bacteraemias (blood stream infections) by 2020-21.  E.coli is the most 
common gram negative organism to cause bacteraemia and is most commonly 
secondary to urinary tract infection.  The objective was set as part of Quality 
Premium and there is an expectation that there will be a whole health economy 
approach to achievement, led by commissioning organisations.  A 10% reduction 
was required in 2017-18.  In 2017-18 the total cases rose by 14%.  The majority 
of cases originate in the community, however in the absence of a 
community/primary care infection control team, the Trust’s Infection Prevention 
and Control Team have undertaken detailed investigation of every case whether 
onset occurred in primary or secondary care to determine causal themes that 
could be targeted for improvement.  Despite this detailed work it remains unclear 
how a significant reduction will be achieved, particularly with the cases that occur 
on or after day 3 of admission and which are defined as ‘hospital onset’.  The rate 
of hospital onset cases is 19.61 per 100, 000 bed days an increase on a rate of 
14.66 per 100,000 bed days in 2016-17 but, although higher, this rate remains 
below the regional and national rates. 

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

risk of Clostridium difficile infection and the single most important measure to 
reduce the selection of multiple antibiotic resistant bacteria.  There have been 
considerable achievements with prescribing standards over the year and the 
Medical Services Division, led by Dr Anthony Hemsley, have been particularly 
proactive in antimicrobial stewardship despite the pressures experienced over the 
winter months.  However, it is vital that the focus on this aspect of infection 
control is maintained as the incidence of infections caused by multiple antibiotic 
resistant organisms continues to increase in the UK and across the world. 
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5. Continuous surveillance of hip replacement/revision surgery, knee 
replacement/revision surgery and spinal surgery has continued.  Low rates of 
infection have been recorded for hip, knee surgery and spinal surgery and all are 
below the national benchmarks for all participating hospitals.   

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

maintained even in high risk specialties, such as oncology and haematology 
services.  However, there is some evidence that previously high standards of 
peripheral cannula care have slipped in recent months.   This has not, as yet 
resulted in an increase in peripheral cannula associated blood stream infection 
rates, although it was a factor associated with one of the MRSA bacteraemias.   

 
7. Uptake of influenza immunisation in the acute hospitals was once again above 

the internal uptake target of 75% and the national CQUIN target of 70%.  The 
peer vaccinators provided the majority of the vaccinations, supported by the 
Occupational Health Service. 

 
8. The use of point of care testing for influenza A and B and the more speedy 

containment of patients with confirmed ‘flu has reduced the number of patients 
exposed to ‘flu in hospital.  Despite an unprecedented number of patients 
identified on admission to hospital the number of outbreaks was low.   Flu cohort 
wards and bays were utilised which released pressure on single rooms for 
isolation purposes. 

 
9. The number of norovirus outbreaks was higher this year than the previous year 

but remained lower than in seasons past.  However, limiting outbreaks to single 
bays was particularly challenging for two reasons: staffing challenges meant that 
nursing staff could not be allocated to only look after affected single bays and 
patients with dementia could not be contained to a single room or even a single 
bay.  Ten wards were affected by full ward closure and 3 single bays.  

 

10. Of particular concern last year was the continuing reduction in the number of 
single rooms available for isolation purposes.  The number of single rooms for in-
patients has once again been reduced, however, the annual audit, which is 
performed at the same time every year, showed a reduction in patients unable to 
be isolated.  This was mainly due to large volume of patients with influenza, a 
great enough number to create cohort wards and bays and thus reduce the 
pressure on single room isolation.    
 

11. Environmental cleanliness standards, which are monitored regularly and are 
validated quarterly, have been maintained to a high standard;   The Patient Led 
Assessment of the Clinical Environment (PLACE) showed that previous high 
standards are being maintained. 

 

12. The annual deep cleaning programme was completed between May and 
December and included some outpatient settings as well as in-patient wards and 
one of the community hospitals for the first time.  The Deep Clean Team worked 
well with the Hotel Services staff in the community hospital at Sidmouth Hospital. 

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

instruments and hospital linen are all undertaken to national standards.  
 

14. 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 
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maintained by other entities.  One area of concern is the community premises 
occupied by the Trust that are owned and maintained by NHS Property Services 
(NHSPS) where it has been identified that NHSPS fall short of the management 
levels and appointed responsible persons to be compliant with NHS Standards. 
Regular meetings are in place between the Trust and NHSPS to resolve these 
issues and provide the trust with some level of assurance.  

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

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

 

16. In recognition of the excellent work undertaken to achieve the successes 
described in this report, annual infection prevention and control honours awards 
were made again this year.  These awards were, once again, well received by 
staff. 
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1. INTRODUCTION  
 
1.1 The purpose of this report is to inform patients, public, staff, the Trust Board 

of Directors, Council of Governors and Northern, Eastern and Western Devon 
Clinical Commissioning Group (CCG) of the infection prevention and control 
work undertaken in 2017-18 and 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).  It covers the management arrangements, the state of infection 
prevention and control within the Royal Devon and Exeter NHS Foundation 
Trust (hereafter referred to as ‘the Trust’), outcomes and progress against 
performance targets. 
 

1.2 Avoidable infections are not only potentially devastating for patients and 
healthcare staff, but consume valuable healthcare resources. Investment in 
infection prevention and control remains both necessary and cost effective.   
 

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

 
1.4 Previous annual reports have emphasised that with success at reducing 

infection rates, and within the Trust there has been considerable success for 
a number of years, there is a danger of complacency.  It has previously been 
highlighted that memories fade and it is easy to forget, for example, why we 
need to identify and isolate patients with certain risks, maintain the 
environment to a standard that facilitates excellent hygiene and maintain high 
standards of hand hygiene and invasive device care.  
 

1.5 Although rates of infection are still low in comparison to regional and national 
rates, in 2017-18 there is some evidence that previous performance has 
deteriorated slightly.  This is perhaps not surprising given the unprecedented 
financial constraints, extreme pressure on bed capacity, challenges with 
clinical staffing, in particular registered nurses, and we have an aging 
population with increasing needs.   

 
1.6 The authors would like to acknowledge the contribution of other colleagues to 

this report, in particular, the sections on environmental cleaning, linen 
decontamination and antimicrobial prescribing. 
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2. INFECTION PREVENTION AND CONTROL ARRANGEMENTS  
 
2.1 Infection Prevention and Control Team  
 
2.1.1 The infection prevention and control team employed by the Trust also provide 

a service to Devon Partnership Trust and to Virgincare Integrated Children’s 
Services Devon via service level agreements.   

 
2.1.2 The lead nurse, who is one of the joint Directors of Infection Prevention and 

Control, is responsible for leading the infection prevention and control team 
(IPCT) (and the tissue viability nursing services) and managing the 
associated infection control service level agreements.   

 
2.1.3 In addition to the lead nurse, a range of other registered specialist nurses 

from band 6 - 8A are employed to deliver the work programme within the 
Trust and in accordance with service level agreements with other 
organisations.  There are considerable benefits associated with having one 
infection prevention and control team delivering a service to multiple care 
providers in the same geographical area, not least because infections do not 
respect organisational barriers.  Clearly, this provides continuity and 
consistency of approach for service users who also move between provider 
services through their care pathway.  There is also a benefit to team 
members because, with regular rotation, specialist practitioners gain varied 
experience, are able to recognise and respond to differing levels of risk, 
differing needs and can apply their specialist knowledge and skills in a variety 
of settings.   

 
2.1.4 The service is supported by healthcare assistants/clinical infection 

surveillance practitioners (2.0 WTE) and administrative and clerical staff (1.8 
WTE) who also support the tissue viability nurse specialist team.   

 
2.1.5 An on site day time infection prevention and control 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 post graduate programme of study and are experienced infection 
prevention and control specialists. There is also 24/7 consultant medical 
microbiologist cover.   

 
2.1.6 Four consultant medical microbiologists (3.8 WTE) play an active role in 

infection prevention and control activities.  One of these fulfils the role of 
Infection Control Doctor (ICD) with 4 programmed activities (PAs) allocated in 
the Job Plan for this purpose, and is also joint DIPC.  The same medical 
microbiologist is also the ICD under the service level agreement with Devon 
Partnership Trust.  A further 0.25 sessions of clinical time are funded for this. 

 
2.1.7 Since April 2017 an additional 2 PAs have been allocated to the department 

of microbiology for infection prevention and control and antimicrobial 
stewardship activities covering community hospitals and other community 
based services.  Activities have included a rolling program of biannual visits to 
the community hospitals with a medical microbiologist, a specialist nurse and 
a Trust Estates Engineer. These visits cover infection control, water safety, 
specialist ventilation (e.g. theatres), antimicrobial stewardship and other 
relevant issues. The focus of each visit depends on the activities and facilities 
present at a particular site and any previously identified incidents or problems.  
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2.1.8 Following a successful business case an additional medical microbiologist will 
be appointed in 2018 whose role will contribute to antimicrobial stewardship 
and infection prevention and control work programmes. 

 
2.2 Joint Directors of Infection Prevention and Control  
 

The Infection Control Doctor (ICD) and the Lead Nurse have continued as 
Joint Directors of Infection Prevention and Control (DsIPC), reporting to the 
Chief Executive, when required, and liaising monthly with the Executive 
Medical Director who is the executive lead for health care associated 
infection.  The Joint DsIPC meet the competencies required for this role (DH, 
2004).  The Infection Control Doctor is also currently designated as the Trust 
Decontamination Lead.  The ICD is retiring in autumn 2018.  The Lead Nurse 
will probably also retire within the next two years. The ICD and Lead Nurse 
have led the Infection Prevention Control agenda as joint DsIPC for many 
years, and have considerable experience and expertise.  Succession plans 
are being considered. 

 
2.3 Infection Prevention and Control Governance Structure 
 

An Infection Control and Decontamination Assurance Group is chaired by the 
Lead 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, a quorate group has met 4 
times as required by the Terms of Reference (Terms of Reference attached at 
Appendix A (page 53).  Reporting to this group are three operational groups 
namely:   

 

Decontamination Operational Group Chaired by Infection Control Doctor 
 

Water Safety and Ventilation Group Chaired by Infection Control Doctor 
 

Antimicrobial Stewardship Group Chaired by Consultant 
Microbiologist/Antimicrobial Stewardship Lead 
 

 
2.4 Reporting line to Board of Directors  

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

 
2.5 Links to the Antimicrobial Stewardship Group  
 
2.5.1 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 (0.9 WTE) provide leadership to influence and 
promote the safe and effective use of antimicrobials across the Trust in 
accordance with local and national guidelines.  This is achieved through a 
variety of activities including: guideline development and dissemination; 
training and education of healthcare staff; risk management; audit and 
surveillance; and via expert clinical input. 

 
2.5.2 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, 

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
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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).   

 
2.6 Links to Clinical Governance/Risk Management/Patient Safety 
 

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

3. DIPC REPORTS TO THE BOARD OF DIRECTORS  

 
3.1 Number and Frequency 
 
3.1.1 The Board of Directors (BoD) approved the annual report for 2016-17 and 

annual programme for 2017-18 in July 2017.  Monthly reports are made 
through the integrated performance report on key performance indicators.  
The BoD also receive the Infection Control Performance Dashboard quarterly.  

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

Infection Control and Decontamination Assurance Group is made after every 
meeting to the Safety and Risk Committee that is chaired by the Chief 
Executive  

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

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

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

Team, agreed by the Infection Control and Decontamination Assurance 
Group and ratified by the Board of Directors.  The annual programme runs 
from April to March (Appendix B page 56).   

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

demonstrating the continued work to maintain compliance with the Code.  
Progress is monitored by the Infection Control and Decontamination 
Assurance Group.  Any significant delays to the programme are escalated to 
the Safety and Risk Committee.  

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

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

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

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

 
Figure 1 - Surveillance cycle 

 

 
 
4.2. Mandatory Surveillance  

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

the reporting of: 
 

 Staphylococcus aureus bacteraemia 

 Escherichia coli, Klebsiella and Pseudomonas bacteraemia  

 Clostridium difficile  

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

and mucous membranes of the nose and throat.  Although most people carry 
this organism harmlessly, it is capable of causing a wide range of infections 
from minor boils to serious wound infections and from food poisoning to toxic 
shock syndrome.  In hospitals, it can cause surgical wound infections and 
bloodstream infections.  When Staphylococcus aureus is found in the 
bloodstream it is referred to as a Staphylococcus aureus bacteraemia. 

 
4.3.3 Reports made consist of all Staphylococcus aureus isolated from blood 

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



Produced by Dr Alaric Colville and Mrs Judy Potter – Joint Directors of Infection Prevention & Control  
Infection Control Annual Report 2017-18  

Approved by Trust Board:   Page 9 of 68 

  

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

and submitted through an on line data capture system. This was made 
mandatory for meticillin resistant Staphylococcus aureus (MRSA) 
bacteraemias in 2005 but remained voluntary for meticillin sensitive 
Staphylococcus aureus (MSSA) until 2011. 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.  
 

4.3.5 Outcomes for MSSA and MRSA bacteraemia surveillance and, in the case of 
MRSA bacteraemia, performance against the national objective of ‘zero 
tolerance’ are described at section 16 (page 46). 
 

4.4 Escherichia coli Bacteraemia  

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

4.4.2  The commonest infection caused by E. coli is infection of the urinary tract.  
Invasion from the primary infection site, such as the urinary tract, to the 
bloodstream leads to blood stream infection (E. coli bacteraemia).  

4.4.3 Antibiotic resistance has increased in recent years with some E.coli able to 
produce enzymes that confer resistance to multiple antibiotics.   

4.5.4 The aim of the surveillance is to allow more accurate determination of 
possible interventions to prevent avoidable bacteraemias.  

4.4.5 The majority of cases of E.coli are not hospital acquired and therefore when a 
national improvement objective was set from April 2017, it was included as 
part of the Quality Premium for CCGs to encourage a whole health economy 
approach to improvement with a 50% reduction to be achieved by 2020/2021.  
All cases, whether community or hospital acquired, whether health care 
associated or not, are investigated by the Trust Infection Prevention and 
Control Team and the findings are shared with the CCG lead.  All cases are 
reported via the PHE Data Capture System.  This also applies to other gram 
negative organisms such as Klebiella and Pseudomonas and bacteraemias 
caused by these organisms are also reported. 

4.4.6 Outcomes for E.coli bacteraemia surveillance are described at section 16 
(page 46). 

4.5 Clostridium difficile (C. difficile) 
 
4.5.1 Clostridium difficile is a bacterium in the bowel that releases a toxin which 

causes colitis (inflammation of the colon), and symptoms can range from mild 
diarrhoea to life threatening disease.  Asymptomatic carriage also occurs.  
Infection is often associated with healthcare, particularly the use of antibiotics 
which can upset the bacterial balance in the bowel that normally protects 
against C. difficile infection.  Infection may be acquired in the community or 
hospital, but symptomatic patients in hospital may be a source of infection for 
others through environmental contamination where the spores produced by 
the organism can survive indefinitely. 
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4.5.2 Episodes (or cases) are reported via the Public Health England Data Capture 

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

4.5.3 Control of C. difficile continues to be taken extremely seriously in the RD&E 
and designated isolation facilities continue to be provided for patients with 
C.difficile on Torridge ward and these patients are managed by a team who 
have developed considerable expertise.  In addition, environmental 
decontamination is undertaken using hydrogen peroxide vapour to remove 
this hardy organism prior to admission of subsequent patients. 
 

4.5.4 Each case identified in hospital is investigated and precipitating factors 
examined. If there appear to be linked cases, samples are sent to reference 
facilities for strain typing to determine whether the cases represent cross 
infection. 
 

4.5.5 Strain typing is a specialised service provided by a network of reference 
laboratories. This is an indispensable service which helps us to manage and 
minimise C. difficile.  In 2017-18, strain typing was undertaken where possible 
clusters of C. difficile cases were noted and helps inform the need for 
additional control measures. 
   

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

outcomes are described in section 16 (page 46)  

4.6 Orthopaedic Surgical Site Infection 
 
4.6.1 It is a mandatory requirement to conduct some surveillance of orthopaedic 

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

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

the orthopaedic options, namely  

 Open reduction of long bone fracture 

 Fractured neck of femur 

 Hip arthroplasty 

 Knee arthroplasty 
 

4.6.3 However, a more accurate and meaningful rate can be ascertained by 
continuous surveillance and therefore, continuous surveillance of all knee and 
hip arthroplasty has been undertaken for the last 11 years and clinicians have 
engaged well in receiving surveillance feedback, making changes to practice 
and reducing their rates of infection.  Refer section 16 (page 46) for results. 
 

4.7 MRSA Screening of Elective Admissions 
 
4.7.1 The rationale for screening non-emergency patients is to identify MRSA 

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

 
4.7.2 Our local experience demonstrated that universal screening of all elective 

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

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

 Surgical and orthopaedic in-patients  

 Orthopaedic day cases 

 Patients undergoing AV fistula formation or graft for dialysis  
 

4.7.4 Screening rates are monitored monthly and the proportion of patients 
screened is high, with higher risk specialties such as Orthopaedics being 
above 90%.    

 
4.8 MRSA Screening of Emergency Admissions 
 
4.8.1 Approximately 85% of patients admitted as emergency admissions are 

screened within 24 hours of admission.   

4.8.2 Screening identifies MRSA carriers, enabling application of topical 
decolonisation or suppression treatment early in the admission and will inform 
the use of effective systemic antimicrobial prophylaxis, if this is appropriate.   

4.9 Catheter-associated Urinary Tract Infection Point Prevalence Rate 

4.9.1 The NHS Safety Thermometer is an improvement tool for measuring, 
monitoring and analysing patient harms and 'harm free' care.   

4.9.2 One element of the data collected relates to urinary catheters and urinary 
tract infection and allows the Trust to monitor the monthly point prevalence 
rate of catheter associated urinary tract infection.   

4.9.3 Data is collected on every in-patient ward by the ward matron applying clear 
definitions of catheter associated urinary tract infection 

 
4.9.4 The data shows that the mean catheter associated infection point prevalence 

rate remains low has increased slightly over the year (refer Appendix C page 
67).  In response to this increase, a care bundle audit was piloted in February.  
One of the elements of the bundle focuses on whether there was an 
appropriate indication for the catheter and another determines whether 
continued need is regular reviewed, which for short term catheters should be 
a daily review.  After the pilot in February some minor changes were made to 
the audit tool and this will now be performed every two months in every in-
patient area through 2018-19. 

 
4.10 Carbapenemase producing Enterobacteriaceae (CPE) surveillance 
 
4.10.1 Enterobacteriaceae are a large family of bacteria that usually live harmlessly 

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

 
4.10.2 Carbapenem antibiotics are a class of antibiotics normally reserved for 

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

 
4.10.3  Carbapenemases are enzymes that destroy carbapenem antibiotics, 

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

 
4.10.4  Enterobacteriaceae have highly mobile genetic elements which allow them to 

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

 
4.10.5  The therapeutic options for CPE infection are extremely limited or non 

existent.  
 
4.10.6  CPE have been identified throughout the world with many countries 

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

 
4.10.7 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 
recommended in national guidance.  Patient risk factors include: 

 

 hospitalisation in a hospital abroad in the last 12 months  

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

 Previously known to have been infected or colonised with CPE 

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

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

 
4.10.9 The results of screening patients with risk factors is identified in section 16.6 

(page 47)  
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5. VOLUNTARY SURVEILLANCE  

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

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

specialties has enabled targeted work to be undertaken to reduce infection 
rates with sustained improvements seen over several years.  This targeted 
work and improvements associated with the central and peripheral venous 
catheter care bundles across the Trust together with the use of good quality 
intravenous devices and dressings have been the most significant factors in 
preventing MRSA blood stream infections in patients who are colonised with 
MRSA.  These measures also reduce the risk of venous device associated 
bacteraemias caused by any other organism.  Refer section 16 (page 46 – 
49) for the outcome of these measures. 

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

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

first time are collected from laboratory data.  
 

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

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

 
5.2.5 The number of new cases, 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 (Appendix C 
page 67). 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.   

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

surveillance with a rate of infection usually below the national benchmark 
(refer Appendix C page 68) despite the complexity of the surgery undertaken 
in this hospital in comparison with some other centres.  After identifying rates 
of infection that were below the national benchmark for several years, an 
increase was noted at the end of 2014, through 2015 and into the 2016.   

 
5.3.2 Thorough investigation took place and a number of changes made to 

practice.  Investigation in practice did not show a single common factor that 
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provided a satisfactory explanation for the increase.  Therefore the spinal 
team focused on ensuring that every aspect of the spinal patients pathway 
was managed optimally for infection prevention using a surgical care bundle.   

 
5.3.3 As reported in the annual report in 2016-17, the outcome of this work was 

successful at reducing the rate of infection and the rate has remained at the 
lower rate through 2017-18. (Refer section 16 page 46). 

 
5.4 Breast surgery - Surgical Site Infection 

Surveillance of breast surgery site infection has also been undertaken 
voluntarily throughout 2017-18 using the PHE Surgical Site Infection 
Surveillance Service.  Outcomes are reported in section 16 (page 46). 

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

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

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

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

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

the risk of ventilator associated pneumonia.  The care bundle includes 
measures such as oral hygiene, elevating the patient head and suctioning.  
Both compliance with the bundle of control measures and the ventilator 
associated pneumonia rate per 1000 ventilator days is monitored in the 
intensive care unit and the infection rate is reported to the Infection Control 
and Decontamination Assurance Group and the Trust Board (refer Appendix 
C page 67). 
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6. OUTBREAK AND INCIDENT REPORTS  

 
6.1 Background   

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

 
6.2 Response to Incidents and Outbreaks  
 

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

 
6.3 Outbreaks  
 
6.3.1 There have been no outbreaks in 2017-18 that were considered serious 

incidents.  Instead, each was considered an outbreak of limited extent that did 
not have significant impact on patients or the operational capacity of the 
organisation.    

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

workload when bed capacity pressures, internal movement of patients, 
competing priorities for side room accommodation, increased use of 
temporary staff and suboptimal infection control practice are more likely.   

 
6.4 Seasonal Influenza  

6.4.1 The Trust has a Seasonal Influenza Management Policy which is reviewed 
annually to incorporate national guidance changes and other enhancements 
as necessary. This policy includes preventative measures such as staff 
immunisation, use of oseltamivir prophylaxis and measures to open a flu 
cohort ward if required.  
 

6.4.2 In 2017-18 the Microbiology Laboratory was once again funded to provide 
enhanced molecular flu testing during seasonal flu activity, including point of 
care testing in the Medical Triage Unit, Paediatric Assessment Unit and Yarty 
Daycase. 

 
6.4.3 The rapid detection of respiratory viruses, including Respiratory Syncytial 

Virus (RSV) and flu A and B, using molecular technology has enabled the 
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Infection Prevention and Control Team to be more certain when implementing 
isolation measures for patients with features of respiratory virus infection.  
Point of care testing (POCT) equipment for flu A and B was installed and 
clinical staff trained to use it competently. This enabled staff in to undertake 
testing themselves avoiding the inevitable delays associated with laboratory 
testing, supporting early diagnosis and treatment decisions, decision making 
about the need to admit and allowing more rapid isolation in either single 
rooms or flu cohort bays.   
 

6.4.1 On the Paediatric Assessment Unit, the RSV component of the point of care 
testing in particular proved invaluable, allowing cohorting of children with 
confirmed RSV in bays and reducing the use of single room isolation. 

 
6.4.2 In the 2016/17 season a total of 242 Influenza cases were identified in 

hospital.  These cases were predominantly Influenza A (223 cases Influenza 
A and only 19 Influenza B).  This increased significantly in 2017/18 with a 
total of 694 cases identified.  Whilst there was little difference to the number 
of influenza A cases identified (281 cases) there was a considerable increase 
in influenza B with 413 cases identified.  Refer figures 3, 4 and 5.   
 

6.4.3 The increase in cases of Influenza B may be partly due to a mismatch 
between the vaccination and the predominant circulating strain of Influenza B.  
Epidemiological analysis identified that the majority of the Influenza B viruses 
seen belonged to the B/Yamagata/16/88-lineage which are antigenically 
similar to B/Phuket/3073/2013.  This component was not included in the 
trivalent 2017/18 Northern Hemisphere vaccine, which is the vaccine the 
majority of the population receive. 
 

6.4.4 Reducing risk to frontline staff through influenza vaccination was facilitated by 
peer vaccinators and Occupational Health Nurses. The Commissioning for 
Quality and Innovation (CQUIN) objective for vaccination uptake was that at 
least 70% of frontline health care workers should be vaccinated although 
there was an internal Trust target of 75%.  The outcome of the influenza 
vaccine campaign can be found in section 16 page 46.   
 

6.4.5 Despite the increase in cases and associated challenges with isolating the 
sheer volume of patients admitted with influenza, the number of in-hospital 
patient contacts of these cases was reduced from 2.24 contacts per case in 
2016-17 to 1.38 contacts per case in 2017-18.  All contacts in hospital were 
identified and provided with prophylaxis where appropriate. 
 

6.4.6 Despite this robust approach to managing patients with flu and any contacts, 
there were eleven small outbreaks in hospital during the ‘flu season affecting 
a total of 32 patients.   
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Figure 3 – Comparison of total cases of influenza identified in 2016/17 and 

2017/18 

 

 

Figure 4 - Influenza A and B identified in 2016/17  
 

 
 

Figure 5 - Influenza A and B identified in 2017/18 
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6.5 Norovirus   

 
6.5.1 Norovirus is also predominantly a winter pathogen; however, norovirus 

infections can also occur in the summer months.  Norovirus is extremely easy 
to transmit from person to person, even with excellent infection control 
practice, and outbreaks are frequently reported in semi closed settings such 
as hospitals, care homes, schools, nurseries, hotels and cruise ships.  Until 
recent years, this subsection of the annual report was usually the longest with 
the hospital affected with multiple outbreaks of norovirus infection over 
several months despite exhaustive preventative efforts. 

 
6.5.1 Nationally, the number of laboratory reports of norovirus over the winter 

season (Q3 and 4) in England and Wales was 3% lower than the average 
number for the same period in the last five seasons since 2012-13 (Public 
Health England, 2018) - see figure 6.   

 
Figure 6 - Seasonal comparison of norovirus reports nationally 

 
(Public Health England, 2018) 

 
6.5.2 Norovirus activity can vary from season to season. Strain replacement events 

occur periodically among circulating norovirus strains and can coincide with 
higher than average levels of norovirus activity and increased outbreaks 
(Allen et al, 2014).  However, since 2012/13 the dominant strain circulating 
worldwide, including England, has been the GII 4/Sydney 2012 strain which 
may explain the reduced impact in hospital over the last few years.   

 
6.5.3 There have been thirteen ward outbreaks over the winter season in the acute 

hospital.  Ten outbreaks resulted in full ward closure to new admissions and 
three resulted bay closure only until the patients were asymptomatic and 
environmental cleaning and disinfection could be undertaken.  This is a 
greater number than in the previous winter season when only five outbreaks 
were recorded in the same period but remains low in comparison to 2014-15 
when twenty-four wards were affected due to outbreaks.  Three hundred and 
twenty nine bed days were lost as a result of the ward and bay closures.   

 
6.5.4 There were two particular issues relating to the control of norovirus spread 

within each ward; firstly, staffing challenges due to nursing vacancies often 
made it impossible to designate staff to the affected bays only; and secondly, 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/714412/Norovirus_update_2018_weeks_18_to_21.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/714412/Norovirus_update_2018_weeks_18_to_21.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/714412/Norovirus_update_2018_weeks_18_to_21.pdf
https://www.ncbi.nlm.nih.gov/pubmed/24551201
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several of the index cases were patients with dementia who were mobile and 
these patients could not be contained to a single room or even to one bay on 
a ward.  However, there was no evidence of spread between wards or missed 
cases on admission wards. 

 
6.6 Other incidents 

 

 Investigation of incidents can demonstrate the need for improvement but 
often such investigations highlight the good practices and processes 
established within the organisations. Examples of both are outlined below. 

 

6.7 Trial heads - an example of safe management of surgical Instruments 

6.7.1 Before surgical instruments can be effectively sterilised by high temperature 
steam they must be clean.  Some instruments are difficult to clean, and 
damaged instruments can present particular problems. So during processing 
in the Hospital Sterilisation & Decontamination Unit (HSDU) surgical 
instruments are carefully examined. 

 
6.7.2 Trial Heads are an item of equipment used in hip replacement operations. 

Their role is in ensuring the correct sizing and seating of components of the 
replacement hip.  Minor deterioration in the integrity of an “O”ring in the trial 
head was observed by particularly alert member of the HSDU team.  It was 
realised that there was a potential for tissue debris to become trapped and 
potentially invalidate sterilization. 

 
6.7.3 The deterioration of the “O” ring was very hard to spot, and, when examining 

other sets, the same fault was found.  As a result all the trial heads were 
replaced.  However, it was unclear whether this fault had resulted in exposure 
of patients to unacceptable risk. 

 
6.7.4 The Trust has excellent surveillance of infection in hip replacement patients 

which shows a consistently low infection rate, compared with other centres.  
So there was no evidence of an underlying problem.  Expert external advice 
was sought and it was determined that the risk was not high and a lookback 
exercise was not necessary.  However, the problem was reported to the 
manufacturers and the Medicines & Healthcare products Regulatory Agency 
so that other centres could be warned of the potential for deterioration. 

 
6.7.5 This incident showed that good procedures in the HSDU ensure that 

decontamination of surgical instruments is effective. 
 
6.8  Minimising risk of contamination – CJD.  Identifying Risk 

6.8.1 Creutzfeldt-Jacob Disease (CJD) is a rare fatal neurological degenerative 
disease in which a protein in the brain, called prion protein, changes its shape 
and properties leading to dementia and death.  It has an incubation period of 
many years during which the patient is asymptomatic.  There are broadly two 
types affecting humans, the first, called Sporadic CJD, has an incidence in the 
population of about 1 per million per year, and is seen worldwide.  The 
second, called variant CJD (vCJD), is linked to consuming meat contaminated 
by the bovine prion disease BSE (mad cow disease) and almost all cases 
have occurred in the UK.  
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6.8.2 Prions, hence CJD, can be transmitted between people on surgical 
instruments, because traces of prion protein which are not removed by the 
normal decontamination processes can transmit CJD.  Every effort is made 
not to reuse surgical instruments that are used on someone who may have or 
be at risk of developing CJD.  Some types of surgery are considered high risk 
for prion transmission, for example surgery involving the brain, spinal cord 
and back of the eye surgery. 

 
6.8.3 Some people have been identified as being at risk of CJD and are designated 

as “at risk of CJD for public health purposes”.  Such individuals are identified 
prior to having certain surgical procedures by asking, as part of the consent 
process, if they have ever been informed that they are “at risk of CJD for 
public health purposes”.  In addition, the hospital has a limited database of 
people known to have this risk, and surgical and endoscopy lists are checked 
against it.  When identified the IPCT ensures that the surgical team are 
informed and special precautions are put in place.  It is important to note that 
no-one is denied any form of treatment because of their CJD risk status. 

 
6.8.4 Over the years, several patients with CJD risk have been identified.  

Consequently, some surgical instruments sets and endoscopes have been 
quarantined for a short period while checks were made on suspected 
patients. Fortunately, all sets were reintroduced to the system as no risk of 
CJD was confirmed. 

 
6.8.5 This year an unfortunate patient died of this rare and catastrophic disease 

which was confirmed at post mortem.  Routine checks on past surgery were 
undertaken, and it was found that this person had eye surgery several years 
before becoming unwell.  Parts of the eye can contain large amounts of prion 
protein, which may be present some years before the patient becomes 
unwell.  As traces of prion protein can remain even after the normal rigorous 
decontamination process, patients operated on with the same instruments 
have to be informed as they are at a low but potential risk of contamination.  
The electronic instrument ‘track and trace’ system in place in this Trust 
allowed the relevant patients to be identified swiftly and with minimal effort. 

 
6.8.6 Following national procedures, arrangements were then made to inform the 

people exposed to this potential risk of CJD, as they will now be designated 
“at risk of CJD for public health purposes” themselves.  However, this risk 
does seem to be very small.  Working with Public Health England and the 
patients General Practitioners (GPs), an information pack was produced and 
affected people were invited to their GP Surgery to have an explanation of 
what had occurred.  This procedure was effective and feedback positive.   

 
6.9 Neonatal Unit (NNU) – Pseudomonas colonisation 

6.9.1 Babies in the neonatal unit are extremely vulnerable to infection.  All babies in 
the NNU are screened weekly for Staphylococcus aureus (which includes 
MRSA) and Pseudomonas colonisation.  Colonisation is the presence of an 
organism without infection or disease.  However, in vulnerable patients 
colonisation may precede infection. 

 
6.9.2 Pseudomonas has been responsible for devastating outbreaks of infection in 

some neonatal units, so babies are screened in this Trust as a preventative 
measure. One of the potential sources of pseudomonas (which is an 
environmental bacteria) is the water supply.  Therefore, in this Trust, all water 
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outlets (sinks etc.) in the NNU are routinely checked.  They have been 
consistently negative since testing began. 

 
6.9.3 During 2017, six babies were found to be colonised with pseudomonas.  One 

arrived in the unit from another centre with pseudomonas.  However, there 
was a worrying cluster of babies with pseudomonas between months of 
September to November 2017.  One of these babies had a blood stream 
infection which was treated without complication.  An investigation was 
undertaken to discover why the rise in pseudomonas was occurring. 

 
6.9.4 Typing showed that all the cases were different strains except for one 

possible instance of cross infection.  No environmental source was 
discovered following extensive swabbing of equipment and the environment in 
the unit.  The water was resampled twice and no pseudomonas was found.  
However, as a precaution sterile water was introduced for washing the 
babies. 

 
6.9.5 No further instances of colonisation or infection were encountered.  The 

source was never found so it is not known whether introducing sterile water 
for cleaning was an effective intervention, or that the cluster disappeared 
anyway.  However, it showed that screening was effective in picking up a 
cluster, possibly before it developed into episodes of serious infection. 

 
6.10 Tuberculosis as an Occupational Risk 

6.10.1 Tuberculosis (TB) remains a problem in the UK, though the South-West is an 
area where the incidence is low.  However TB is regularly encountered, 
sometimes as an unexpected finding.  

 
6.10.2 Results from a post mortem examination revealed that an elderly person had 

died with pulmonary tuberculosis.  Given that this was not recognised prior to 
post mortem, additional precautions relevant to protecting staff from exposure 
to Mycobacterium tuberculosis (the infective agent which causes TB) had not 
been observed.  Potential contacts in the mortuary were therefore followed 
up. 

 
6.10.3 The follow up of contacts of TB is undertaken using national guidance.  One 

of the tests that can be used is an Interferon Gama Release Assay (IGRA) 
that can detect asymptomatic infection, or so called latent infection.  No 
mortuary contacts were found to have active infection but four were found to 
have evidence of latent infection.  Of the four latent cases detected, two were 
already known prior to this incident.  Two others had risk of TB infection from 
previous occupational exposure prior to employment in this Trust or had been 
resident in parts of the world where TB is more common than in South West 
England. 

 
6.10.4 Mortuary workers are a group in which the risk of occupationally acquired TB 

is recognised as being high.  Protection is through the appropriate use of 
protective equipment, good ventilation and immunisation of staff with BCG.  It 
is also important to recognise when high risk post mortems are encountered.  
This case did not demonstrate that anyone had definitely acquired infection at 
this post mortem, though it is possible.  However, it did emphasis the risk 
mortuary staff are exposed to and the need to undertake good surveillance 
and occupational health checks. 
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6.11 Pertussis in healthcare workers 

6.11.1 Pertussis, or whooping cough, is an infectious disease that is especially 
dangerous for very young children, particularly babies before they have their 
immunisations.  However, immunisation does not provide lifelong prevention 
and pertussis continues to circulate.  In adults, rather than the characteristic 
whoop seen in children, a severe cough, lasting several weeks, may be the 
main feature.  Infectiousness is high in the first 2 weeks.  All pregnant women 
are now advised to have a booster pertussis vaccination.  The mother’s 
antibodies are passed to the baby before birth and give protection in the early 
months of life before the baby is routinely vaccinated 

 
6.11.2 Adult healthcare workers with pertussis may infect susceptible individuals, 

and this is clearly important if they work with young or vulnerable children, or 
unimmunised pregnant women more than 32 weeks of gestation who may go 
on to infect their new-born babes.  .Awareness of pertussis in adults has 
become more common now that laboratory testing of adults is used more 
frequently. 

 
6.11.3 Occasionally the infection prevention and control team is informed of a 

healthcare worker who may have whooping cough, and this occurred on three 
occasions in the last year. When suspected pertussis is reported, the key 
issue is to firstly to confirm the diagnosis and to identify vulnerable patients, 
and staff, e.g. pregnant women, and protect them by giving antibiotic 
prophylaxis or immunisation.  If possible the diagnosis is confirmed with 
laboratory tests, but sometimes timely response requires reacting to a clinical 
diagnosis.  There has been no transmission between healthcare workers and 
vulnerable patients or colleagues. 

 
6.12 MRSA bacteraemias 

 

6.12.1 After nearly six years without a hospital apportioned MRSA bacteraemia, two 
cases have been identified in 2017-18.  These occurred in two different 
specialties, many months apart and were not related to each other.  Both 
cases were subject to a post infection review process and reported to Public 
Health England and New Devon Clinical Commissioning Group.   
 

6.12.2 The first patient had screened negative to MRSA on admission, was not 
known to have a history of MRSA carriage, had not had contact with any 
other patient known to be an MRSA carrier and therefore the investigation 
included screening of all clinical staff involved in his care to determine 
whether the source was from a staff carrier.  No staff carriers with the same 
strain of MRSA were identified.  The source of this bacteraemia remains 
unexplained and was concluded to be unavoidable as the investigation 
revealed only high standards of care.  The clinical team participated actively 
with the investigation and were devastated that the first case for so many 
years had occurred in their unit. 

 
6.12.3 The second patient was known to have a history of MRSA carriage and 

screened ;positive on admission.  The patient was extremely poorly and had 
necessary invasive devices which increased the risk of MRSA infection, 
including blood stream infection.  Unfortunately, the investigation identified 
that opportunities were missed for reducing this risk through the use of topical 
anti staphylococcal suppression treatments in response to the known history 
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of MRSA carriage. Workload and staffing levels were identified as possible 
contributory factors as this incident occurred during the peak of winter 
pressures.  Whilst it was recognised that the patient may still have developed 
an MRSA bacteraemia even if these opportunities had not been missed the 
conclusion was drawn that this MRSA bacteraemia was potentially avoidable.  
The clinical team participated actively with the investigation and accepted the 
recommendations of the report. 
 

6.13  Carbapenemase Producing Enterobacteriaceae (CPE) 
 
6.13.1  CPE have been identified throughout the world with many countries 

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

 
6.13.2  As reported in section 4 page 12, patients with risk factors are isolated and 

screened for CPE carriage on admission.  Three patients were identified with 
CPE on admission, two were colonised but not infected with CPE and one 
was admitted with a blood stream infection.  All patients were strictly isolated 
and no transmission to any other patients has been identified.  

 
  



Produced by Dr Alaric Colville and Mrs Judy Potter – Joint Directors of Infection Prevention & Control  
Infection Control Annual Report 2017-18  

Approved by Trust Board:   Page 24 of 68 

  

7. WATER SAFETY AND SPECIALIST VENTILATION 

 
7.1 The water utility supplying the Trust, South West Water, undertakes to 

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

 
7.2 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. 

 
7.3 The Water Safety Group meets routinely twice a year. In 2017-18 it was 

decided to add Specialist Ventilation to its remit because largely the same 
group of individuals are involved in providing assurance for both functions. So 
the Water Safety and Ventilation Group (WS&VG) was formed in November 
2017. There were two quorate meetings in 2017-18, as in the Terms of 
Reference.  

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

infections caused by species of legionella bacteria and other water born 
organisms such a pseudomonas and stenotrophomonas.  The latter two types 
of bacteria are usually only seen as a problem in high risk units (also referred 
to as Augmented Care Units). 

 
7.5 Water outlets in the areas designated as “Augmented Care Units” in this 

Trust, namely the Intensive Therapy Unit, the Neonatal Unit, the Haematology 
Ward and the Renal Dialysis Unit and Ward are tested for pseudomonas. 
These tests are carried out twice a year, and have been for the past 5 years. 
Results for 2017 -18 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.  Continued evidence is that the 
water systems in the clinical areas surveyed do not pose a significant risk as 
a source of pseudomonas infection.   

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

including pseudomonas infections.  Between September and November 2017 
a cluster of pseudomonas infection/colonisation occurred in babies on the 
Neonatal Unit. Investigations, including two rounds of testing the water 
outlets, did not find an environmental source for this NNU cluster. This is 
described in detail in section 6.9 page 20.  As in previous years there was no 
evidence of significant clusters of infection with pseudomonas or infection 
from an environmental source in other augmented care areas.  

 
7.7 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, e.g. hot and cold water temperatures.  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 
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WS&VG. Water temperature monitoring and flushing records are standing 
items on the WS&VG agenda.  

 
7.8 A legionella risk assessment is undertaken by external contractors as advised 

in updated NHS guidance revised in 2016 (Dept of Health, 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. 

 
7.9 Where water systems do not meet engineering controls, additional controls 

may have to be introduced.  In limited areas in the hospital, cold water 
temperatures can rise to above 20°C during periods of decreased use such 
as overnight.  In these areas, the systems have the additional control 
measure of silver ions added to the water and regular monitoring by culture 
for Legionella pneumophila.  There have been no untoward significant 
isolations of legionella from water systems on the Wonford and Heavitree 
sites during 2017-18 and silver levels have been satisfactory. 

 
7.10 The Trust has safe water systems at the main sites at Wonford, Heavitree 

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

 
7.11 Some 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 were the responsibility of the 
Northern Devon Healthcare NHS Trust Estates Department until they were 
taken over by contractors working for NHS Property Services (NHSPS) in late 
March 2018. The WS&VG seeks assurance from the operators on the safety 
of water systems in the Community Hospitals which have RD&E patients and 
staff.  In addition through 2017-18 each Community Hospital had two visits 
from a team (Microbiologist, IPCN Specialist Nurse and Estates Engineer) 
from this Trust to review water safety amongst other functions. 

 
7.12 These audit visits showed that there are a few areas where water 

temperatures are out of range.  In addition water testing has shown that 
Community Hospitals continue to show areas where legionella is isolated 
from the water supply.  The ICPT, Microbiologists and members of the 
Estates Department are actively involved in obtaining assurance from the 
responsible landlord in these premises to ensure that the environment is safe 
for our patients and staff. 

 
7.13 The ventilation systems in the Wonford and Heavitree 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” 

 
7.14 Specialist ventilation in areas ventilated to theatre standards are compliant to 

the specifications relevant at the time they were constructed and 
commissioned.  Some of these standards have been revised.  Currently a 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/524880/DH_HTM_0401_PART_A_acc.pdf
https://www.gov.uk/government/publications/guidance-on-specialised-ventilation-for-healthcare-premises-parts-a-and-b
https://www.gov.uk/government/publications/guidance-on-specialised-ventilation-for-healthcare-premises-parts-a-and-b
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programme of work is beginning to update some of the Orthopaedic theatres. 
However, these are all fit for purpose 

 
7.15 In the Community Hospitals some of the ventilation plant is relatively old.  The 

WS&VG 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.  Current reports 
indicate that theatre ventilation in the community theatres is fit for current 
purpose. 
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8.  HAND HYGIENE AND ASEPTIC CLINICAL PROTOCOLS  

 
8.1 Hand hygiene 
 
8.1.1 Previous annual reports have described our approach to maintaining high 

standards of hand hygiene. This approach is embedded in the annual work 
programme and includes: 

 

 Point of care alcohol hand rub 

 Awareness posters 

 Patient involvement and feedback 

 Observational audit of clinical staff compliance with the 5 moments for 
hand hygiene, with feedback on performance. 

8.1.2. Trust wide compliance results as reported by ward hand hygiene auditors 
from observational audits can be seen at Appendix C page 67. 

 

 
 
 
8.1.3 Each year, the Infection 

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

 
8.1.4 This year the focus was on hand 

hygiene in relation to 
antimicrobial resistance.  This 
provided the opportunity to 
promote both the importance of 
antimicrobial stewardship and 
hand hygiene to spread of 
resistant organisms. ,  

 
 
8.2 Aseptic Clinical Protocols   

 

8.2.1 The principles of asepsis are included on the Trust induction programme for 
new staff.  Clean and aseptic technique principles are also provided as part of 
nursing and medical staff education, with assessment of competency made in 
relation to intravascular drug administration, intravascular cannulation and 
venepuncture and other invasive procedures.  Particular emphasis continues 
to be placed on aseptic procedures when inserting and managing the on-
going care of central venous catheters as described below.  Nursing staff who 
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manage central line care in specialist areas such as haematology, oncology 
and renal dialysis have their competence reassessed annually. 
 

8.2.2 Peripherally Inserted Central Venous Catheters (PICCs) are used for lengthy 
intravenous treatments, when otherwise patients would have multiple 
peripheral vascular devices, thus reducing pain and discomfort.  PICC 
insertion is almost always undertaken by a member of the Vascular Access 
Team, a team of specialist practitioners highly skilled in the procedure, and is 
always undertaken to a high standard using an aseptic technique.  The 
impact of such a highly skilled team on infection rates is seen at section 16 
(page 46).   
 

8.2.3 On-going care of the line is managed by the ward staff and therefore 
workshops and ward based training sessions were implemented in 2008-9 
and have continued ever since with good attendance 
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9. DECONTAMINATION  
 
9.1 Arrangements 
 
9.1.1  The Decontamination Operational Group (DOG) is responsible for monitoring 

decontamination arrangements and compliance overall and reports to the 
Infection Control and Decontamination Assurance Group.  It is chaired by the 
Trust Decontamination Lead, who is one of the Joint Directors of Infection 
Prevention and Control, currently the Consultant Microbiologist. 

 
9.1.2  In 2017-18 the group had four quorate meetings as laid down in its terms of 

reference, which were reviewed. 
 
9.1.3 The Trust has a hospital sterilisation and decontamination unit (HSDU), and a 

centralised endoscope decontamination unit.  Centralisation of 
decontamination, wherever possible, ensures that staff are well trained and 
that processes are controlled and auditable. 

 
9.2  Audits of Decontamination Processes 
 
9.2.1 The (HSDU), which reprocesses surgical and other reusable invasive 

instruments, conduct regular internal audits to ensure their compliance with 
ISO13485:2016 and Medical Device Directive 93/42/EEC.  In addition, they 
are externally audited once a year by a notified body. 

 
9.2.2 New technical equipment to measure residual protein on surgical devices post 

decontamination has been sourced. This will enable the Trust to comply with 
new requirements detailed in ‘Decontamination of Surgical Instruments’ (HTM 
01-01) when they apply in July 2018. 

 
9.2.3 Decontamination of flexible endoscopes is undertaken centrally in the 

Endoscopy Unit.  The Endoscopy Unit is externally validated and inspected to 
the standards developed by the Joint Advisory Group on Gastrointestinal 
Endoscopy (JAG).  Currently the decontamination aspects of JAG 
accreditation are met. 

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

such as commodes, monitors, infusion pumps) is audited in two ways:  It is 
included as part of the Care Quality Audit Tool and as part of the CCW 
(Catering, Cleaning and Waste) web based audit system (refer section 10 
page 33).   

 
9.2.5 There is a central unit for the inspection and decontamination of powered 

alternating pressure relieving mattresses and this is managed by 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.  

 
9.2.6 There is a program of audits linked to policies which are produced and 

overseen by the DOG. The audits are reviewed at the regular meetings 
 
9.3 Decontamination related projects 
 
9.3.1 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 
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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 rather 
than biannually  

 
9.4 Policies and procedures 
 
9.4.1 During 2017-18 all relevant policies were in date and revision was not 

required   
 
9.5 Clinical Audit  
 
9.5.1 Audit of intra cavity ultrasound probes has been undertaken satisfactorily. 

During 2017-18 audits of Creutzfeldt Jacob Disease (CJD) screening during 
consent will be undertaken and monitoring of compliance with CJD measures 
in ophthalmology will be repeated. 

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

culture endoscope rinse water to ensure that it is within acceptable limits for 
bacterial and mycobacterial colony counts.  In general the quality of rinse 
water has been acceptable and no significant interruptions of service have 
occurred in the Tiverton and RD&E endoscopy units. 

 
9.6.2 At Axminster Hospital, problems with the bacterial and mycobacterial counts 

have persisted intermittently and in 2017 yeasts have been also identified in 
rinse waters, indicating persistent problems with biofilm in the aging 
endoscope reprocessing equipment. As a result the Decontamination 
Operational Group has strongly advised that the endoscope reprocessing 
equipment in Axminster is either replaced or the service is discontinued on 
that site. 

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

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

 
9.7.2 The overriding regulatory documentation for the LDU is the Health Technical 

Memorandum HTM 01-04 – Decontamination of Linen for Health and Social 
Care.  HTM 01-04 supersedes earlier versions of laundry guidance including 
HSG (95)18 and most recently the Choice Framework for local Policy and 
Procedures (CFPP) series, which was a pilot initiative by the Department of 
Health. 

 
9.7.3 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 
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Acute Trusts and other healthcare providers when purchasing new laundering 
services in the future. 

 
9.7.4 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 2 external annual surveillance visits followed by a full 
external audit at year 3. 

 
9.7.5 In order to achieve 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. 

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

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

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

directly into the machine, logging the actual temperature at each stage of the 
wash process.  The process is also verified via monthly service visits from the 
detergent supplier, who audit and correct all aspects of the washing process, 
including temperatures, water testing and chemical dosing. 

 
9.7.8 The RABC system is verified throughout the LDU by a series of Control 

Points (CP) where control processes are put in place to minimise re-
contamination.  These are audited and verified by evidence based systems 
and document control.  These include physical measures such as hygiene 
controls and protective footwear, systems such as a KanBan style use of 
linen handling containers at the Washer Extractors or dip slide testing and 
documented evidence such as cleaning schedules, cage sanitisation records 
and dip slide test results. 

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

place, to enable the LDU to implement these controls and systems.  A 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. 

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

putting in place an RABC system, we are also building upon the LDU’s quality 
system currently in place.  All 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 inspections, packing & loading in safe 
quantities and the covering of all cages prior to transit. 
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9.7.11 All of the above ensures that the LDU receives, decontaminates, cleans, folds 

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

 
10.1 Management Arrangements  
 

All cleaning services continue to be managed in-house with the Management 
structure remaining largely the same, with the only change being Mr Paul 
Andrews being appointed to the role of Assistant Manager.  The management 
team continually strive to maintain and deliver a quality Domestic Service to 
the Trust. 

 
10.2 New Developments 
 
10.2.1 The Domestic Services Department continues to work closely with Ward 

Housekeepers. The Management team are in regular daily contact and attend 
a Ward Housekeeper Forum on a Bi-monthly basis. A structured plan of visits 
has been implemented with each ward now having a dedicated point of 
contact at Supervisory and Management level. 

10.2.2 The CCW (Catering, Cleaning and Waste) web based Audit System used with 
I-pads continues to be used for the audit process and gives opportunities for 
Matrons and other stakeholders to directly review the cleaning scores for their 
area of responsibility and now provides a more robust, efficient and 
informative service.   

 
10.2.3 Domestic Services continue to use hydrogen peroxide decontamination 

methods as part of the daily cleaning regime and in the annual Deep Cleaning 
programme of 2018.  The first of a programme of new and improved second 
generation De-misters have been purchased in a bid to replace the ageing 
fleet of GlossAir machines currently in use. 

 
10.2.4 In order to meet the environmental cleaning demands of an increasingly busy 

hospital during the winter pressures season, Domestic Services added 
additional resource to the Specialist Cleaning Team in a bid to meet the 
increase in activity. 
 

10.2.5 Domestic Services Management Team continue to work with suppliers in a 
bid to embrace the latest in cleaning products, technology, equipment and 
processes to ensure the continued delivery of a quality Domestic Service to 
the Trust and ultimately our Patients and visitors. Recent purchases include 
the purchase of new Hydrogen Peroxide de-misters, two new ride-on floor 
scrubber dryers for the use in public areas and corridors, and the purchase of 
an individual hand operated floor cleaner and wet pick up machine named an 
i-mop. 
 

10.3 Monitoring Arrangements 
 
10.3.1 Monitoring 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. 

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

10.3.3 Areas of domestic cleaning failure are recorded on a rectification sheet which 
is used by the Ward Housekeeper or duty Domestic Supervisor to action and 
follow up.  

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

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

Director Infection Prevention and Control.  Action plans are implemented for 

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

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

10.3.7 The annual Patient Led Assessment of the Care Environment (PLACE), 
which was undertaken in April 2017 by groups including patient 
representatives, recorded a 97.87% score for the Trust in the cleanliness 
section (a decrease from the previous year of 0.61%). This compares with the 
National average of 98.38%. This national assessment process is now well 
established, having replaced the Patient Environment Action Team (PEAT) 
several years ago and its main aim is to evidence a greater degree of 
transparency and patient involvement in ‘cleanliness’, ‘food’, ‘privacy, dignity 
and wellbeing’ and ‘condition, appearance and maintenance’. New scoring 
sections this year included ‘dementia’ and ‘disability’. 
 
The assessment was unannounced so ward and departmental areas were not 
informed in advance that their area would be visited and assessed on the 
day. Areas to be visited were drawn at random by an external validator from 
Musgrove Park Hospital Taunton. 

 
10.4 Budget Allocation 

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

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

 
10.4.2 The CCW programme is now being successfully utilised and significant 

amounts of data relating to current resources and the recommended minimum 
frequency of clean requirements have been recorded.  
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10.4.3 The output data is used in the re-design of Domestic Services and their 
delivery in order to meet the ever changing needs of the Trust.  

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

be allocated on an annual basis. The positive impact of this funding is well 
recorded, e.g. improved response times for organising outbreak and specialist 
cleaning and the turnaround time for re-opening a closed ward.   

 
10.4.5 The Specialist Cleaning Team continue to operate during daytime hours until 

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

10.4.6 There continues to be a swift ‘turn-around’ time for the terminal cleaning of 
side rooms, bed spaces or even bays that have been vacated by infected 
patients. The number of cleans required has increased again in the last year, 
with an average of 1121 per month (the 2016/17 average was 981, with 
2015/16 being 930 per month and 796 recorded in 2014/15). The number of 
cleaning requests per month peaked during January 2018 when a record 
1462 individual cleans were completed. 

10.4.7 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 7 details the increase below: 

Figure 7 – Increase in specialist cleaning requests.  
 

 

10.4.8 Additional non-recurring money continues to be allocated each year to the 
Deep Cleaning programme which took place over March – November 2017.  
Deep cleaning again took place during daytime hours and a planned, co-
ordinated approach to cleaning individual bays and side rooms was 
progressed over a period of either two or three days, depending on the size of 
the ward.   

10.4.9 The scope of the programme was extended this year to allow for the deep 
cleaning of the Sidmouth Community Hospital site. Collaborative working with 
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community colleagues was a huge success with learning and working ideas 
shared by both respective staff groups. 

 
10.4.10Further funding has been allocated for 2018/19 for the Deep Cleaning 

programme to continue within all in-patient and some outpatient areas. The 
Infection Prevention and Control Team, nursing services, Site Management 
Team and Domestic Services have worked together to produce a programme 
of cleaning for the next deep clean, which commenced in March 2018. 
Planned deep cleans at the Community In-patient sites have also been 
factored into the plan with Exmouth, Sidmouth and Tiverton Hospitals due to 
be cleaned during the programme. 

 
10.5 Clinical Responsibility 

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

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

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

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

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

 
10.7  User Satisfaction Measures 

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

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

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

 
10.9 Training 
 
10.9.1 Domestic Services Management Team continue to review robustly the 

working practices of the domestic staff at ward level to ensure that a 
methodical approach to their daily work is being applied. 

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

induction training from a Facilities perspective, which includes the cleaning 
and decontamination of patient equipment, deep cleaning, etc. 
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10.9.3 Bespoke training sessions are now in place for those staff members who 
require additional refresher training. Regular daily Communication Cell 
meetings also afford a further opportunity to provide domestic staff with 
additional information regarding training and their on-going development. 

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

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

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

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

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

undertake an annual competency check to ensure staff are aware of the 
correct cleaning processes and where appropriate, remedial action and 
refresher training can be undertaken. Opportunities for personal development 
are also discussed. 
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11. WARD HOUSEKEEPER REVIEW 

 
11.1 The nationally recognised Ward Housekeeping (WHK) post was implemented 

in the Trust in March 2012 and allowed a redesigned model of working within 
in-patient wards and theatre areas that would ensure the delivery of non-
clinical services in a safe, quality driven and cost effective infrastructure.   
Promoting cleanliness of the clinical environment is a significant part of their 
role and therefore is extremely relevant to infection prevention and control. 

 
11.2 A review of the role was commissioned by the Chief Nurse in 2017 with the 

following objectives: 
 

 To review the post’s current impact against its original goals and 
objectives, taking into account any approved changes to the job role since 
the last review undertaken in 2013 

 To identify and assess the on-going value and effectiveness of the ward 
housekeeping post, current issues and future opportunities. This included 
unintended outcomes and outputs 

 To identify any challenges that may be affecting the overall performance 
and efficiency of the role 

 To assess the on-going engagement of clinical and non-clinical staff and 
communication structures  

 To make recommendations for improvement including actions that are 
required to achieve them 

 
11.3 Ward housekeepers are part of the ward team and are appointed and line 

managed by the Matrons.  The Ward Housekeepers are clearly valued by 
their clinical colleagues.  However, the review identified that there has been 
drift in roles over time, with no formal role specific induction training or update 
training and that there is no mechanism for backfilling the role when ward 
housekeepers are absent, particularly if absence is long term due to sickness.   

 
11.5 Matrons appointed since the original implementation of the role did not have 

the same understanding of the role as those who were in post at its inception.  
Similarly, Ward Housekeepers appointed since the original implementation, 
when a formal role specific training programme was provided, were 
particularly likely to be functioning differently to the intended role specification 
in terms of the hours worked, tasks undertaken and ability and knowledge to 
supervise the activities of ward domestic and catering assistants. 

 
11.4 Recommendations made included the need for the appointment of a central 

co-ordinator to provide professional leadership to all Ward Housekeepers 
ensuring that they were competent and compliant within their roles (e.g. 
duties, hours of work, capabilities) co-ordinating cover for annual leave / 
sickness, providing role specific training both on induction and refresher 
training and supporting Ward Matrons with professional advice and human 
resourse related issues e.g. Personal Development Reviews and recruitment. 

 
11.5  In addition it was recommended that a small pool of fully trained ‘step up’ 

relief WHKs, mentored by the Ward Housekeeping Coordinator were needed 
to provide cover for planned and, where possible, unplanned leave.  

 
11.6  A business case has been developed to support the key recommendations of 

the review and this is currently under consideration by the Operations Board. 
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12. ANTIMICROBIAL STEWARDSHIP   

 
12.1 Summary of key issues / emergent themes and achievements 
 
12.1.1 Antimicrobial stewardship (AMS) optimises the treatment of infection and 

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

 
12.1.2 Antimicrobial stewardship remains a national priority and ambitious targets 

have been set to reduce antimicrobial consumption, improve prescribing 
documentation and to reduce blood stream infections (which may follow 
inappropriate antimicrobial prescribing), and improve recognition of sepsis 
and its outcomes. 

 
12.1.3 The Antimicrobial Stewardship Group (ASG), which oversees the 

development and implementation of the Trust annual Antimicrobial 
Stewardship Programme of Work met four times over the year, as intended, 
and was quorate on each occasion.  

 
12.1.4 This year stewardship activities have focused on measures to support an 

appropriate reduction in antimicrobial use and to improve and standardise 
sepsis diagnosis and management.  This has included the introduction of 
‘sepsis’ and ‘intravenous antimicrobial’ flags on the inpatient electronic 
handover tool (ward whiteboard) to support timely and appropriate patient 
review.  There has also been work around sepsis screening and initiation of 
the Sepsis Six package across the whole Trust site.  Additionally, 
antimicrobial guidelines have been reviewed and updated to ensure 
recommendations support the most appropriate effective therapy. 

 
12.1.5 National antimicrobial stewardship CQUIN targets were in place in 2017/18 to 

encourage a reduction in inappropriate antimicrobial use.  The trust had four 
targets: 

 

 To reduce total antimicrobial consumption by 1%; 

 To reduce carbapenem (last-line) antimicrobial consumption by 1%; 

 To reduce piperacillin-tazobactam (broad-spectrum antibiotic) 

consumption by 1%; and 

 To document an antimicrobial plan (made by a senior doctor or infect ion 

expert) between 24-72 hours for patients with sepsis – with an increasing 

trajectory each quarter (25%; 50%; 75%; 90%). 

 The ‘24-72 hour plan’ and ‘piperacillin-tazobactam’ reduction targets were 
achieved.  However, due to a severe and extended international shortage of 
Tazocin we substantially over-achieved our target tazocin reduction but as a 
result failed to achieve the required reductions in ‘carbapenem’ and ‘total’ 
antibiotic consumption. 

 
12.1.6 Throughout the year, the intravenous antimicrobial supply chain has remained 

volatile and time consuming to manage.  Several antimicrobials have been 
affected including: piperacillin-tazobactam; gentamicin; aciclovir; co-
trimoxazole; chloramphenicol; vancomycin; ceftazidime; and aztreonam.  
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12.1.7 Two new antimicrobials have been added to the formulary – Ceftazidime-
avibactam and Ceftolozone-tazobactam.  Both agents provide additional 
treatment options for patients with proven multi-resistant infections.  However, 
they will add additional cost pressure to drug budgets (both costing 
approximately £2000/week of treatment).  However, the current role for these 
drugs is minimal, effecting one or two patients a year. 

 
12.1.8 The Trust wide antimicrobial prescribing quality improvement project 

continues with a 95% target for five indicators which include: documentation 
of a duration and indication on the drug chart; antimicrobial guideline 
compliance; documentation of an antimicrobial plan in the medical notes 
between 24-72hours; and appropriate allergy documentation on the drug 
chart.  Standards of prescribing have been consistently high within the 
medical division and predominantly good within cancer services and children 
and women’s health – consultant leadership has been critical to this.  Actions 
will be taken to improve performance within the surgical division and strategy 
is due to be discussed with the incoming associate medical director (for 
surgery).  Additionally, to support improved prescribing across the Trust a 
mandate is due to be introduced that all prescribers must print and sign when 
prescribing and making entries in the medical notes.  This will allow 
pharmacists to give individualised feedback to prescribers to support 
improvements in practice (reducing medication prescribing errors). 

 
12.1.9 Gram negative blood stream infections are a focus and enhanced urinary 

surveillance has been undertaken to inform empirical treatment 
recommendations/choice for urinary infections.  Results from the enhanced 
surveillance have been disseminated and treatment guidelines updated as 
appropriate. 

 
12.1.10World antibiotic week (13th–19th) and European antibiotic awareness day 

(18th) took place in November 2017.  The stewardship team used several 
initiatives to raise awareness including: a stand in the staff canteen with 
information for patients and healthcare workers; information on Trust intranet 
and a safety briefing for healthcare workers; antimicrobial audits were carried 
out (by pharmacists); and prizes were awarded to ward areas where 
antimicrobial prescribing was found to be exemplary.  Additionally, an 
antimicrobial/sepsis update was provided for the Trust’s clinical pharmacists. 

 
12.1.11The Trust has enrolled in the ARK (Antibiotic Review Kit) study.  This is an 

NIHR-funded step-wedge trial which aims to substantially reduce antibiotic 
overuse through better “review and revise” decisions.  The trial is due to start 
here in the Autumn of 2018. 

 
12.1.12A new version of the paediatric antimicrobial reference card was published in 

August 2017 and was distributed to all paediatricians, paediatric pharmacists 
and paediatric nursing staff. 

 
12.1.13The antimicrobial stewardship team continue to work with other local Trusts’ 

stewardship teams to strengthen collaboration and to standardise guidelines 
and practice. 
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13. AUDIT  

 
13.1 Clinical Audit  
 

Audits are undertaken to identify areas for improvement in practice and to 
determine compliance with policy.  All audit findings and associated 
recommendations have been presented to the Infection Control and 
Decontamination Assurance Group (ICDAG).  Any action plans are 
implemented and monitored by Divisional Governance Groups or the ICDAG, 
whichever is more appropriate. 

 
13.1.1 Once again most significant audit findings relate to the provision of single 

room facilities for isolation purposes as demonstrated by the annual audit of 
infectious and potentially infectious patients and their placement whilst in-
patients.  The proportion of single rooms within the acute Trust at 19.9% 
remains below the 30.2% average for acute Trusts in England with a further 
reduction of 4 rooms during 2017/18.  Options to improve this issue have 
been considered but without a reduction in overall bed numbers additional 
single room accommodation within specialties cannot at this time be provided. 

 

13.1.2 However, the audit also showed that during the audit period (which is the 

same each year) the number of patients unable to be isolated in single rooms 
had reduced.  The main factor influencing this was the increased number of 
cases of influenza during the audit period which was great enough to allow 
the formation of ‘flu cohort bays and a ‘flu cohort ward to which most patients 
with influenza were admitted rather than having to use single rooms for 
isolation purposes. Cohorts were continuously reviewed and appropriate 

patient transfers undertaken to maximise capacity in these cohorts.  
 
Figure 8 – Number of patients unable to be isolated in single rooms 
 

 
 
13.2 Environmental Audit   
 

As reported in section 10 (page 33), cleanliness standards audits are 
undertaken monthly and are validated quarterly by a team which includes 
infection control nurses and matrons.  The audit assesses both environmental 
and patient equipment hygiene and overall shows high standards of 
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cleanliness.  Where any problems are identified, these are highlighted 
immediately for rectification by either the housekeeping team, the ward 
matron or the estates department depending on the nature of the issue. 
 

13.3 NHS Premises Assurance Model (NHS PAM)  

13.3.1 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: 

 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 

13.3.2 A full assessment using NHS PAM has not been undertaken by the Trust this 
year. However, standard reporting through the Trusts governance processes 
indicates that compliance will continue to be good, with work continuing to 
make the identified improvements required. 

 
13.3.3 One area of concern is the community premises occupied by the Trust that 

are owned and maintained by NHS Property Services (NHSPS) where it has 
been identified that NHSPS fall short of the management levels and 
appointed responsible persons to be compliant with NHS Standards. Regular 
meetings are in place between the Trust and NHSPS to resolve these issues 
and provide the trust with some level of assurance.  

 
13.4 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.  The number of patient involved must be at least equal and 
preferably greater than the number of staff on the team. Trust Governors are 
also involved.  Staff, governors and patients are trained prior to the 
assessment process which involves the use of standard assessment tools.  
Two elements of PLACE are particularly relevant to infection prevention and 
these are cleanliness and condition, appearance and maintenance of the 
premises. Refer section 16.7 for results page 47.  

 
13.5 Antibiotic Prescribing   
 

Audit and surveillance of antibiotic use and prescribing is undertaken and 
monitored through the Antimicrobial Stewardship Group and co-ordinated by 
the antimicrobial pharmacist.  Compliance is reported through to divisions and 
individual wards and specialties and Trust wide compliance is contained in 
the Infection Control Performance Dashboard Appendix C page 67. 
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14. TRAINING AND EDUCATION ACTIVITIES   

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

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

pressures on the organisation throughout the year.   
 
14.1.3 A link nurse training course was delivered in the first quarter for new link 

nurses/practitioners and quarterly updates have provided for existing link 
nurses/practitioners.  A planned second link nurse training course had to be 
cancelled due to winter operational pressures. 

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

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

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

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

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

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

 
14.2.3 The infection control doctor (ICD) has a licence to practice which is subject to 

revalidation by the General Medical Council and is annually appraised. He 
was last revalidated in February 2018; revalidation is undertaken every 5 
years.  He is a member of the Infection Prevention Society (IPS), Healthcare 
Infection Society (HIS) and the Royal College of Pathologists. He participates 
in the College’s continuing professional development scheme. His annual 
continuing professional development plan includes infection control 

 
14.2.4 Representatives of the nursing team attended the IPS Annual Conference, 

which provides an excellent scientific programme and the opportunity to 
network with other specialists.   Abstracts for two posters were accepted with 
one of these selected for a poster walk oral presentation.  The Lead Nurse, as 
past president of the society, was invited to present on Norovirus outbreak 
management. 

 
14.2.5 The Lead Nurse/Joint DIPC continues as a member of the Department of 

Health Advisory Group for Antimicrobial Prescribing, Resistance and 
Healthcare Associated Infection. 
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14.2.6 Two members of the team continue with their studies toward toward a Post 

graduate diploma in Infection Control.   
 
14.2.7 The Antimicrobial Pharmacist is a member of the pharmacy infection network 

(PIN) and the Southwest Regional Antimicrobial Pharmacist Group which 
provides opportunity to share good practice and to network. 

 
14.2.8 The Antimicrobial Stewardship Lead and Consultant Microbiologist is a 

member of the South West Regional Microbiology Group, the Infectious 
Diseases Society of America and the Royal College of Pathologists, all of 
whom support continuous professional development for antimicrobial 
stewardship (AMS).  RP has also completed the Target online training 
resource for AMS, and has taught on the subject for medical students, junior 
doctors, and GPs as well as giving presentations at the Federation of 
Infection Society, Wessex Applied Microbiologists and the South West 
Infection Prevention Society. 

 
.  
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15. POLICIES AND GUIDELINES  

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

Code of Practice.  Policies and guidance are subject to periodic review, 
update if required and annual compliance monitoring.  From October 2016, 
following the transfer of community services any policies due for review have 
been updated have been updated to take into consideration community 
services requirements.  This process has been accelerated during 2017/18 by 
bringing forward the review of additional policies that had not yet reached their 
expiry date to expedite the inclusion of community services requirements. 

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

annual programme. All policies and guidelines are available on the Trust 
website and intranet. 
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16. TARGETS AND OUTCOMES 

 A range of outcome measures are reported on the Infection Control 
Dashboard (Appendix C page 67-68).  Outcomes of particular importance are 
also reported below: 

 
16.1 MRSA Bacteraemia 
 
16.1.1 The MRSA bacteraemia objective is to maintain a zero tolerance approach to 

avoidable MRSA bacteraemias.  After nearly six years without a Trust 
apportioned MRSA bacteraemia two cases have been reported this year.  This 
is a rate of 0.75 per 100,000 occupied bed days which is lower than the 
regional and national average. 

 
16.2 MSSA Bacteraemia 
 
16.2.1 Ninety eight bacteraemias were identified in the laboratory in 2017-18.  Of 

these, twenty two were identified from specimens taken on or after day three 
of admission meaning that 78% were acquired in the community, not hospital.    

 
16.2.2 The annual rate of Trust apportioned MSSA bacteraemias was 8.29 per 

100,000 occupied bed days which is higher than in 2016-17.  However, it 
remains below the regional and national average.   

 
16.3 E.coli Bacteraemia 
 
16.3.1 The number of E.coli bacteraemias has also increased in the last year in 

comparison to 2016-17 although there was an ambition to achieve a 10% 
reduction. 

 
16.3.2 We reported two hundred and seventy eight E.coli bacteraemias to the PHE 

data capture system.  This is a 14% increase on the total number reported in 
2016-17.  However, only fifty four of these were hospital onset i.e. were 
identified in specimens taken on or after day 3 of admission to hospital, 
meaning that 81% were identified from patients who acquired their 
bacteraemia in a community setting prior to admission to hospital.   The rate 
of hospital onset cases per 100,000 occupied bed days was 19.61 which is 
lower than the regional and national rate.  

 
16.4 Clostridium difficile infection 
 
16.4.1 The nationally set objective for Clostridium difficile infection was to achieve no 

more than 31 cases and to investigate each case and conclude whether there 
were any lapses in care that caused or contributed to the infection.  The locally 
agreed target was to have less than 4 cases where lapses of care were 
identified that may have contributed to the infection.  22 cases were identified 
in 2017-18 (refer Appendix C page 67).  which is more than in 2016-17 but the 
same as the previous year suggesting normal variation.  Of the 22 cases, the 
investigations and conclusions presented to, and agreed by the infection 
control lead in North, East and West Devon Clinical Commissioning Group, 
identified that for there were no lapses of care in twenty of the cases and that 
these infections were unavoidable.  In addition, twenty of the twenty two cases 
resulted in mild or no significant symptoms of infection only. 

 
16.4.2 The rate is 8.29 per 100, 000 occupied bed days and this is below the regional 

and national rate.  
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16.5 Surgical site infection surveillance results 
 
16.5.1 Hip replacement revision surgery 

 
The validated inpatient and readmission rate of surgical site infection for 
orthopaedic hip replacement and revision surgery remains low at 0.23%. This 
rate is below the national benchmark rate for all participating hospitals in the 
Surgical Site Infection Surveillance Service of Public Health England. This rate 
reflects 2 infections from 869 operations over 12 months. 

 
16.5.2 Knee replacement/revision surgery 

 
The validated inpatient and readmission rate of surgical site infection for 
orthopaedic knee replacement and revision surgery is 0.28%. This is an 
improvement and is below the national benchmark rate for all participating 
hospitals in the Surgical Site Infection Surveillance Service of Public Health 
England.  This rate reflects 2 infections from 697 operations over 12 months. 
 

16.5.3 Spinal surgery 
 

The validated inpatient and readmission rate of surgical site infection for spinal 
surgery is 0.78%. This rate is below the national benchmark rate for all 
participating hospitals in the Surgical Site Infection Surveillance Service of 
Public Health England. This rate reflects 5 infections from 638 operations over 
12 months. 
 

16.5.4 Breast Surgery 

 
The validated surgical site infection rates for 2017-18 in breast surgery, 
including post discharge patient reported infections, is 2.8%.  This is below the 
national benchmark rate for all participating hospitals in the Surgical Site 
Infection Surveillance Service of Public Health England. This rate reflects 18 
infections from 628 operations over 12 months. 

 
16.6 CPE screening results 
 

Six hundred and nineteen patients with risk factors have been screened on 
admission to hospital over the last 12 months.  Three patients were identified 
as being colonised with CPE.  One of these had a blood stream infection on 
admission.  In-patients identified were strictly isolated and there was no 
transmission within hospital identified. 

16.7 PLACE results 
 
16.7.1 High standards continue to be maintained with the score for cleanliness 97.8% 

for ‘Cleanliness’ and for ‘Condition, Appearance and Maintenance’ the score 

was 92.2%.  All hospital sites were inspected including community 
hospitals.  

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

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

compliance inspection at the RD&E since 2009-10 when we were confirmed 
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to be ‘compliant’.  However, the CQC undertook an inspection in 2015 as part 
of the programme of comprehensive inspections of acute Trusts and positive 
comments were made regarding infection prevention and control.   

 
16.8.2 As part of preparations for the new contractual year, our commissioners 

asked for  self-assessment exercise of compliance with the ‘Hygiene Code’  
This was provided and both the annual plan and annual report were shared 
with them following presentation to the Board of Directors in July 2017.  Our 
achievements, identified in the annual programme continue to strengthen our 
position.  (refer Appendix B pages 56-66).   

 
16.9 Annual programme 
 
16.9.1 Progress with the Infection Control Annual Programme, which incorporates a 

health care associated infection reduction plan as agreed with the CCG, has 
been monitored by the Infection Control and Decontamination Assurance 
Group.  Almost all activities have been completed (Appendix B pages 56-66) 
the activities not completed have been carried forward into the 2018-19 
programme.   

 
16.10 Hand hygiene 

A minimum standard of 85% hand hygiene compliance was agreed at the start 
of 2011 and has once again been achieved (refer Appendix C page 67).   

 
16.11 Antimicrobial prescribing  

Internal compliance targets were increased to a challenging 95% after year on 
year improvement.   Compliance was variable over the year but performance 
has improved. (refer Appendix C page 67).   

 
16.12 Central venous catheter related blood stream infections 
 
16.12.1Very low central venous catheter related blood stream infection rates have 

been maintained which, as described in section 8 is mainly attributed to 
insertion skill of the Vascular Access Team (VAT), and the rigorous training of 
nurses providing on-going care post insertion.  Figure 9 shows the sustained 
reduction in blood stream infections associated with peripherally inserted 
central venous catheters (PICC).   

 

Figure 9 - PICC associated bacteraemia - inserted by the VAT 
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16.12.2 Even in high risk specialties, such as Haematology and Oncology, rates have 
been reduced to very low levels and maintained over a number of years as 
shown in the graphs below (Figures 10 and 11)   

 
Figure 10 - CVC associated bacteraemia rate in Haematology patients 

 

 
 

Figure 11 - CVC associated bacteraemia rate in Oncology patients 
 

 
 
 
16.13 Peripheral venous cannula associated blood stream infections  
 
 These have also remained low and stable, however, the Infection Prevention 

and Control Team and Vascular Access Team have become aware of an 
increase in patients receiving multiple cannulations when a single longer term 
line would have been more appropriate given either the duration of the 
intravenous therapy or the fragility of the individuals veins.  Multiple peripheral 
cannulation was a significant feature in the acquisition of MRSA and MSSA 
blood stream infections in the past and was the focus of successful 
improvement work.   It is concerning therefore that it has started to feature 
again although at this stage only occasionally identified as resulting in blood 
stream infection.  The need to avoid such practice is being re-emphasised 
through education and feedback from peripheral cannula audits. 
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17. CELEBRATING GOOD PRACTICE   

 
17.1 Infection Prevention and Control Awards 

 
17.1.1 The Infection Prevention and Control Team do not work in isolation and are 

always keen to honour excellence in others.  From data collected and 
observation of practice, the nursing team formulated the annual ‘Infection 
Prevention and Control Honours List’ incorporating awards representing a 
number of key aspects of infection control practice and standards.   

 
17.1.2 Many awards are given to wards and departments for notable practice and/or 

positive outcomes in relation to hand hygiene compliance, MRSA 
bacteraemia prevention and Clostridium difficile prevention, compliance with 
infection control audit requirements etc.  In addition, some special awards are 
given to individuals and teams who have made specific contributions to 
infection prevention and control.  This year the following special awards were 
made: 

 Commitment to Role Award: Dr.  Alaric Colville. 

 Working Together Award: AMU Administration Team (for their unstinting 
help and support provided to the Infection Prevention and Control Team in 
tracing hospital contacts of patients with influenza). 

 Role Models of the Year:  
o Matron: Sarah Dale - AMU  
o Consultant: Dr Anthony Hemsley  (for outstanding leadership 

regarding Antimicrobial Stewardship) 

 Exemplary Antimicrobial Stewardship and Prescribing: Creedy ward 
and Neonatal Unit. 

 EnthusiasticLink Practitioner Martine Dack,  Sidmouth Community 
Hospital. 

 Services to Community Infection Prevention & Control – Kim 
Littlefield at Exmouth Community Hospital  and Janet De Witt, Community 
Infection Control Nurse Specialist. 

 Influenza Peer Vaccinators of the Year:  
Whilst all our peer vaccinators contributed to achieving the CQUIN target 
of vaccinating 70% of frontline staff, the following nurses vaccinated 
particularly high numbers of colleagues and are considered our ‘star 
vaccinators’: 

Sarah Dale - Matron AMU 
Claire Bakere - Matron Culm 
Tricia Bartlett - Practice Educator Maternity 
Sarah Wellington - Medical Imaging Department 
Claire Cooper - Bramble Unit 
Helen Daggar - Matron Cherrybrook Unit 
Rebecca Bamforth - Maternity 
Karen Highmore - Exeter Community Nursing Service 
Glynis Phillips - Sidmouth Community Hospital 
Tracey Pennington - Tiverton Community Hospital 
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18. CONCLUSION  

 
18.1 Eliminating avoidable healthcare associated infection remains a priority for the 

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

 

 maintaining compliance with the Code of Practice for the prevention and 
control of infections 

 increased standards of antimicrobial stewardship 

 low rates of C. difficile and MRSA infection  

 identifying patients with risk factors for CPE carriage and preventing the 
transmission of CPE in hospital 

 maintaining low levels of orthopaedic and spinal surgical site infection 

 maintaining low levels of central line associated infection in high risk 
specialties 

 robust management of point of care influenza testing   

 achieving the national CQUIN for influenza vaccination of front line staff 

 maintaining high standards of cleanliness and completing another Trust 
wide deep clean of in-patient wards 

 
18.2 Whilst there have been considerable achievements, risk assessments remain 

on the corporate risk register and remain pertinent. 
 
18.3 However, a number of key risks and challenges exist.  Operational and 

financial pressures can have a significant impact on infection prevention and 
control. The lessons of the past must be remembered, reflecting on the 
improvements that have been achieved and how they have been possible and 
the temptation placed on us to cut corners for short term gains must be 
resisted. 

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

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

 
INFECTION CONTROL AND DECONTAMINATION 

ASSURANCE GROUP 
 

Terms of Reference 
 

These Terms of Reference are used as evidence for: 

Care Quality Commission Regulation:  Regulation 12 Outcome 8 

Other (please 
specify): 

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

 
 

1. Accountability  

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

  

2. Purpose 

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

  

3. Membership 

3.1 Joint Directors of Infection Prevention and Control (Chair) 
Executive Lead for Healthcare Associated Infection  
Medical Director 
Associate Medical Director (only required in the absence of the Medical Director) 
Chairs of the sub-groups reporting to ICDAG 
Water Safety Group 
Antimicrobial Stewardship Group 
Decontamination Operational Group  
Consultant Microbiologist 
Assistant Directors of Nursing (as Divisional Leads for Infection Control) 
Lead Cancer Nurse 
Head of Midwifery 
A Divisional Director/Divisional Business Manager 
Consultant Geriatrician (C.difficile cohort ward) 
Infection Prevention and Control Nurses 
Head of Safety, Risk and Patient Experience 
Occupational Health Physician 
Health Protection Unit Representative/CCDC 
Head of Estates 
Head of Facilities Management or a Facilities Representative 
Medical Staff Champions: 
Trauma and Orthopaedics 
Obs/Gynae 
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Medicine 
Surgery 
Paediatrics 
Oncology/Haematology 
Antimicrobial Pharmacist 
Trust Lead, Patient Flow 
Facilities Manager (Community) 

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

3.3 Individuals may be co-opted for specific projects.   

  

4. A Quorum 

4.1 A quorum will consist of not less than 6 members of the group with at least the 
following members present or represented by a designated deputy: 
Executive Lead for Healthcare Associated Infection  
One of the Joint Directors of Infection Prevention and Control (Chair) 
Consultant Microbiologist 
2 Assistant Directors of Nursing  

  

5. Procedures 

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

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

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

  

6. Frequency of Meetings 

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

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

  

7. Duties and Responsibilities 

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

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

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

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

7.6 To receive reports on and take appropriate action / respond to : 
incidence and prevalence of alert organisms and other important infectious agents 
outbreaks of infection and incidents involving microbiological hazards 
audit and metric monitoring in relation to infection control and hand hygiene 
on-going educational programmes in relation to prevention and control of infection. 

7.7 Ensure that the organisation actively investigates, analyses root causes and learns 
from all significant infection control and decontamination incidents. 

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

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

7.10 Ratify new infection control policies or revised policies. 

7.11 Review the infection control performance dashboard and escalate any emergent 
themes to the Safety & Risk Committee. 

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

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

  

8. Monitoring the effectiveness of the group 

8.1 
 

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

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

  
9. Review 

9.1 The Safety and Risk Committee will review the Terms of Reference of the Infection 
Control and Decontamination Assurance Group annually to ensure that it remains fit 
for purpose and is best facilitated to discharge its duties. 
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G Completed or on track to be completed by due date R Not completed by due date or major problems identified  
A Underway but completion delayed or minor problems identified   

 

Drivers  Ref. Actions Evidence of Success Lead  By 
when 

RAG  
Comments 

Code of practice criterion 1. 

Systems to manage and monitor 
the prevention and control of 
infection. These systems use 
risk assessments and consider 
how susceptible service users 
are and any risks that their 
environment and other users 
may pose to them. 
 
 
NICE QS 61:  Statement 2 

Organisational responsibility… 
 

 
NICE PH 36: Statement 1 
Trust Boards demonstrate 
leadership in IPC… 
 
 
NICE PH 36 Statement 3 
Trusts must have a 
surveillance system… 
 
 
NICE PH 36 Statement 6 
Work proactively with multi 
agency collaborations… 
 
 
 
 
 
 

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

Minutes show that Terms of 
Reference agreed at ICDAG 

Joint DsIPC 
and AH 

Jan 2018 
 
 

Complete 

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

Minutes show that Chairs have 
reviewed effectiveness of groups and 
escalated issues to ICDAG 

Chairs of 
groups 

Jan 2018 Complete  

1.3 Present the DsIPC annual report 2016-17 
to the Board of Directors (BoD) and seek 
approval for this annual programme for 
2017-18. 
 

Board of Directors meeting minutes Joint DsIPC 
 

July 2017 Complete 

1.4 Report to BoD:  

 performance against national HCAI 
targets  

 health care associated infection 
dashboard 

 

Inclusion of key indicators within 
Integrated performance Report. 

 
Joint DsIPC 
 

 
Monthly 
 
Quarterly 

Complete 

1.5 DIPC attendance and reports to Safety 
and Risk Committee 

Minutes of S&R Committee Joint DsIPC 
 

Quarterly 
 

Complete 

1.6 Review healthcare associated infection 
and antimicrobial stewardship risk on 
corporate risk register regularly to 
monitor progress with implementation of 
further  control measures through the 
monthly risk surgery and ICDAG. 
 

ICDAG minutes and notes of risk 
surgery on Datix. 

JP/RP  Monthly 
 
 
 

Complete 

1.7 Complete the planned programme of 
surveillance at Appendix 1 and audit 
listed at Appendix 2 with feedback to 
relevant parties/groups 

Minutes of ICDAG and Divisional 
Governance Groups 

JP See 
Appendix 
1 and 2 

Complete 

APPENDIX B 
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Drivers  

Ref. Actions Evidence or Anticipated 
outcome 

Lead  By 
when 

RAG 
Comments 

 
Contract with CCG 2017/18  – 

HCAI reduction plan 

 
NHS England and NHS 
Improvement - C.difficile  
and E.coli Objectives 
 
 

1.9 Continue work proven to result in low 
rates of C.difficile infection (CDI)  as 
described in C.difficile policy and annual 
reports 

No more than the limit of 31 cases of 
C. difficile attributed to RD&E  

Joint DsIPC 
 
 
 

March 
2018 
 
 

22 cases 
against 
trajectory of 31 
for full year  

1.10 Investigation of each CDI diagnosed by 
toxin EIA identified > on or after day 4 of 
admission will be undertaken in a timely 
manner to identify any lapses in care and 
allow presentation to the CCG to agree 
those that are unavoidable with a view to 
exclusion from contractual penalty. 

Completed investigations will be 
available for the DsIPC to present to 
CCG within 1 month of occurrence.  
 
Cases of CDI associated with lapses 
in care will be no more than 4. 
 
Lessons learnt and any action plans 
will be  monitored by relevant  
governance groups with updates on 
progress to ICDAG 

IPCT 
 
 
 
 
 
 
ADNs 

Monthly 
 
 
 
 
 
 
Quarterly 

Complete 
 
 
 
2 cases 
associated with 
lapses in care 

1.11 Continue to minimise the number of 
cases of MSSA bacteraemia occurring > 
48 hours of admission 
 
Each case will be subject to enhanced 
surveillance identifying most likely 
predisposing factors and reported at 
monthly surveillance meeting 

Similar, or lower, rate of MSSA 
bacteraemias as rate in 2016-17 
reported in IPR 
 
Any significant themes will be 
identified and, if identified,   
improvement measures will be 
planned with clinical teams. 

JP 
 
 
 
MT 

Monthly 
 
 
 
Monthly 

Complete.  No 
significant 
themes 
identified 

1.12 Investigation of each case E.coli 
bacteraemia identified in hospital 
laboratory  to identify those that are 
health care associated ,the most likely 
predisposing factors . 
 
 
Continue to minimise the number of 
cases of E.coli bacteraemia > 48 hours of 
admission 
 
For those > 48 hours of admission, 
determine whether there were any 
associated lapses in care.  

< 48 hours cases - report findings to 
CCG lead 
> 48 hours cases -  report  to monthly 
surveillance meeting and relevant 
governance groups to share lessons 
learnt/themes identified 
 
10% reduction to number of  E.coli 
bacteraemias reported in IPR 
 
 
Reports to ICDAG. 
 
 

JW/JdeW 
 
MT 
 
 
 
 
JP 
 
 
 
MT 
 
 

Monthly 
 
Monthly 
 
 
 
 
Mar 2018 
 
 
 
Quarterly 

Complete 
 
 
 
 
 
 
Increased 
number of cases 
 
No lapses of 
care identified 
but key themes 
identified. 
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Drivers Ref. Actions Evidence/ Anticipated Outcome Lead 
By 

when 
RAG 

Comments 
Continued….. 
 
 
 
 
 
 
 
 
 
 
 
 
 
Contract with CCG 2017/18  – 

HCAI reduction plan 
 

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

No avoidable MRSA bacteraemias 
 
 

JP/AC Monthly 2 cases.  PIR 
completed. 1 
associated with 
lapses in care. 

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

 Divisional Governance Groups  

 ICDAG 

Minutes relevant meetings ADNs 
 
 

Quarterly Complete 

1.15 HCAI performance  data presented to 
BoD regularly: 

 within IPR  
 

 IPC Dashboard  

Board minutes  
 
JP 

 
 
Monthly 
 
Quarterly 

Complete 

1.16 Identify patients with risk factors for CPE 
carriage or infection on admission and 
screen for CPE 

Report number of patients screened 
and no colonised or infected to CCG 
lead 

  Complete but no 
longer a CCG 
requirement 

1.17 Maintain current percentage of patients 
screened for MRSA on admission  

Similar rates of screening presented 
in HCAI dashboard to ICDAG 

ADNs Review 
monthly 
via PAF  

Complete  

1.18 Work collaboratively with NEW Devon 
CCG through membership of the HCAI 
Programme Group which is a sub group 
of the Devon Directors of Public Health 
Health Protection Committee with a 
particular focus on developing aplan for 
E.coli reduction plan for the STP footprint 
 
Provide feedback to the ICDAG about 
relevant matters 

Plan developed and submitted NHSI 
 
 
 
 
 
 
 
Minutes of ICDAG 

Joint DsIPC 
 
 
 
 
 
 
 
Joint DsIPC 

Sept 
2017 
 
 
 
 
 
 
Quarterly 

Remain 
unaware of 
whole health 
economy plan. 
No meetings 
held since July 
2017 
Participated in 
NHSI PIN in 
October along 
with local PHE 
and other acute 
Trusts. 
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Drivers 
Ref.
no. 

Actions Evidence? Anticipated outcome Lead 
By 

when 
RAG 

Comments 
Code of practice criterion 2. 

Provide and maintain a clean 
and appropriate environment in 
managed premises which 
facilitates the prevention and 
control of infections.  
 
Contract with CCG 2017/18 – 

HCAI reduction plan 

 
NHS Improvement - 
C.difficile objective 
 
NHS Constitution:  “You have 

the right to be cared for in a 
clean, safe, secure and suitable 
environment.” 
 
NICE PH 36 Statement 5 

Trusts ensure standards of 
environmental cleanliness are 
maintained and improved 
beyond current national 
guidance 
 
NICE PH 36  Statement 10 

Trusts consider infection control 
when procuring, commissioning, 
planning, designing and 
completing new and refurbished 
services and facilities ( and 
during subsequent routine 
maintenance) 

 

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

a) Cleanliness standards 
management validation audits 
 

b) PLACE assessments   
 

Minutes and reports IPCT 
 

 
 
 
 
Quarterly 
 
April 
2017 

 
 
 
 
Complete 
 
 
Complete 

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

Minutes IPCT 
 

PRN Complete 

2.3 Provide assurance to the Infection 
Control and Decontamination Assurance 
Group with regard to water safety issues 
through the Water Safety Group activities  

Minutes AC Biannual Complete 

2.4 Plan and implement annual deep 
cleaning programme commencing April 
2017 
 

Updated programme on Hub 
Notes of deep clean meetings 

 Nov 2017 Complete 

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

Refer 1.2 AC Quarterly Complete 

2.6 Undertake theatre audit in Theatre 10 to 
determine if it remains fit for purpose 
despite age 
 

Audit report JP May 
2017 

Complete 

2.8 Using NHS Premises Assurance Model 
Head of Estates will provide assurance to 
ICDAG that premises are suitable for 
provision of care. 

Report to ICDAG and incorporate into 
DIPC annual report 

PF July 2017 Complete - 
Included in 

Annual report 
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Drivers 

Ref. 
no. 

Actions Evidence/ Anticipated outcome Lead 
By 

when 
RAG 

Comments 
Code of practice criterion 3 

Ensure appropriate antimicrobial 
use to optimise patient 
outcomes and to reduce the risk 
of adverse events and 
antimicrobial resistance. 
 
NICE QS 61: Statement 1 

People are prescribed antibiotics 
in accordance with local 
antibiotic formularies as part of 
antimicrobial stewardship 
 
CQUIN Indicator 2 -  reducing 

the impact of serious infections  
 

3.1 Actions relating to antimicrobial 
stewardship are extensive and are 
therefore reflected in a separate and 
extensive programme of work which is 
monitored by the Antimicrobial 
Stewardship Group under the direction of 
the Antimicrobial Stewardship Lead 

Minutes of ASG meeting 
Reports from Chair of ASG to ICDAG 

RP/HP Quarterly  

Code of Practice criterion 4 

Provide suitable accurate 
information on infections to 
service users, their visitors and 
any person concerned with 
providing further support or 
nursing/ medical care in a timely 
fashion. 
 
 
 
 
 
 
 
NICE CG 139  Criterion 1.2 

Long term urinary catheters 
 
Quality Premium 2017-19 - 

Reducing Gram Negative 
Bloodstream Infections  

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

On website within 1 month of Board 
meeting 

JO August 
2017 

Complete 

4.2 Make new and revised policies 
available on the Trust website 
following ratification at ICDAG 

On website within 1 month of 
approval 

JO Within 
month  

Complete 

4.3 Participate in ‘Members Say’ events 
if required  

Display and representation at 
event 

JP Sept 
2017 

Complete 

4.4 Ensure that reviewed patient 
information leaflets are made live on 
Hub 

All IPC related patient information 
leaflets on Hub are relevant and 
up to date  

IPCT Sept 
2017 

Complete 

4.5 Update IPC content on external 
website 

All outdated and obsolete 
information removed 

NC Sept 
2017 

Complete 

4.6 Audit the process for providing 
training and information to all patients 
(or their carers) who require long 
term catheterisation and use of 
catheter passports  

Process clarified and reported 
through to ICDAG 

JW Dec 
2017 

Complete 
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Driver 
Ref. 
no 

Actions Evidence/Anticipated Outcome Lead By when 
RAG 

Comments 

Code of Practice criterion 5 

Ensure prompt identification of 
people who have or are at risk 
of developing an infection so 
that they receive timely and 
appropriate treatment to reduce 
the risk of transmitting infection 
to other people. 

CQUIN Indicator 2 

NICE PH 36 Statement 6 

NICE PH 36 Statement  7  

Clear communication 
throughout care pathway 

5.1 Audit of quality of infection risk admission 
assessment in AMU as a follow up to 
previous audits and action planning  

Report to ICDAG DMP August 
2017 

Complete - 
Improvements 
noted. 

5.2 Continue Sepsis improvement work and 
roll out Trustwide as part of patient safety 
programme and provide updates to 
Patient Safety Group. 

Reports to PSG RP/BG Quarterly Complete 

5.3 Review Seasonal flu plan to include 
learning from flu season 2016/17, 
particularly in relation to point of care flu 
testing 

Revised plan approved through 
ICDAG 

AC October 
2017  

Complete 

Code of practice criterion 6.  

Systems to ensure that all care 
workers (including contractors 
and volunteers) are aware of 
and discharge their 
responsibilities in the process 
of preventing and controlling 
infection. 

NICE QS  61 Quality 
Statement 3 -  Hand 

decontamination  

 

6.1 Continue with ‘Cleanyourhands’ work 

which includes: 

 Point of care hand hygiene products  

 Observational audits of compliance  

 Feedback to clinical areas on 
compliance 

 Permission to challenge peers 

 
 
 
Ward to Board report shows level of 
hand hygiene compliance is 
maintained above 85% 
 
Annual validation audit is reflective of 
similar rates of compliance in most 
areas +- 20% points 

 
 
 
Link Nurses 
 
 
 
 
IPCT 
 

 
 
 
Monthly 
 
 

Complete 

6.2 Promote WHO hand hygiene day (5
th

 
May) which may include 

 Stand in Oasis 

 Twitter 

 
 
Range of activities will be publicised 
internally and externally 

 
NC  

 
5

th
 May 

2017 

Complete 

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

Results of validation audit to be +/- 
20% of mean internal monthly audits 

IPCNs Jan 2018 Complete 
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Driver 
Ref 
no 

Actions Evidence/Anticipated Outcome Lead By when 
RAG 

Comments 

Continued …. 

NICE PH 36 Statement 4 – 

Trusts prioritise need for skilled, 
knowledgeable and healthy 
workforce that delivers 
continuous quality improvement 
to minimise risk of infection 

NICE CG 139 Everyone 

involved in care should be 
educated about ……IPC. 

 

 

Quality Premium 2017-19 - 

Reducing Gram Negative 
Bloodstream Infections 

6.7 Provision of IPC on Trust induction and 
for updates via e-learning or planned face 
to face sessions. 

Compliance with IPC competency > 
75% 

  Achieved 

6.7 Deliver two training courses for new link 
nurse/practitioner (3 day) 

Attendee list JP May 
2017 
 
Nov 2017 

May course 
delivered.  Nov 
cancelled due to 
lack of 
delegates 

6.8 Provide four link nurse updates Attendee lists  CK  Quarterly Q3 update 
cancelled due to 
winter pressures 

6.9 Deliver infection control and invasive 
procedures training for junior medical 
staff 
 

Attendee lists  AC/EP Each 
intake 

Complete 

6.10 Provide infections control education as 
part of newly developed urinary 
catheterisation study days 

Teaching programme EP Two 
monthly 

Cancelled due 
to winter 
pressures.  
Community 
delivered 

6.10 Celebrate individuals, wards, teams and 
depts that have shown infection control 
excellence in 2016 through the 
presentation of  awards  on World Hand 
Hygiene Day.   

Awards to be published on intranet by 
May 2017 

IPCNs May 
2017 

Completed 

Code of practice criterion 7. 

Provide or secure adequate 
isolation facilities 

7.1 Support ward staff to optimise the use of 
limited single room accommodation 
through review of AMU, STAU and 
Torridge patients daily and regular review 
visits to other wards 

Reduced Datix reports regarding 
inability to isolate due to lack of single 
room accommodation  

IPCT Quarterly Fewer datix 
incident reports 
in 2017/18 

 7.2 Operational and Capacity Steering Group 
to explore ways of increasing single room 
capacity and make recommendations to 
HOB. 

Options and costs identified and 
presented to Ops and Capacity 
Steering Group and then the Hospital 
Operational Board for consideration. 

Phil Luke/JP March 
2018 

C/F into 2018/19 
Discussions but 
no solutions as 
yet. 

 7.3 Undertake risk assessment relating to 
reduced number of single rooms at 
Wonford and inadequate single room 
accommodation at Exmouth Hospital 

Risk Assessment presented to Safety 
and Risk Committee 

JP Dec 2017 Approved by 
DGG.  
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Driver 
Ref. 
no 

Actions Evidence/Anticipated Outcome Lead By when 
RAG 

Comments 

Code of practice criterion 8. 

Secure adequate access to 
laboratory support 

8.1 Ensure that standard operating 
procedures are up to date and support 
clinical priorities.  

 
Confirmation of accreditation on 
Pathology Website 

 
Lab 
Manager 
 

 
Sept 
2017 

Complete 

8.2 Provide assurance that laboratory 
accreditation is within date 
 

Code of practice criterion 9. 

Have and adhere to appropriate 
policies and protocols for the 
control of infection 

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

 

Policy review deadlines will be met 
and there will be no expired IPC 
policies on IaN 

 
IPCT 
 
 

 
Refer 
Appendix 
4 

Complete 

Code of practice criterion 10 

Providers have a system in 
place to manage the 
occupational health needs and 
obligations of staff in relation to 
infection. 
 
NICE Quality improvement 
guide statement 4: Workforce 

capacity and capability 
 
National CQUIN Influenza 
vaccination-   

 
HSG53 Respiratory 
Protective Equipment at 
Work RPE fit testing should be 

conducted by a competent 
person. 

10.1 Work with Occupational Health Advisors, 
Assistant Directors of Nursing, Pharmacy 
and Comms to plan an effective delivery 
programme for flu immunisation with an 
objective to achieve at least 70% 
amongst front line staff 
 

Vaccine uptake minimum70% JP  
 

Feb 2018 
 

Trustwide 
uptake 75%.  
Increase from 
2016/17. 

10.2 Implement  system for provision of fit 
testing of FFP3 respirator in key areas 
by:  

 providing accredited fit test training 
to 33 people 

 Purchasing fit testing kit  

 Fit testing ‘backlog’ of staff in high 
risk areas that have not been fit 
tested circa 750 employees. 

 Incorporating fit testing for new staff 
into part of local induction 

 
 
 
33 employees will have received 
accredited training and kit purchased 
to enable proactive testing of new 
employees 
 
A plan will be approved by the Health 
and Safety Group to fit test the 
backlog of existing staff   

 
 
 
JS/JP 
 
 
 
 
 

 
 
 
Oct 2017 
 
 
 
 
 
 

Training 
provision 
delayed.  C/F to 
2018/19 
programme 
Commenecd 
May 2018. 

 



Infection Prevention and Control Annual Programme 2017-18 
 

Produced by Dr Alaric Colville and Mrs Judy Potter – Directors of Infection Prevention & Control  
Infection Control Annual Report 2017/18   
Approved by Trust Board:    
  Page 64 of 68 
  

Surveillance programme  
 

Type of Surveillance When Lead Progress/Outcome 
 

Undertake enhanced surveillance of 
MRSA, MSSA, E.coli, Klebsiella and 
Pseudomonas bacteraemia  

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

MT Complete 

Continuous mandatory surveillance:  
o VRE bacteraemia 

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

MT Complete 

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

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

JP Complete 

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

April- June 2017 
July-Sept 2017 
 

MT Full 4 quarters undertaken – 
rather than just two quarters.  
Complete   

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

Reported quarterly on 
HCAI dashboard 

MT Complete 

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

Report quarterly to ICDAG  NC Complete 

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

AJ Complete 

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

Monthly -  Safety 
Thermometer and included 
on quarterly HCAI 
dashboard 

BG Complete 

Continuous alert organism surveillance 
new MRSA isolates 
 

Monthly as part of W2B 
reports 
 

 
JP 

Complete 
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Audit Programme  
 

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

Audit Relevant 
policies/drivers 

When Lead 

Hand Hygiene  - 5 moments Hand Hygiene Policy 
 

Monthly reported in 
W2B and HCAI 
dashboard 

JO 

MRSA admission screening 
compliance 

MRSA Policy Monthly JP 

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

GAS Policy March 2018 AC 

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

GAS Policy March 2018 AC 

Patient Placement and Isolation 
Facilities 

Patient Placement and 
Movement Policy 
Source isolation Policy 
Protective Isolation Policy 
C.difficile Policy 
MRSA Policy 
MDRO Policy 

Jan- March 2018 NC 

Use of urinary catheter passports on 
discharge to community, within the 
community and on admission to 
hospital 

Quality Premium 2017-19 - 

Reducing Gram Negative 
Bloodstream Infections 

Dec 2017 
 
April 2018 -  

JW 

Urinary catheter care bundle 
compliance 

Quality Premium 2017-19 - 

Reducing Gram Negative 
Bloodstream Infections 

Commenced 
February 2018   

LV/JP  
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Policies and Guidelines for Review 
 

The following documents are due for review within the next year for implementation Trustwide 
including Community Services: 

Policy/Guidance Review start 
date 

Expiry 
date 

ICDAG date for 
ratification 

Lead 

Seasonal Influenza Sep 2017 Dec 2017 Aug 2017 AC 

Influenza Pandemic Contingency Plan Feb 2017 Jul 2017 Aug 2017 RC 

RSV  Mar 2017 Sep 2017 Aug 2017 CK 

Adult Venepuncture  N/A Feb 2012 
Aug 2017 Jan 

2018 
EH 

Group A Strep tococcal infection April 2017 Oct 2017 
Oct 2017 
May 2018 

AC 

Employee Screening and Immunisation  July 2017 Jan 2018 Jan 2018 JT 

Viral Haemorrhagic Fever Sept 2017 Jan 2018 Jan 2018 AC 

Water Coolers and Icemaking Machines July 2017 Jan 2018 Jan 2018 JP 

Controlling BBV Infection in Haemodialysis 
Units  

July 2017 Jan 2018 Jan 2018 CK 

CJD  Dec 2017 June 2018 May 2018 AC 

PVL Guidance Jan 2018 May 2018 May 2018 JP 

 
The following polcies are not due for review but need to be aligned to take into account 
Community Services and ratified for Trustwide implementation: 
 

Policy/Guidance Expiry date ICDAG date for ratification of 
alignment 

Lead 

Inoculation (Contamination)  
Injury 

Aug 2018 Aug 2017 JT 

Patient Placement and 
Movement 

Mar 2019 Aug 2017 JP 

Viral Gastroenteritis Nov 2018 Aug 2017 JDeW 

Measles Nov 2018 Oct 2017 DMP 

Animals and Pets in Hospital Nov 2018 Oct 2017 JP 

VRE Policy Nov 2018 Oct 2017 NC 

MDRO Policy April 2021 Oct 2017 NC 

Cleaning Policy Nov 2018 Oct 2017 JMC 

Staff Health and Illness Feb 2019 Jan 2018 JP 

TB in hospital settings Feb 2019 Jan 2018 MB 

Aseptic technique Feb 2019 Jan 2018 EP 

VZV, Chickenpox and shingles Nov 2019 Jan 2018 DMP 

Scabies Nov 2018 Jan 2018 JW 

Decontamination Mar 2019 
Oct 2017 April 2018 CF to 2018-

19 
JP 
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Compliance with Ventilator Care Bundle
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Target Actual

Infection Control Performance Dashboard - Q4 2017/18
New MRSA Isolates & MRSA Bacteraemia - no. of cases C. difficile - no. of cases

Hand Hygiene - % complianceUrinary Catheterisation and associated UTI's Ventilator acquired Pneumonia rate & Compliance with Care Bundle

There has been a further MRSA bacteraemia in Q4 bring the total for 2017/18 

to two bacteraemias.  Whilst the first case in May 2017 was concluded to be 
unavoidable and no learning was identified,  the case identified in  Q 4 was 
associated with lapses  in care that may have been contributory.  The number 

of MRSA isolates identified on or after day three of admission in patients 
previously unknown to be MRSA positive remains low. 

The objective for 2017/18 is to have no more than 31 hospital attributable 

cases and no more than 4 cases that were associated with contributory lapses 
in care.  In Q4 there have been 8 cases, against a trajectory of 7 , bringing  the 
total in 2017/18  to 22 cases.  None of the cases in Q4 were associated with  

contributory lapses in care.  20 of the 22 patients in 2017/18  had mild or no 
significant symptoms and in 20 cases no contributory lapses in care were 
identified. 

E. Coli & MSSA bacteraemias - no. of cases (hospital apportioned)
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E.Coli MSSA

A Quality Premium reduction target for E.coli bacteraemia was introduced 

from April 2017 with a 50% reduction required across  primary and secondary 
care by 2020.   An increase has been seen in both community and hospital  
apportioned cases of E.coli. in 2017/18.  Investigation of every case has been 

undertaken and, whilst themes in terms of risk factors have been identified, no 
clear improvement strategies in the cases that are acute  hospital apportioned 

Data collected as part of Safety Thermometer for both  the proportion of 

patients with an indwelling catheter and those with a catheter associated 
urinary tract infection (CAUTI) have increased slightly in 2017/18.  A new audit 
of a catheter care bundle was piloted in February 2018 and will be included 

every two months on Safety Thermometer day which will help identify 
whether the increased use of catheters is appropriate. 

The Trust wide compliance is once again above 85% as determined by 

observational audits by ward auditors .
Compliance with the care bundle remains high and the VAP rate low.  

APPENDIX C 
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Empirical Therapy as per guidelines
Target
% of pts on antibiotics >72hrs with a documented plan by 72hrs
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Number of bed days lost due to Infection Control issues

% of surgical site infection in knee replacement surgery % of surgical site infection in hip replacement surgery % surgical site infection in spinal surgery

Antimicrobial Indication & Duration Compliance Antimicrobial Guideline and Documentation Compliance Bed days lost to outbreaks in the Acute Hospital

The rate of infection remains low and stable with a mean rate of 0. 28 for the 

last 4 quarters.  The knee team consider all infected cases and any lessons 
learnt as part of their multidisciplinary audit meetings. 

The rate of infection remains below the national benchmark .  The hip team 

consider all infected cases and any lessons learnt as part of their 
multidisciplinary audit meetings. 

Following a significant increase in infection in 2015-16, many improvements 

were made to achieve a significant reduction across the pathway for spinal  
surgical care and the rate is now below the national benchmark. The spinal 
team consider all infected cases and any lessons learnt as part of their 

multidisciplinary audit meetings.

There has been a slight reduction in the in Q4 in Trustwide compliance rate 

with recording an indication and stop/review date. The slight reduction is 
disappointing after the improvements in Q3 but probably reflects  the 
significant workload/capacity pressures experienced during this 

quarter. However, high compliance within the Medical  Services Division has 
been exceptionally good and was maintained throughout the most challenging 

Actions to maintain and/or improve compliance are on-going including: 

monthly feedback on compliance by ward and division; monthly snap-shot 
prescriber level feedback delivered via Consultants (in some areas not all); 
regular ward-based pharmacy intervention and feedback; and a new scheme to 

recognise excellence in areas meeting all targets. Work is also underway to 
improve the antimicrobial section of the drug chart and we are looking at ways 

Outbreaks of norovirus began in November/Dec resulting in  ward closures  to 

admissions..  Just before Christmas cases of influenza started to be admitted to 
the hospital although at this  stage it did not impact on bed availability as there 
was no apparent cross infection.  Point of care testing in MTU was commenced 

and helpsed to identify cases early so that any contacts can be given 
prophylaxis and the cases isolated promptly.  


