
 

 

 
Addenbrooke’s Hospital | Rosie Hospital 

Infection Control  
Annual Report  

2019/2020 



2 
 

 

Contents 

 Executive Summary 

 Introduction 

 Performance report 

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. 
Key infections: 

• MRSA bacteraemia 
• Clostridium difficile  
• E. coli bacteraemia 
• Carbapenemase Producing Enterobacterales (CPE) 
• Norovirus 
• Influenza 
• Surgical site infections 
• COVID-19 

2 Provide and maintain a clean and appropriate environment in managed premises that 
facilitates the prevention and control of infections. 

3 Provide suitable accurate information on infections to service users and their visitors. 
4 Provide suitable accurate information on infections to any person concerned with 

providing further support or nursing/ medical care in a timely fashion.  
5 Ensure that people who have or develop an infection are identified promptly and 

receive the appropriate treatment and care to reduce the risk of passing on the 
infection to other people. 

6 Ensure that all staff and those employed to provide care in all settings are fully 
involved in the process of preventing and controlling infection. 

7 Provide or secure adequate isolation facilities. 
8 Secure adequate access to laboratory support as appropriate. 

 Clinical care protocols 

9 Have and adhere to policies, designed for the individual’s care and provider 
organisations that will help to prevent and control infections. 

 Healthcare workers 

10 Ensure, so far as is reasonably practicable, that care workers are free of and are 
protected from exposure to infections that can be caught at work and that all staff are 
suitably educated in the prevention and control of infection associated with the 
provision of health and social care. 

  

  Appendix  1   Methodologies used for assurance 
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Infection control annual report 2019 – 20 

Executive summary  

This annual report collates and summarises information related to healthcare 
associated infection for the period from April 2019 until the end of March 2020. It also 
describes the management structure and oversight of the approach we take to 
prevent and control infection, the policies and procedures we use and the 
methodologies employed for assurance. 

The Trust continues to find itself under increased pressure in the management and 
control of infection over the past year. Whilst every effort has been made to address 
infection control issues as they occur, the number of patients with Clostridium difficile 
has increased compared with the previous year. Capacity issues have made it difficult 
to reduce the number of cases due to the lack of a decant facility and the ability to 
commence a rolling programme for deep cleaning of clinical areas. The number of 
patients with respiratory infections has increased significantly however, individual 
cases were managed promptly by the careful allocation of single rooms and use of 
cohort facilities aided by prompt diagnosis via point of care testing therefore, 
minimising the impact of bed closures. 

Whilst the Trust continues to routinely screen all in-patients staying longer than 40 
days,  the number of patients identified as MRSA positive, remains stable and  the 
number of MRSA blood stream infections has decreased.  

Root cause analysis is carried out on all patients with infections from alert organisms 
(i.e. MRSA and Clostridium difficile). Each case is investigated carefully by the 
clinicians and the Infection Control Team with external arbitration from the CCG to 
identify deficits in care and to ensure that lessons learnt are shared across the Trust. 

 During the period covered by this report the Covid -19 pandemic was in its early stages   
with the first positive cases being admitted to the Trust in early March 2020.  
Operational plans had already been put in place to manage large numbers of cases in 
line with national policy and co-ordinated by our local incident management team. The 
infection control team were involved in all aspects of the Trust planning and response 
including screening, patient pathways and training in appropriate use of PPE. . 

 I would like to thank all colleagues throughout the Trust for their continuing efforts to 
avoid preventable infections in our hospitals. This is a key priority for the Trust and we 
will continue to maintain our efforts to ensure we consistently provide a safe, clean 
environment for the treatment of our patients. Finally I must mention our dedicated 
infection control team who without their skill and commitment we would undoubtedly 
have seen more cases of hospital acquired infection with associated increased 
morbidity and mortality during a very challenging year.  

 

Dr A Shaw 
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Medical Director and Director of Infection Prevention & Control 

 

Introduction  

Cambridge University Hospitals NHS Foundation Trust (CUH) is a 1,000 bedded 
hospital with over 11,000 staff caring for elective and emergency admissions from the 
local community as well as delivering tertiary services for many specialties on a 
regional and national basis. 

This annual report details the work the Trust has undertaken this year to ensure we 
discharge our statutory duties in meeting the standards for the prevention and control 
of infection as detailed in the Hygiene Code (Table 1) which is used by the Care Quality 
Commission (CQC) to monitor compliance with legislation by the Health & Social Care 
Act 2008. It describes the work of the infection control team and wider staff, both 
clinical and operational, to reduce the harm associated with infection. 

Table 1. The Hygiene Code Compliance Criteria 

1 Systems to manage and monitor the prevention and control of infection. These 
systems use risk assessments and consider the susceptibility of service users and any 
risks that their environment and other users may pose to them. 

2 Provide and maintain a clean and appropriate environment in managed premises 
that facilitates the prevention and control of infections. 

3 Ensure appropriate antimicrobial use to optimise patient outcomes and to reduce 
the risk of adverse events and antimicrobial resistance. 

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. 

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. 

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. 

7 Provide or secure adequate isolation facilities. 
8 Secure adequate access to laboratory support as appropriate. 
9 Have and adhere to policies, designed for the individual’s care and provider 

organisations that will help to prevent and control infections. 

10 Providers have a system in place to manage the occupational health needs and 
obligations of staff in relation to infection. 

 

The CQC visited the Trust in 2018/19 but did not formally assess infection control 
practices. Work continues to provide the Trust with the assurance that infection 
prevention & control standards are being upheld.  
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The reporting format for this document includes compliance against each of the ten 
criteria of the Hygiene Code. The overall percentage full compliance against the 
Hygiene Code standards (137 in total) is 78% (up from 60% in 2019) as documented 
in Figure 1. 

Figure 1 Trust Hygiene Code Overall Compliance 

 

Performance report 
Criterion 1: Systems to manage and monitor the prevention and control of 
infection 

These systems should use risk assessments to assess how susceptible service users are 
and any risks that their environment and other service users may pose to them. 

This criterion links with Hygiene Code Outcome 6 and Regulation 24 relating to co-operating 
with other providers in the CQC guidance about compliance. 

The Trust has in place: 

• a Board level agreement outlining their collective responsibility for minimising risks of 
infection and how this is to be achieved 

• a Director of Infection Prevention & Control accountable to the Chief Executive and 
the Board 

• mechanisms in place by which the Board ensures sufficient resources are available 
to secure effective prevention & control of healthcare associated infection (HCAI) 

• measures to ensure that relevant staff, contractors and other persons directly or 
indirectly concerned with patient care receive suitable and sufficient information, 
training and supervision in measures required to prevent or minimise HCAI 

• a programme of audit to ensure key policies and practices are being implemented 
appropriately 
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• a policy addressing patient movement between departments, within and between 
healthcare establishments 

• a designated decontamination lead 
• a designated antibiotic pharmacist and a microbiologist with an antibiotic stewardship 

role. 
 

There were no non-compliances out of 36 standards within the criterion 

Figure 2: Compliance with Criterion 1  

    

Risk assessment 

The Trust has in place suitable and sufficient assessment of risks to patients receiving 
healthcare with respect of HCAI. The Trust monitors risks of infection through data 
collection, audit and review of clinical incident reporting. These findings and a review of 
current risk assessments are reported to the Infection Prevention & Control Committee 
(IPCC) and the findings are used to inform future actions and strategy. 

Corporate and local HCAI risk assessments are available on the Trust’s Risk Register. The 
risk rating report for high risks is reviewed on a quarterly basis by the Quality and Risk 
committees. Existing control measures and further preventative measures are identified for 
action. 

The Trust has a robust incident reporting system through which staff can report adverse 
incidents such as deviation from a clinical guideline or poor practice that may be detrimental 
to patient care. A report is submitted every two months detailing infection control incidents 
and complaints from patients/ visitors. These are reviewed by the infection prevention control 
team (IPCT) and IPCC and common themes identified for action. 

Each MRSA bacteraemia is subject to a root cause analysis (RCA) and is reported via the 
incident reporting system. An RCA meeting is held within the Trust which is attended by: 

• clinicians responsible for the patient's care 
• members of the infection control team 
• the CCG matron or lead infection control nurse 

Actions are identified and disseminated at relevant meetings throughout the organisation 
including reporting to the Trust Board and IPCC. The results of each MRSA bacteraemia 
RCA are forwarded to the CCG lead. Any deaths occurring as a result of an MRSA 
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bacteraemia are reported as a serious incident and investigated further as deemed 
appropriate by the Trust Serious Incident Review Panel. 

Every patient diagnosed with Clostridium difficile infection (CDI) is reviewed regularly by an 
Infection Control Nurse (ICN). The ICNs assist in the correct clinical placement of the 
patient. Where possible all cases are placed in a single room. Staff are supported in their 
decision making processes by the risk assessment tool for prioritisation of patients who 
require isolation. Each case has an RCA completed, which includes: 

• a review of predisposing antibiotic therapy 
• the use of proton pump inhibitors 
• current antibiotic treatment 
• other predisposing variables 

A meeting is held fortnightly to discuss these cases; learning and action points are 
disseminated. In cases of CDI which result in death, colectomy, or are the result of a cluster 
of infections (i.e. ≥2 cases in the same clinical area within a 28 day period), more information 
is gathered and they are reported as a serious incident if indicated. 

Meetings are held on a daily basis, if required, to manage infection outbreaks particularly in 
relation to gastrointestinal and respiratory infections including norovirus, influenza and during 
March 2020 for COVID-19. These are held in conjunction with Trust operations centre, 
estates and facilities staff, on-call managers and the infection control team. 

 

Infection control management, including the role of the DIPC 

The Chief Executive (CEO) has overall corporate responsibility for the control of infection 
within Cambridge University Hospitals NHS Foundation Trust (CUH). The Medical Director 
(MD) is the Trust designated Director of Infection Prevention & Control (DIPC) and is 
supported in this role by one of the Deputy Medical Directors who acts as Deputy DIPC.  

The ICT comprises medical and nursing infection control professionals who are responsible 
for the day-to-day operation of the infection control service including: 

• surveillance and mandatory reporting 
• the provision & updating of IC policies 
• an audit programme to ensure that key policies and practices are implemented 

appropriately 
• provision of advice to clinical and management colleagues including: 

• monitoring of infection risks 
• on-going staff education and training 
• appropriate advice in response to major outbreaks of communicable 

infections 

The ICNs have designated areas of responsibility across the organisation and members of 
the ICT provide a 24 hour on-call service for provision of infection control advice to clinical 
and managerial colleagues. 



8 
 

The ICT reports to the IPCC and is directly accountable to the deputy chief nurse and the 
DIPC. 

The DIPC is responsible for leading the ICT and reports directly to the chief executive and 
the board of directors  

The ICT is responsible for day to day management of infection control and liaises closely 
with the DIPC as required  

The ICT consists of: 

• Director infection prevention and control (DIPC; Medical Director) 
• Deputy Medical Director / Deputy Director of Infection Control 
• Deputy chief nurse 
• Infection control lead nurse 
• Consultant Microbiologist / Infection control doctor (ICD; 0.3 WTE) 
• Infection control clinical nurse specialists (6.25 WTE) 
• Surgical site infection surveillance nurses (1.8 WTE) 
• Health care assistant for infection control (1 WTE) 
• Clinical educator for infection control (1 WTE) 
• Information analyst (1 WTE) 
• Personal assistant (1 WTE) 

 

Figure 3: The Infection Control Structure for 2019/20

 

Key: 
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IPCC:  Infection Prevention Control Committee 
ASG:  Antimicrobial Stewardship Group 
WQSG: Water Quality Steering Group 
HCAI:  Healthcare Associated Infection 
DIPC:  Director of Infection Prevention & Control 
 

The team is further supported by other consultants in microbiology and virology, estates & 
facilities and an antimicrobial pharmacist. 

The IPCC meets every three months. Membership comprises: 

• Representatives from the ICT 
• Nominated infection control leads from all clinical divisions 
• Representatives from other relevant groups within the Trust (Pharmacy, Central 

Sterile Services Department, Occupational Health, Estates) 
• Public Health England (PHE) 
• Clinical Commissioning Group (CCG) 

The Infection Prevention & Control Committee (IPCC) reports to the Quality and Risk 
Committee and is responsible for supervising the delivery of the annual infection control 
priorities and audit programme and the infection control annual report, as well as identifying 
risks relating to infection control via review of risk assessments, incident reports and 
complaints. 

The Trust has devolved accountability for HCAI to divisional level via the divisional directors 
and heads of nursing and through nominated infection control leads in each clinical 
department. The clinical department leads have responsibility for implementing specific 
infection control practices and achieving key performance targets for their directorates. 

The infection control leads are responsible for implementing and monitoring infection control 
policies in their clinical areas with support as required from members of the ICT. Infection 
control consultant leads report to their divisional directors within the divisional clinical 
governance framework. 

The Matrons / ward managers have day to day responsibility and accountability for infection 
control and delivering a safe and clean care environment. They report directly to their 
operations managers.  

Assurance framework 

Infection control is an integral part of the clinical and corporate governance 
framework. 

Infection control is recorded as a risk to patient safety in the Trust’s board assurance 
framework. This framework identifies the key control measures in place and the means by 
which the board of directors are assured that those controls are operating effectively. The 
main source of assurance is the monthly performance report to the Board showing current 
infection levels and reporting on actions, initiatives and audits of compliance with key IC 
policies (e.g. hand hygiene). 
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The DIPC reports regularly to the board of directors on performance against target; key 
issues and actions relating to serious bloodstream infections (MRSA, MSSA, E. coli, 
Klebsiella spp. and Pseudomonas aeruginosa) as well as Clostridium difficile and other 
infection issues when relevant. 

The infection control annual report is produced by the consultant microbiologist/lead infection 
control doctor and the DIPC for presentation to the board of directors and is in the public 
domain. It summarises the current situation with regards infection control practice within the 
Trust and highlights the resources needed to manage infection related risks in the coming 
year. 

The monthly infection control reports are available to all Trust staff via Connect and business 
intelligence tool (QlikView) and are disseminated to key internal and external networks. 

The Trust, via the deputy chief nurse or infection control lead nurse, reports to the CCG 
monthly or more frequently if required on the incidence of MRSA bacteraemia, Clostridium 
difficile and any declared infection outbreaks (e.g. norovirus). 

The Trust, via the deputy chief nurse, infection control doctor and lead nurse reports to the 
Clinical Commissioning Group (CCG) monthly on MRSA bacteraemias and Clostridium 
difficile and, where there is non-compliance with monthly agreed targets as per the agreed 
contract. 

The Trust also reports notifiable infections to PHE. 

Key Infections 

Methicillin Resistant Staphylococcus aureus (MRSA) 

Bacteraemias 

The 2019/20 ceiling was set at zero but there was one case of hospital onset MRSA 
bacteraemias that was considered to be avoidable (figure 4), down from four last year. There 
were two bacteraemias that were considered to be unavoidable. 

Figure 4 
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Table 2: CUHFT position amongst the Shelford Group for all hospital-onset MRSA 
bacteraemia cases 

It is of interest to note the figures and trends reported at CUH follow those reported 
nationally by Public Health England at: 

https://www.gov.uk/government/statistics/mrsa-bacteraemia-annual-data 

Organisation name 2012/13 2013/14 2014/15 2015/16 2016/17 2017/18 2018/19 2019/20 

King's College Hospital 0.9 1.9 0.8 0.7 1.3 1 1.7 0 

The Newcastle upon Tyne 
Hospitals 1 1.5 0.8 1.4 1.5 0.6 0.4 0.2 

Sheffield Teaching Hospitals 0.5 0.7 0.4 0 0.4 0.6 0.4 0.6 

Imperial College Healthcare 2.9 2.9 1.7 1.7 1.1 0.3 0.8 0.8 

Cambridge University 
Hospitals 1.9 1.3 0 0.9 0.9 0.3 1.8 0.9 

Oxford University Hospitals 1 0.9 1.6 0.5 1.5 0.3 0.6 1.1 

Manchester University 1.6 1.5 0.5 1.1 1.8 0.2 1.3 1.2 

University Hospitals 
Birmingham 1.4 1.3 0.5 1.5 1.6 0.2 0.5 1.4 

University College London 
Hospitals 2.3 2.3 1.1 0.8 0.8 0.4 0.4 1.6 

Guy's & St. Thomas' 0.3 0.9 0.6 0.6 0.9 1.5 0.9 2.4 

 

Rate, per 100,000 bed-days = (n hospital onset cases /average daily occupancy * n days in period) x 100,000 
 
 
 
Figure 5 
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MRSA acquisition 

The term acquisition refers to someone who has been found to be MRSA-positive for 
the first time and includes isolates from samples taken for clinical purposes (e.g. 
wounds, urine, sputum etc.) and also routine skin swabs taken during MRSA 
screening of patients (representing colonisation i.e. present on the skin). Figure 6 
shows the number of new acquisitions of MRSA. There was a rise in numbers in 
2016/17 to 321 compared to 245 in 2015/16; this subsequently remained stable 
including in 2019/20. The increase in acquisitions in recent years partly reflects 
changes in policy that requires enhanced screening of long stay patients (defined as 
admissions ≥40 days) and those cared for in higher risk areas as well as screening in 
outbreak situations.  

 

 

 

Outbreaks 

There were no MRSA outbreaks in CUH during 2019/20. 

 

Clostridium difficile 

 There were 81 cases of hospital-onset C. difficile infection (CDI) in 2019/20, which 
represents an increase from 2018/19 figures (Figure 7). CDI can be life-threatening 
and in three patients the infection was recorded in part one of their death certificates 
(Figure 8).  
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Within the Shelford Group, CUH was 9th for the year 2018/19 for C. difficile (table 3 and 
figure 9). The position remains unchanged from the previous year. 
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Table 3 - CUHFT Position amongst the Shelford Group April 2019 - March 2020 for CDI 

 

Rate, per 100,000 bed-days = (n hospital onset cases /average daily occupancy * n days in period) x 100,000 
 

Figure 9 
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Table 4: Reasons given for lapses in care for patients with C. difficile infection 

  2014/15 2015/16 2016/17 2017/18  2018/19 2019/20 Total  
Delay in sample collection 12 10 4 3 3 5 37 
Delay in sample collection and 
isolation 11 7 5 1 3 2 29 

Delay in isolation 6 8 4 2 2 0  22 
Issues with antibiotic 
stewardship 1 0 2 3 0 2 8 

Delay in isolation and poor 
documentation 0 0 0 5 0  0 5 

Ward outbreak 0 0 0 0 5  0 5 

Delay in sampling/isolation, 
poor documentation 0 0 0 0 4 1 5 

Poor hand hygiene 1 1 0 0 0  0 2 
Delay in sampling and 
antibiotic issue 0 0 0 0 2  0 2 

Wrong sample collection 1 0 0 0 1  0 2 

Delay in sampling and CDT 
infection diagnosis.    0 0 0 0 1 1 2 

Other 3 1 1 3 2 3 13 

Total  35 27 16 17 23 14 132 

 

E. coli bacteraemia 

All hospital onset E. coli bacteraemias are reviewed by the ICT in order to assess their 
likely source. There were 110 hospital onset E. coli bacteraemias in 2019/20. The 
source was considered to the urinary tract in 48 (44%), biliary tract (27; 24%), and 
gastrointestinal tract (12; 11%). There is no comparative data for E. coli bacteraemias 
for the Shelford Group. 

 

Table 5: Sources of hospital onset E. coli bacteraemias  

Source of infection 2019/2020 2018/2019 

Number % Number % 
Hepatobiliary 27 25% 14 14% 
Lower Urinary Tract 21 19% 27 26% 
Upper Urinary Tract 16 15% 15 15% 
Unknown 14 13% 23 22% 
Gastrointestinal or Intra-abdominal collection  12 11% 9 9% 
Intravascular device 9 8% 6 6% 
Lower Respiratory Tract 5 5% 3 3% 
Skin or Soft Tissue infection  2 2% 4 4% 
No underlying focus of infection 1 1% 1 1% 
Bone and Joint (no prosthetic material) 1 1% 0 0 

Cardiovascular or Vascular 1 1% 0 0 
Central Nervous System 1 1% 0 0 

Upper respiratory  0 0% 1 1% 

Total  110   103   
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Carbapenemase Producing Enterobacterales (CPE) 

 Carbapenemase producing Enterobacterales (CPE) are Gram negative bacteria that 
are resistant to most antibiotics. They can cause colonisation (with no evidence of 
infection) or clinically significant infection. They have emerged as a problem in the UK 
(particularly in London and Manchester / north-west England) in the last five years. 
CUH had one case of colonisation / infection in 2015/16, 17 in 2016/17, 24 in 2017/18 
39 in 2018/19 and 26 in 2019/20. Whilst most of the cases in 2016/17 were related to 
outbreaks, most cases since 2017/18 were detected on admission and appropriately 
dealt with. There has been a rise in the number of CPE screens that the laboratory 
processes due to increased awareness and evolving screening criteria.  

 

 

Norovirus  

 Norovirus infection is a short-lived vomiting and diarrhoeal illness, which is readily 
transmitted from one person to another. The virus can be caught from the environment 
or shared equipment that has become contaminated. In hospitals, large numbers of 
patients, staff and visitors may be affected, which can disturb the normal working of 
the hospital and cause distress to those affected. It is difficult to prevent infection 
coming into the hospital when there are high numbers of infected people in the 
community who need admission and when patients incubating the virus may be 
transferred from referring hospitals. 

 Norovirus cases normally impact on the Trust from October to April each year with 
cases peaking January to April. For this period in 2019/20 there were 226 confirmed 
cases which was noticeably more than the 100 cases in the same period in 2018/19. 
The corresponding increase in ward and bay closures are shown in Figure 10. 

 

2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 2016/17 2017/18 2018/19 2019/20
Ward closures 5 13 15 5 7 3 9 4 2 11
Bay closures 23 90 95 35 31 13 30 44 46 109
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Influenza 

 Influenza normally impacts on the Trust from December to April every year with the 
peak activity in December and January. There were 715 cases of influenza in 2019-20 
compared with 533 cases in 2018-19.  Despite a significantly higher number in 2019-
20 the impact on the Trust was minimised by the proactive management. This included 
point of care testing in the Emergency Department and  daily meeting between the 
Infection control nurses and the Operations centre. In addition all of the closed wards 
and bays were monitored by the Infection Control Nurses to ensure that areas could 
be cleaned and opened once ongoing transmission had ceased.  

There were also a considerable number of cases of other respiratory viruses which 
were managed by the infection control team which led to a number of bay and ward 
closures as summarised in figure 11. 

 

 A further action identified was related to staff 'flu vaccination. The Trust continued to 
provide rapid access vaccination clinics until late in the 'flu season to encourage staff 
members to be vaccinated. The Occupational Health team employed a dedicated flu 
vaccination team to lead on the vaccination campaign and held very successful ‘pop-
up’ clinics in the Trust concourse to maximise staff engagement resulting in 83% 
uptake in 2019/20 

 

Covid-19 

 The Trust began planning for an influx of patients soon after the announcement of the 
emergence of Covid-19 towards the end of 2019 with the first formal Trust IMT meeting 
held on 27th January 2020. Some pandemic policy documents were developed prior to 
the publication of any national guidance and others were written in tandem with Public 
Health England advice. Screening pods were established and managed by the Trust 
to ensure that suspected patients could be safely and quickly screened in a designated 
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Figure 11: Ward/Bay Closures due to Respiratory Illness
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area separate from the main Emergency Department. A programme to fit-test staff for 
respirator masks was established and staff were trained in donning and doffing of 
Personal Protective Equipment. The Trust established a plan for which wards would 
be used to accommodate our positive Covid (red) patients and which would 
accommodate at risk patients (amber) waiting for results from those with no features / 
risk factors (green). Our first Covid positive patient was admitted in early March 2020.  

 

Surgical site infection (SSI) 

 Surgical procedures can be complicated by infection. This is usually a minor superficial 
infection of the surgical wound, although more serious deep-seated infections do 
occasionally occur. The risk of infection varies with the particular type and site of 
surgery. Surgery associated with the gastrointestinal tract, for example, has a much 
higher infection rate than ‘clean’ surgery, such as the elective insertion of a prosthetic 
hip joint. 

 On-going surveillance of surgical site infection is used within the Trust as one measure 
of the quality of surgery, to identify areas where further investigation or improvement 
might be required. Currently the Department of Health requires all Trusts to provide 
data from elective orthopaedic implant surgery (either hip or knee), repair of neck of 
femur or reduction of long bone fracture for one three-month time period.  

 Surgical Site Surveillance (SSS) is performed for individual types of surgery in 3 month 
blocks. During 2019/20 (period ending March 2019/20) surveillance was performed for 
knee and hip replacements, large and small bowel surgery, bile duct, liver pancreas 
and gastric surgery. 
The mandatory orthopaedic category undertaken were knee and hip replacements and 
surveillance was carried out for two quarters (July - December 2019). For knee 
replacements the rate was 1.2% (national average 1.3%). No infections were identified 
in hip replacements (national average 0.9%). 
Large and small bowel surveillance were undertaken for three quarters (April to 
September 2019 and January to March 2020). The collective rates for the three 
quarters were 8.2 % for small bowel surgery (national average 7.9%) and 9.6% for 
large bowel surgery (national average 10.6%). 
Bile duct liver and pancreas surveillance was undertaken in one quarter from April to 
June 2019 and the infection rate was 7.9% (national average 7.0%). Gastric surgery 
was also undertaken in the same quarter and no infections were identified (national 
average 2.2%). 
The Surgical Site Surveillance nurses liaise with the surgical teams to confirm the 
category of infections identified and meetings occurred with infection control and the 
surgeons when rates were higher than the national average in order to identify any 
actions necessary to reduce the incidence of SSI. No remediable actions were 
identified. 

Getting it Right First Time SSI Survey 

Six surgical specialties took part in a surgical site infection audit from May to October  
2019  co-ordinated  by the  national GIRFT  team. Our performance is benchmarked 
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against the national data as shown below in figure 12.  Individual  specialty  data  
was discussed  with  surgical  leads  and  action plans  formulated  as  appropriate.  

 

 

Figure 12 CUH specialty SSI rates 

 

 

Criterion 2: Provide and maintain a clean and appropriate environment in 
managed premises that facilitates the prevention and control of infections 

This criterion links with Outcome 10, Regulation 15 safety and suitability of premises 
contained in CQC guidance about compliance. 

The ICT, in collaboration with the estates and facilities team and the decontamination lead, 
monitors standards of cleanliness within the Trust and promotes best practice by ensuring 
the following: 

• The Trust has a cleaning strategy developed by the estates and facilities team in 
collaboration with the ICT and approved by the IPCC. 

• The provision of policies for: 
o the maintenance of the environment 
o provision of cleaning services 
o linen, laundry and uniforms 
o decontamination of the environment and equipment 

• Staff are suitably trained and hold adequate competencies for their roles. 
• There are designated managers for the cleaning of the environment and the cleaning 

and decontamination of equipment. 
• Ward nurses are responsible for cleaning medical equipment and the immediate bed-

space. Environmental cleaning is provided by the Trust's cleaning contractor, 
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Medirest. A system is currently in place whereby different levels of cleaning are 
provided using a RAG rating scheme, depending on the infection status of the 
patient. As an example, non-infected patients receive a ‘green clean’ which involves 
the bed space being cleaned with a chlorine-based product. A patient infected with C. 
difficile will have their bed space cleaned with a chlorine-based product and then 
cleaned using hydrogen peroxide vapour (HPV), known as a ‘red clean’. 

• In addition to routine cleaning, the infection control team can request additional 
cleaning in the event of an infection outbreak or increased incidence of an infection. 
This ‘reactive cleaning’ can take the form of: 

o Enhanced clean: When additional Medirest staff are allocated to an area to 
clean communal areas such as patient bays, toilets, dirty utility rooms and 
touch points. 

o Rolling clean: When an empty bay is used to decant patients within that given 
ward so that each bay is cleaned on rotation. Depending on the reason for the 
clean and time available, bays may undergo an HPV or ultraviolet light clean 
in addition to cleaning with a chlorine-based product. 

o Deep clean: When a bay or side room is empty for sufficient time to allow for 
a full red clean. There was, until December 2015, the availability of a spare 
‘decant’ ward where a whole ward would be proactively moved to a decant 
facility so that the home ward could undergo a deep clean. This facility was 
not available since 2016/17 due to capacity issues and as a result the formal 
deep clean programme has been suspended since. This is seen as a 
significant risk, particularly for the control of C. difficile infection, and the 
intention is to reinstate the programme as soon as possible. 

• Infection control nurses are involved in all aspects of cleaning services, including 
contract negotiations, deciding on cleaning priorities and monitoring of service 
delivery at ward level. 

• Senior clinical nurses / matrons have personal responsibility for delivering a safe and 
clean environment. The nurse in charge of any clinical area has direct responsibility 
for ensuring that cleanliness standards are maintained throughout the shift, including 
use of appropriate escalation procedures where necessary. 

• Ensuring via regular audit and ward inspection visits that all parts of the premises are 
suitable for the purpose, kept clean and maintained in good physical repair and 
condition. The audit results are fed back to the wards and incorporated into the 
nursing quality metric report which provides information monthly by ward and Trust 
division. 

• PLACE (patient led assessments of the care environment) visits are undertaken and 
the findings and recommendations are actioned. These are managed by Hotel 
Services rather than the ICT. 

• The cleaning arrangements detail the standards of cleanliness required in each part 
of the premises and that cleaning schedules and frequencies are publicly available. 

• There is adequate provision of suitable hand washing facilities and antibacterial hand 
rubs, including risk assessments of placement of alcohol-based products. 

• Correct procedures are in place for the delivery of food services, including food 
hygiene and food brought into the organisation by patients, staff and visitors. 
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• Advising on waste disposal. There is a clinical waste incineration facility on site with 
an associated ‘energy from waste’ heat recovery system. This facility is compliant 
with the Environment Agency Permitted Waste Incineration Directive. 

• There is a programme of planned, preventative maintenance, including pest control 
and the management of potable and non-potable water supplies. 

• Ensuring the supply and provision of linen and laundry including uniforms which 
reflects health service guidance HSG (95)18 hospital laundry arrangements for used 
and infected linen. 

• Ensuring the Trust has effective arrangements for the appropriate decontamination of 
surgical instruments and other equipment. The Trust is fully compliant with HBN/13 
and has registration under MDD93/42/EEC. 

• There is a designated decontamination lead with responsibility for ensuring that the 
decontamination policy is implemented in relation to the organisation and takes 
account of national guidance. 

• Appropriate procedures are followed for acquisition and maintenance of 
decontamination equipment. 

• A monitoring system is in place to ensure decontamination processes are fit for 
purpose and meet required standards: 

o risk assessment 
o weekly water testing and feedback of results 
o machine checks 
o maintenance with available records 

• A monitoring system is in place to ensure safe and adequate equipment cleaning in 
line with High Impact Intervention No. 8 Decontamination of Equipment. 

 

Legionella spp. and Pseudomonas aeruginosa are two bacteria that are capable of living in 
hospital water systems and have the potential to cause clinically significant infections in 
patients. The water quality team meet regularly to discuss matters related principally to 
Legionella spp. and Pseudomonas aeruginosa. Microbiological control of Legionella is 
achieved by: 

• Temperature: the Trust employs temperature control as the primary method of 
Legionella control within the domestic water systems (as far as is reasonably 
practicable). This is achieved by maintaining temperatures of: 

o Cold water at temperatures of < 20°C 
o Stored hot water at >60°C (where exceeding 15 litres storage) 

• Avoidance of Stagnation: experience has shown that avoiding stagnation is highly 
important in keeping bacterial counts within acceptable limits. This is achieved by the 
following: 

o Removing any ‘blind ends’ on distribution pipework so far as is practicable  
o Ensure all ‘Dead-Legs’ (e.g. low use taps) are either flushed or removed 

including any associated pipework 
o Minimising stored water 
o Designing and installing new or modified systems so that the risk of 

stagnation is minimised 
• Maintain cleanliness 
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• Pipework, distribution, storage, plant and outlets shall be maintained in a clean 
condition at all times as far as is reasonably practicable to avoid providing nutrients 
to bacteria. 

 

Legionella contamination continues to be a problem in water outlets across the Trust, 
suggesting the above methods are failing. This is caused by the water heaters being 40 
years old, water piping being made of galvanised steel (which in parts is heavily corroded) 
and some areas with poor water flow rates. Some of the piping in C & D block has been 
replaced but the piping in other wards still require urgent replacement. Therefore, silver-
copper ionisation was reintroduced due to its antibacterial properties, in order to reduce the 
growth of these organisms. This is achieved by injecting the copper and silver ions into 
various parts of the system and maintaining levels of these ions to the supplier’s 
specifications. In addition to this, flushing is also performed across the Trust. Despite the 
risks associated with an aging water system no patient contracted a hospital onset legionella 
infection in 2019/20. 

Testing for Pseudomonas aeruginosa in augmented care areas (i.e. dialysis units and 
intensive care units) is also performed. Positive results were recorded from the John Farman 
intensive care unit (JVF) and NCCU. Remedial action was taken and the counts diminished. 
There were no known clinical consequences of this. 

 

Figure 13 Criterion 2 

     

Compliance (full or partial) with criterion 2 increased to 100% between 2018/19 and 2019/20. 

 

Criterion 3: Ensure appropriate antimicrobial use to optimise patient outcomes 
and reduce the risk of adverse events and antimicrobial resistance 

• We have systems in place to manage and monitor the use of antimicrobials to ensure 
inappropriate and harmful use is minimised and patients with severe infections such 
as sepsis are treated promptly with the correct antibiotic. These systems draw on 
national and local guidelines, monitoring and audit tools such as NICE guidelines, 
guidance on patient group directions, the TARGET toolkit in primary care and Start 
Smart then Focus in secondary care (SSTF). 

54%38%
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Criterion 2 FYr 2018/19

Compliant

Partial compliance

Non-compliance
71%

29%

Criterion 2 FYr 2019/20

Compliant

Partial compliance
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• We have an Antibiotic Stewardship Group (ASG) which is responsible for developing, 
implementing and monitoring the organisation’s stewardship programme. 
Membership of this committee includes representation from microbiology/infectious 
diseases, pharmacy, each clinical division and the organisations’ director of infection 
prevention. The committee reports to the IPCC and Joint Therapeutics & Drug 
Committee (JDTC). 

• We have numerous antimicrobial policies drawing on national guidance (including the 
British National Formulary, Public Health England the National Institute of Care 
Excellence) that takes account of local antimicrobial resistance patterns. They cover 
diagnosis, treatment and prophylaxis of common infections and prescribers are 
encouraged to record allergy status, reason for antimicrobial prescription, dose and 
duration of treatment. Adherence to prescribing guidance and compliance with in 
hospital post-prescribing review at 48-72 hours is monitored and audited on a regular 
basis, with data fed back to prescribers and incorporated into patient safety reporting 
systems to divisional level. Benchmarking should be used to demonstrate progress in 
antimicrobial stewardship. Guidelines are available on Merlin and via an app (Rx 
Guidelines). 

• Providers have access to timely microbiological diagnosis, susceptibility testing and 
reporting of results. Prescribers have access at all times to Clinical Microbiologists 
who can advise on appropriate choice of antimicrobial therapy. 

• We report local antimicrobial susceptibility data (drug-bug combinations) and 
information on antimicrobial consumption to national surveillance bodies as 
mandated.  

• All prescribers receive induction and training in prudent antimicrobial use and are 
familiar with the antimicrobial resistance and stewardship competencies. 

• A link to the Antimicrobial Stewardship Group annual report is provided here: 

http://connect2/article/4096/Antimicrobial-Stewardship-Group-Annual-Report  

 

Figure 14 Criterion 3 

     

Criterion 3 contains 6 standards. There are 4 compliant and 2 partially compliant 
standards. The partially compliant standards relate to including training on 
antimicrobial prescribing and the antimicrobial strategy which was out of date.  
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Criterion 4: Provide suitable accurate information on infections to any person 
concerned with providing further support or nursing/ medical care in a timely 
fashion 

This criterion links with Outcome 6, Regulation 14 co-operating with other providers 
contained in CQC guidance about compliance. 

The movement of patients within the Trust is included in key policy documents such as the 
admission and discharge policies and the patient transfer policy. The ICT works jointly with 
bed managers, operations centre staff and with estates and facilities services in planning 
patient admissions, transfers, discharges and movements between departments and other 
healthcare facilities. 

Local Trust infection control policies require information on potential infection hazards to be 
forwarded to other institutions before patients are transferred out of the Trust. 

The ICT liaises with the discharge planning team and infection control information is included 
in all documentation. 

 

Figure 15: Criterion 4 

     

Of the 12 standards within criterion 4, seven are compliant. Some of the criteria that were 
classified as partially compliant included the lack of availability of information surrounding 
HCAIs at ward level. There is some cross over with the previous criterion, i.e. antimicrobial 
prescribing training and the appropriate use of antibiotics. 

 

Criterion 5: Ensure that people who have or develop an infection are identified 
promptly and receive the appropriate treatment and care to reduce the risk of 
passing on the infection to other people 

The Trust is able to demonstrate that responsibility for infection prevention & control is 
effectively devolved to all professional groups by means of inclusion in all job descriptions 
and mandatory inclusion in appraisal documentation including for medical staff. 

Compliance with mandatory training and completion of appraisal are reported monthly in the 
corporate balanced scorecard. 
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The Trust is compliant with national MRSA screening guidance, including the screening of all 
emergency patients. Compliance is audited and reported monthly in the infection control 
report. 

Point prevalence audits of compliance with antibiotic prescribing are undertaken and 
reported regularly by the antibiotic pharmacist. 

The Trust monitors compliance with the appropriate isolation of patients, including time to 
isolation. This is reported monthly in the infection control report. 

Figure 16 Criterion 5  

     

There are only 2 standards within criterion 5. Efforts were successful in becoming compliant 
to both of these in 2019/20.  

Criterion 6: All care workers (including contractors and volunteers) are aware 
of and discharge their responsibilities in the process of preventing and 
controlling infection 

Criterion 6 refers to the training and education of staff, which include Trust staff, including 
bank nursing staff, Contractors and volunteers. Induction and mandatory update training is 
provided for all staff, this includes hand hygiene: standard precautions and isolation 
precaution training is provided for the clinical and support staff, and the responsibility for 
Infection Prevention and Control are contained within the job descriptions in accordance with 
the Hygiene Code. 

In addition to the Induction and update training, the ICT also provide training for the Link 
Practitioners and senior and junior medical staff. The training for medical staff includes: 

• isolation policy 
• antimicrobial prescribing 
• blood culture guidance 
• management of exposure to blood borne viruses 

The training and assessment is provided in a number of formats; 

• e-learning 
• face to face 
• practical assessment (FY1 doctors) 
• training packs for locum/agency staff 
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The Trust works across the health economy on infection prevention & control measures, 
including working with the Health Protection Unit, Public Health England, CCG and Regional 
Epidemiology Unit. 

Compliance with induction training, mandatory training and appraisal is reported quarterly in 
the Trust’s operational balanced scorecard. 

The ICT and line manager are notified of non-attenders at induction and mandatory training. 
It is the responsibility of the line manager to ensure that non-attenders are followed up and 
complete their training. 

Fit testing for respiratory protective equipment is undertaken for all staff in high risk areas. 

 

Figure 17 Criterion 6 

       

 

Criterion 7: Provide or secure adequate isolation facilities 

The Trust recognises the need to maintain and expand facilities for patient isolation for 
infectious purposes, while recognising the need to provide single room facilities for patients 
requiring privacy for other reasons. 

To assist staff the Trust has an isolation policy and organism-specific policies detailing the 
need for isolation. Staff are also assisted in their decision-making through the provision of a 
risk assessment tool for prioritisation of patients who require isolation. 

Failure to observe recommended isolation procedures results in the generation of an 
incident report and if appropriate, emergency control measures as outlined by the ICT and/or 
the local Consultant in Communicable Disease Control. 

There are two standards within this criterion. The Trust was partially compliant in both 
standards due to the low number of side rooms but we are now fully compliant with one of 
them due to ongoing work. 
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Figure 18 Criterion 7 

     

The Trust has the ability to cohort patients where necessary including in the event of a 
cluster or outbreak of a specific organism. The decision to classify the incidence of any 
infectious disease as an outbreak is taken by the ICT in consultation with the infection 
control doctor or on duty microbiologist/ virologist. Broadly, an outbreak can be defined as: 

• an incident in which two or more people experiencing a similar illness are linked in 
time/ place 

• a greater than expected rate of infection compared with the usual background rate for 
the place and time where the outbreak has occurred 

• a single case for certain rare diseases such as diphtheria, botulism, rabies, viral 
haemorrhagic fever, polio 

Refer to the Trust’s generic outbreak protocol. 

The Trust has in place infection control training programmes for all staff including external 
contractors. Training programmes are identified through the use of infection control training 
needs analysis. 

 

Criterion 8: Secure adequate access to laboratory support as appropriate 

The laboratory services are provided by Public Health England (PHE) and are located on 
site. The local Trust microbiology department has full UKAS accreditation, which requires the 
provision of appropriate protocols and standard operating procedures. 

There is provision of seven day laboratory working and 24 hour access to microbiology and 
virology advice. 

There is a close working relationship with the ICT; Microbiology Consultants are active 
participants in the CDI scrutiny panel meetings and there is a monthly meeting between the 
ICT, virology and microbiology teams to address on-going and new issues. 

The Trust is compliant with all standards in Criterion 8. 
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Figure 19 Criterion 8 

     

 

Criterion 9: Have and adhere to policies designed for the individual’s care and 
provider organisations that will help to prevent and control infections. 

A comprehensive infection control document section is available, via the Trust’s document 
library, which identifies all infections and infectious conditions which require isolation or 
specific infection control management and describes any specific precautions required. 

The infection control documents also identify clinical situations where isolation precautions 
may be required before any infection risk has been confirmed (e.g. patients with pyrexia of 
unknown origin from abroad). 

The ICT is responsible for the maintenance and updating of the infection control policies, 
procedures and guidance documents. There are currently a number of infection control 
documents which are evidence based and reflect national guidance documents. Approval for 
such documents is via the IPCC and ratification is via the Quality and Risk Committee. 

The antimicrobial prescribing policy is the joint responsibility of the consultant microbiologist 
and antibiotic pharmacist and is approved by the Antimicrobial Stewardship Group (ASG) 
which reports to the JDTC. 

The decontamination policies and procedures are the responsibility of the decontamination 
lead. 

All infection control polices carry a three yearly review date, or sooner in the light of new 
evidence. The review schedule is monitored within the annual infection control programme 
and by the Trust documents administrator. Compliance with key policies is audited according 
to a schedule included in the annual programme.  

The ICT also collaborates with others such as the central venous access team in developing 
guidelines for the care of central venous access devices (CVAD) from an infection 
prevention perspective. 
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Figure 20 Criterion 9 

       

Clinical directorates are required to include audit of compliance with basic infection control 
policies as part of clinical governance programme. This is monitored by the ICT. 

 

Criterion 10: Ensure, so far as is reasonably practicable, that care workers are 
free of and are protected from exposure to infections that can be caught at 
work and that all staff are suitably educated in the prevention and control of 
infection associated with the provision of health and social care 

The Trust is compliant with Criterion 10, and provides a comprehensive portfolio of policies 
which address; 

• induction training of new staff 
• annual update for existing staff 
• Occupational health measures 

All staff have access to occupational health advice and out of hour’s access to medical 
advice in the event of exposure to a blood borne virus or an alert organism. 

There is a screening and immunisation programme which is in accordance with national 
guidance, specifically ‘immunisation against infectious diseases’; including pre-employment 
screening and on-going health screening for communicable diseases where indicated.  

The Trust is working towards reducing occupational exposure to blood borne viruses 
including the prevention of sharps injuries by the use of safer sharps products where 
available, including the blood culture sampling system and intravenous cannula. 
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Figure 21 Criterion 10 

      

 The change to this performance is due to a review of staff immunisation data which has 
identified the need for increased  assurance  that relevant staff groups  have  documented  
evidence of immunity for  key  diseases  such as  varicella. 

6.2 Objectives for 2019/20 

Objective Completion date  
 Map overall Trust compliance with Hygiene code 
to identify gaps and review quarterly to monitor 
progress  

March 2020   Achieved  

MRSA bacteraemia – no avoidable cases of trust 
onset MRSA bacteraemia 

March 2020 Not met 

C. difficile – maintain or improve on 25% of total 
cases as avoidable  trust onset C. difficile 

March 2020 Achieved 

Gram Negative bacteraemias – reduce trust 
onset E. coli bacteraemia by 20%  

March 2020  Not met 

Increase number of staff who are fit tested to use 
FFP3 masks in ED, Critical care and areas  
allocated to receive patients with suspected TB 
and Covid19 

March 2020 Partially met 

In conjunction with operations staff identify a 
method to re-commence the deep clean 
programme 

 March 2020  Not met 

Maintain infection control walkabouts to wards, 
outpatients and other departments to monitor  
environment and practices 

March 2020 Achieved 
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Appendix 1 Methodologies used for Assurance  

 Method Practice Frequency Outcomes Reported to 

Internal Audit Hand hygiene  Fortnightly Any serious lapses 
reported to Senior staff   

All Senior staff   via 
CHEQS and discussed at 
divisional monthly 
meetings meeting 

 Audit  Cleaning Scores Weekly for high risk 
areas. 
Fortnightly for 
medium risk areas  
Monthly for low risk 
areas 

Reasons behind areas 
falling below standards 
investigated by Root 
Cause Analysis and 
problems rectified 

Senior Nursing staff via 
email. Also, discussed at 
monthly cleaning meetings 

 Report generated from 
Epic to monitor 
compliance with  VIP   
score documentation 
 

Intravascular catheter sites Monthly   Senior Nurses via CHEQS  

 Root Cause Analysis – 
scrutiny meetings with 
IPCT, clinical team and 
the CCG 
 

CDI or MRSA bacteraemia Monthly (where they 
occur) 

 Learning shared across 
the organisation 

 Audit of practice 
documented on Epic. 

Care bundles for urinary 
catheter care, MRSA 
decolonisation, C. difficile 
management and ventilator  
associated  pneumonia  

Monthly   Any lapses identified fed 
back to wards involved.  

CCG via the quality 
dashboard. Reported in 
Infection Control 
Performance Report. 
Specific issues discussed 
at monthly divisional 
meetings 

 Audit/ Service 
Evaluation  

 Evaluation of any processes 
undertaken, observations of 
practice and condition of 
furniture and fittings  

Yearly for clinics and 
departments such as 
theatres, quarterly 
for critical care 
areas. 

Audit or service 
evaluation reports and 
action plan generated.  

 Report to Senior staff in 
area visited. Specific 
issues discussed at 
monthly divisional 
meetings 
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 Method Practice Frequency Outcomes Reported to 
 

Internal  Audit Practical aspects of Infection 
Control such as isolation 
nursing management and 
equipment cleaning  

Varies from monthly 
to six  monthly  

Any lapses identified fed 
back to Wards involved.  
Audit frequency 
increased if indicated  

Ward Managers , 
Divisional   monthly 
meetings and Infection 
Prevention and Control 
Committee 

 Mini PLACE  visits   Service evaluation including   
food quality   

Monthly Report generated by 
team.   

Areas visited and 
presented at monthly 
cleaning meeting.  

Benchmarking Audit data   Numbers of HCAI  Monthly  Report produced and 
outcomes of RCA 
Meetings detailed.  

Infection Control 
Performance Report and 
Board of Directors report.  

External Mandatory reporting of 
HCAI - triangulation with 
national surveillance 
data 

National surveillance data held 
by PHE compared with Trust 
reports 

Quarterly Reconciliation of 
mandatory reporting 
data to ensure accuracy 

PHE and DH 

 Monthly review of CDI 
and MRSA, , E. coli and 
MSSA bacteraemias by 
PHE 

PHE surveillance data for each 
Trust in East of England 
reviewed  

Monthly Trends monitored and 
any high numbers 
reviewed with Trust ICT 
to ensure actions taken 

PHE and Trust ICT 

 Feedback of any CPE 
confirmed by national 
reference lab 

Weekly feedback of reference 
lab data relating to the Trust to 
ensure action taken 

Weekly Trust ICT were aware of 
all confirmed CPE.  

Trust ICT 

 


