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Summary 

 
 
IPC continues to have a high profile both within the Trust and more widely in North Devon. 
The Trust continues to deliver a high quality Infection Prevention & Control Service. 
Highlights from the year include: 
 

 MRSA bacteraemia: There were no MRSA bacteraemias attributed to the Trust in 
2018-19. This is the fourth consecutive year without any such bacteraemias. 
 

 New cases of MRSA: The number of patients found for the first time to be colonised 
with MRSA rose slightly in 2018-19 from 59 to 72. This is still significantly below the 
numbers that were found in previous years but is a reminder that this resistant 
organism is still a potential threat to patient safety. 

 

 Clostridium difficile: The number of cases of Clostridium difficile acquired in NDDH 
fell from 16 in 2017-18 to 5 in 2018-19. This is below the objective of 6 cases and is a 
rate significantly below the regional and national average. Details of all Trust 
acquired cases are reported to Devon CCG who oversees the assessment of lapses in 
care. The Trust investigates all Trust-acquired cases to identify any learning. 

 

 The practice of effective and timely hand hygiene is still a high priority for the Trust. 
Audits of hand hygiene and ‘Bare Below the Elbows’ showed compliance over 95%. 
In May the Infection Prevention & Control Team hosted a successful Hand Hygiene 
promotion across the Trust to coincide with World Hand Hygiene Day. 
 

 In contrast to national numbers, which have seen a rise, the total number of E coli 
bacteraemias in 2018-19 was slightly lower than the previous year. The number of E 
coli bacteraemias attributed to the Trust did, however, show a small rise from 26 to 
28 cases in 2018-19. Through the ‘Gram negative bacteraemia reduction group’ the 
Trust works to improve care and reduce the number of these infections, especially in 
those patients with urinary catheters. 
 

 The surveillance of infections following hip replacement identified an infection rate 
of 0%, compared with a national rate of 0.4%. 

 
 

 
 

 
 

Report prepared by 
David Richards 

Infection Control Doctor  
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Healthcare Associated Infections 
 

Clostridium difficile 

 

Clostridium difficile is a bacterium that is found in the intestines. It can be found in healthy 

people, where it causes no symptoms (up to 3% of adults and 66% of babies). 

Clostridium difficile causes disease when the normal bacteria in the gut are disadvantaged, 

usually when taking antibiotics. This allows Clostridium difficile to grow to unusually high 

levels. It also allows the toxin, which some strains of Clostridium difficile produce, to reach 

levels where it attacks the intestines and causes mild to severe diarrhoea. Clostridium 

difficile can lead to more serious infections of the 

intestines with severe inflammation of the bowel 

such as pseudomembranous colitis. 

 Clostridium difficile is acquired through contact 

with a contaminated environment or person. 

Diarrhoea caused by Clostridium difficile is more 

common in those who have taken antibiotics, the 

elderly and people whose immune systems are 

compromised. It is associated with healthcare and 

can occur in hospital and in the community. 

The Department of Health has mandated reporting of Clostridium difficile cases since 2004. 

The Trust tests for Clostridium difficile, and reports cases, according to the current 

guidelines that were published in 2012. In addition, the Trust uses a third-stage test for 

Clostridium difficile toxin. Although positive results from this test are not required to be 

reported, the Trust manages, treats and investigates these cases in the same way as 

reported cases.    

The Trust undertakes a number of actions to ensure the number of Clostridium difficile cases 

is kept to a minimum. These actions are included in the national guidance and include: 

 Guidance, education and monitoring to ensure use of antibiotics that are higher risk 

of precipitating Clostridium difficile is kept to a minimum. 

 Prompt isolation and testing patients with diarrhoea that may have Clostridium 

difficile. 

 Using laboratory testing methods that are compliant and give a result on the day the 

sample is sent. 
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 Using chlorine-based cleaning products for all patients with diarrhoea and across the 

ward when there is patient with identified Clostridium difficile.  

 Regular review of hospitalised patients with Clostridium difficile by the IPC team and 

consultant microbiologists, as well as a weekly review by a multidisciplinary team 

which also includes a gastroenterologist, pharmacist and a dietician. 

Every case of Clostridium difficile linked the Trust’s care is investigated. These include cases 

acquired after admission to the Trust, as well as cases that were in the Trust in the previous 

4 weeks. Particular focus is paid to the prescription of antibiotics, identification of 

Clostridium difficile at the earliest opportunity and optimum management of Clostridium 

difficile once it has been diagnosed. Any learning from these investigations is implemented 

across the Trust.  

It is recognised that modern healthcare is not possible without the administration of 

antibiotics and therefore, although the risk of Clostridium difficile can be reduced, the risk 

cannot be eliminated.    

The Clostridium difficile organism can be present without causing any symptoms. When the 

toxin produced by the organism does cause symptoms they can range from mild, which 

resolve in a couple of days without the need for antibiotic treatment, to severe and 

potentially life threatening. A number of the cases reported here are from patients that 

have other causes for diarrhoea, such as laxative administration, and are not thought to 

have Clostridium difficile disease nor require treatment. It is difficult to reliably define the 

severity of disease caused by Clostridium difficile so there are no local and national data for 

comparison. 

The Department of Health sets the Trust an objective for the number of cases of Clostridium 

difficile acquired in NDDH. This is based on case numbers in a preceding year. The objective 

for 2018-19 was set to one less than the objective for 2017-18 which in turn was based on 

the numbers of cases in NDDH in 2015. NDHT has performed very well, when compared 

against national rates, in reducing and maintaining a low rate of Clostridium difficile cases. 

The objective of 6 cases reflects this and, when the objective is expressed as a rate per 

occupied bed day, is one of the lowest of the Acute Trusts in the South West.   

The total number of Clostridium difficile cases reported in North Devon in 2018-19 was 21 

compared to 45 in 2017-18. There is a large amount of variation year to year but this is the 

lowest annual total since national reporting began in 2007 and less than half the number in 

2017-18.  

The total number of Clostridium difficile cases acquired in NDDH in 2018-19 was 5 compared 

to 16 in 2017-18. This is 1 case under the Trust’s objective of 6 for the year. Again, there is a 

large amount of year to year variation and this is the lowest annual total since national 

reporting began in 2007. 
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When the 5 Trust-acquired cases are expressed as a rate per 100,000 occupied bed days the 

rate for NDHT of 6.5. This is a little above half the average rates for the South West of 11.0 

and England of 12.1 and is the fifth lowest in the South West. 
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Each of these Trust-acquired Clostridium difficile cases is assessed against a number of 

criteria agreed with the CCG to assess if any of the cases were potentially avoidable through 

improvement in care. The CCG could impose a penalty on the Trust if the number of 

avoidable cases exceeds the limit.  

  

The assessment of cases by these criteria identified one case in 2018-19 as ‘avoidable’. This 

was when an antibiotic that was outside the Trust guidelines was used was used to treat an 

infection. The patient was treated for the Clostridium difficile and recovered. 

Staphylococcus aureus: MSSA & MRSA  

 

Staphylococcus aureus is a bacterium that commonly colonises human skin and mucosa 

without causing any problems. It can also cause disease, particularly if there is an 

opportunity for the bacteria to enter the body, for example through broken skin or a 

medical procedure. 

If the bacteria enter the body, illnesses, which range from mild to life-threatening, may then 

develop. These include skin and wound infections, infected eczema, abscesses, joint 

infections, infections of the heart valves (endocarditis), pneumonia and bacteraemia (blood 

stream infection).  

Most strains of Staphylococcus aureus are sensitive to the more commonly used antibiotics, 

and infections can be effectively treated. Some Staphylococcus aureus bacteria are more 

resistant. Those resistant to ‘penicillin-type’ antibiotics are termed meticillin-resistant 

Staphylococcus aureus (MRSA) and often require different types of antibiotic to treat them. 

Those that are sensitive to ‘penicillin-type’ antibiotics are termed meticillin-sensitive  

Staphylococcus aureus (MSSA). MRSA and MSSA only differ in their degree of antibiotic 

resistance: other than that there is no real difference between them.   
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Staphylococcus aureus is a common bacterium that is present in large numbers in about a 

third of people in the community. However most, but not all, MRSA acquisition is linked to 

healthcare. Because most of the spread of MRSA occurs in healthcare settings the 

Department of Health has introduced a number of measures over the years directed at 

controlling this particular organism.   

MRSA including MRSA bacteraemia 

 

Trust policy requires MRSA screening for the majority of patients who stay overnight in 

hospital. NHS guidance has been relaxed so that only high risk groups of patients are 

mandated to be screened. However because of the benefits in screening and the difficulties 

in screening only selected groups of patients it was agreed to continue with the previous 

strategy in the Trust.  Compliance with screening is monitored at the IPDG and screening 

rates for both emergency and elective patients are consistently over 90%. This is 

considerably higher than national rates reported in the NOW study in 2014 (61% compliance 

for emergency admissions and 81% for elective admissions). Areas with low compliance are 

addressed by the divisional leads. 

Patients for elective surgery requiring 

an overnight stay are screened before 

admission and MRSA suppression is 

started before admission if they are 

identified as colonised with MRSA. 

Emergency surgical admissions are 

started on MRSA suppression on 

admission which is continued until 

MRSA screens are shown to be 

negative.  

Emergency medical patients are 

screened on admission and any patients identified as carrying MRSA are given MRSA 

suppression. 

The successful use of extensive MRSA screening and suppression has been reflected in the 

numbers of patients that have been detected as colonised with MRSA. The majority of 

patients found to carry MRSA are detected by the admission screening program; other 

patients are identified from clinical samples such as swabs or urine samples. Since 2011 

there has been a steady decrease in the number of patients detected as carrying MRSA for 

the first time. The total number of patients identified as colonised with MRSA has been 

broadly stable in the last 3 years. In 2018-19 there were 72 new colonisations, a slight 

increase from 59 in 2017-18. 

http://www.idrn.org/documents/resources/Final%20report%2028-02-2014.pdf
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MRSA, like MSSA, can cause a variety of infections, from minor to life threatening. One of 

the most serious infections is when MRSA is found in the blood. This is known as a 

bacteraemia. Since 2005 the Department of Health has required all MRSA bacteraemias to 

be reported. All MRSA bacteraemias in the Trust are reported and investigated in line with 

NHS guidance. The majority of MRSA bacteraemias relate to infection acquired in the 

community. Those bacteraemias attributed to Trust care are investigated in line with 

national guidance. All learning identified from these investigations is implemented across 

the organisation.  

 

Over the last 13 years the number of MRSA bacteraemias has fallen significantly. In the last 

8 years there have only been 3 MRSA bacteraemias attributed to Trust care. In 2018-19 

there were no MRSA bacteraemias in North Devon. 
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MSSA bacteraemia 

 

MSSA, like MRSA, causes a variety of infections, of which bacteraemia is one of the most 

serious. However, unlike MRSA, the majority of these infections occur in the community and 

are unrelated to healthcare. Since 2011 MSSA bacteraemias have been required to be 

reported to the Department of Health. In 2018-19 there were 11 MSSA bacteraemias 

acquired in NDHT. This is the same as 2017-18. 

 

Those bacteraemias acquired in the Trust or linked to Trust care are investigated and any 

learning that is identified from these investigations is implemented across the organisation. 
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E coli bacteraemia 

 

Escherichia coli (E coli) are bacteria that are frequently found in the intestines of humans 

and animals. There are many different types of E coli, and while some live in the intestine 

quite harmlessly, others may cause a variety of diseases. 

The bacterium is found in faeces and can survive in the environment. E coli can cause a 

range of infections including urinary tract infections, including cystitis (infection of the 

bladder) & pyelonephritis (infection of the kidney) and cholecystitis (infection of the gall 

bladder). E coli bacteraemia (blood stream infection) may be caused by these infections 

spreading to the blood.  

Since 2011 there has been a requirement to report E coli bacteraemias. Nationally there has 

been an increase in E coli bacteraemia numbers over recent years.  

The majority of E coli bacteraemias occur in the community and are identified when the 

patient is admitted to hospital.   

The total number of E coli bacteraemia identified in the Trust in 2018-19 was 157, slightly 

lower than the previous 2 years. 

The Trust investigates all cases of E coli bacteraemia that may be linked to Trust care, for 

example those cases developing more than 2 days after admission or if the bacteraemia is 

linked to a urinary catheter where there has been trust staff involvement in the care of the 

catheter. Any learning identified from these investigations is implemented across the 

organisation. 

 

The number of E coli bacteraemias from blood cultures taken more than 2 days after 

admission in 2018-19 was 28, slightly more than the 26 identified last year. 



 

11 
 

NHS England has published ambitions to reduce E coli and other gram negative bacteraemia 

infections. The majority of these infections arise in the community and the reductions 

targets sit with the CCGs. NDHT is collaborating with NEW Devon CCG to develop ways to 

reduce these infections. The Trust has formed a ‘Gram negative bacteraemia reduction 

group’ whose role is to analyse the bacteraemias and identify actions to improve care and 

reduce the likelihood of these bacteraemias occurring. 

 

The group includes the CCG within its membership and, although it considers all such 

bacteraemias, the emphasis is on those bacteraemias linked to Trust care. In line with 

national figures the group has found that the most common source of these bacteraemias is 

the urinary tract and that improved management of urinary catheters is the action most 

likely to reduce the number of these infections. The Trust has revised its protocol for 

managing these catheters and promotes the use of a catheter ‘passport’. This is a document 

that is given to patients who have a catheter and provides both advice to the patient about 

looking after the catheter and information to the healthcare providers to aid continuity of 

care. 
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Glycopeptide resistant Enterococci (GRE) 

 

Enterococci bacteria are frequently found in the bowel of normal healthy individuals. They 

can cause a range of illnesses including urinary tract infections, bacteraemia (blood stream 

infections) and wound infections. Glycopeptide-resistant Enterococci (GRE) are enterococci 

that are resistant to glycopeptide antibiotics (vancomycin and teicoplanin). GRE are 

sometimes also referred to as VRE (Vancomycin-Resistant Enterococci). 

GRE do not usually cause serious infections unless the individual is immunocompromised. 

GRE bacteraemias are more commonly associated with renal and haematology units where 

there are immunocompromised patients and glycopeptide antibiotics are used frequently. 

Trusts are required to report the number of GRE bacteraemia. In 2018-19 there were 2 such 

bacteraemias in North Devon, neither of these were acquired in NDHT. 
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Carbapenem resistant Enterobacteriaceae (CRE) 

 

Carbapenems are a powerful group of broad spectrum beta-lactam (penicillin-related) 

antibiotics. In many cases, these are our last effective defence against infections caused by 

multi-resistant bacteria.  Enterobacteriaceae refer to a group of bacteria such as E coli and 

Klebsiella, also known as coliforms, which are found in the intestines and can cause a range 

of infections such as urine, abdominal infections and bacteraemia.  

Resistance to carbapenems has emerged and has spread across the world. Resistance to 

carbapenems is often combined with resistance to many other antibiotics, making infections 

caused by these organisms almost impossible to treat. The NHS has produced guidance on 

how to detect carbapenem resistant Enterobacteriaceae (CRE) and limit their spread. In 

some parts of the country, but not yet in the South West, the spread of these organisms is 

causing considerable disruption. 

The Trust has a policy, in line with national guidance, on the screening for these organisms. 

In 2018-19 one case of CRE has been identified in North Devon. It is likely that the organism 

was acquired outside Devon.  
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Routine surveillance and Alert Organisms  

 

There is a protocol in place for the laboratory to inform the Infection Prevention & Control 

Team if any alert organisms are detected. The list of alert organisms includes ones 

mentioned elsewhere in this report such as MRSA, Clostridium difficile and CRE as well as 

those which are rarely encountered in this country such as the bacterium that causes 

diphtheria. The IPC team can then ensure that the correct precautions are in place to 

minimise the spread to other patients, staff and visitors. 

The IPC team regularly review the reported alert organisms to identify any areas with an 

abnormal number of reports. Should such a cluster be identified then the IPC team will 

investigate to see if there are any underlying reasons and if additional actions are required. 

Hand Hygiene & ‘Bare Below the Elbows’  
 

Hand hygiene is the main measure by which 

healthcare workers prevent the spread of 

infectious organisms to patients and is a key part 

of aseptic technique. Hands can only be cleaned 

effectively if the hands and wrists are exposed. 

This is background to the ‘Bare Below the Elbows’ 

campaign which promoted the requirement for 

hands and wrists to be free of any items such as 

bracelets and wrist watches and for the individual 

to wear short sleeves. 

Audits of hand hygiene compliance, including 

whether the healthcare workers are ‘Bare Below 

the Elbows’, are performed in all clinical areas 

each month. Cross checks, where audits are 

undertaken by staff from a different area, are 

performed on a regular basis over the year. The 

results are discussed at each IPDG meeting where 

clinical leads report on any actions that have 

been taken to improve compliance. Hand hygiene compliance forms part of the report to 

the Trust Safety & Risk Committee. 

Audits of hand hygiene and ‘Bare Below the Elbows’ compliance have shown compliance 

above 95% for the year.  
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A Trust-wide promotion of hand hygiene was held in May to coincide with World Hand 

Hygiene Day. This year’s global theme was preventing sepsis through good hand hygiene. 

The Infection Prevention & Control Team also used this opportunity to promote correct 

glove use to link with the Royal College of Nursing’s Glove Awareness Week. 

The Infection Prevention & Control Team visited wards and departments across the Trust to 

raise awareness of good hand hygiene techniques and safe removal of gloves using a new 

practical demonstration using water-based paint.  

 

There was also a stand in the restaurant where staff could talk to the infection prevention 

and control team and also meet the companies who supply hand hygiene products to the 

Trust. 



 

16 
 

 

Posters and leaflets were sent to wards, departments and community teams about hand 

hygiene, sepsis and glove usage.  

Some of the link practitioners demonstrated the hand washing light boxes and used tablets 

with instructive games in their areas. Staff on Victoria Ward and King George V Ward 

created interactive hand hygiene activities. 
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Surgical site infection surveillance 
 

The Trust is mandated to perform surveillance of infections resulting from one type of 

orthopaedic surgery for at least one quarter (module or period) each year. In 2018-19 the 

procedure of hip replacement was chosen. No infections were detected during the patients’ 

initial admissions or any re-admission. 93 procedures were monitored producing an 

infection rate of 0% which is below the national rate of 0.4%.  

Surveillance of patients following surgery is very labour intensive so with the current staffing 

IPCT was only able to perform one surveillance module. The small numbers of operations 

and infections mean that comparisons with the national rate will be unreliable. 

The Trust undertakes voluntary post discharge surveillance in addition to the mandatory 

‘inpatient/readmission’ surveillance. About two third of trusts undertake post discharge 

surveillance for this procedure. The nature of this surveillance varies between trusts which 

affects the number of additional infections detected. The infection rate when post discharge 

surveillance is included will always be higher than when it is excluded. It is valid to compare 

the ‘inpatient/readmission’ rates between trusts but comparison of rates which include post 

discharge surveillance is not valid because of the different surveillance methods used. 

Infections are reported for the current period (July- September 2018) and the last 4 periods 

for which the Trust undertook surveillance of this type of surgery. 

 Jul-Sep 2018 Last 4 quarters of 
surveillance 

National 

Total operations 
performed 

93 197  

Inpatient/readmission 
infections 

0 0% 0 0% 0.4% 

Confirmed post-
discharge infections 

1 1.1% 1 0.5% 0.2% 

Patient reported 
infections 

2 2.2% 5 2.5% 0.3% 

Total infections 3 3.2% 6 3.0% 0.9% 

Infection rates for hip replacement surgery 

The rate for inpatient/readmission infections is 0% for the last period and 0% for the last 4 

periods. This is below the national rate of 0.4%. The data is fed back to the surgical teams 

involved. 

It is anticipated that if the IPC team is able to be expanded that additional surveillance will 

be undertaken in the future to provide information about other types of surgery. 
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Incidents, Outbreaks and Serious Infections 
 

In common with other acute trusts, 

NDHT experienced outbreaks of 

diarrhoea and /or vomiting which 

required restrictions to the 

movements of patients into and out 

of ward areas. The IPCT monitor 

these outbreaks at least once each 

day where they provide advice to 

ward staff and advise the Trust on 

the restrictions that should be 

introduced. Many, but not all, of 

these outbreaks are caused by 

Norovirus. Rapid testing for 

Norovirus is carried out at NDDH. 

This enables the optimum risk 

assessment and the management of 

episodes of diarrhoea and vomiting. This year there were 7 outbreaks of diarrhoea and/or 

vomiting. Norovirus was identified from 3 of these outbreaks and another virus, rotavirus, 

was identified in another 2. This number of outbreaks is substantially lower than in previous 

years.  

All Clostridium difficile cases and bacteraemias due to MRSA, MSSA, E coli, Klebsiella & 

Pseudomonas aeruginosa are investigated by the IPC team and those linked to Trust care 

are recorded as incidents and investigated by the relevant clinical team. All incidents that 

occur in the Trust that have an IPC element are reported to the IPC team. Summary reports 

of all these incidents are presented to IPDG for discussion. 

Influenza 

The winter of 2018-19 saw fewer cases of influenza compared to the previous year. This 

year the Trust introduced a testing facility for influenza in the emergency department, in 

addition to the usual testing in the microbiology laboratory. This enabled rapid identification 

of patients with influenza so that they could be isolated and so reduce the spread of 

infection. The Trust plans to use this additional testing in the emergency department next 

winter too. 
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Antimicrobial Stewardship 

Trust arrangements for antimicrobial stewardship  

The lead for antimicrobial stewardship is one of the full time consultant microbiologists. 

There is also a band 7 antimicrobial pharmacist. The Antibiotic Working Group, which 

reports to the Trust’s Drugs and Therapeutics Group, meets regularly throughout the year 

and communicates closely with clinicians to discuss findings of audits and when updating 

guidance.  

 

Prescribing guidelines  

All antimicrobial prescribing guidelines are available on an app: “RxGuidelines”. They can 

still be accessed over the Trust intranet but can also be downloaded onto individual mobile 

phones and other mobile devices. As the majority of junior doctors have access to mobile 

phones in the course of their daily work it makes access to the antimicrobial guidelines 

much easier. In addition the guidelines can easily be modified and updated as required. 

Antibiotic Use 

Antibiotic use is reported by all trusts and this national data is used to compare trusts. Using 

these data, total antibiotic use at NDHT is in line with the national average. 

Narrow spectrum (ACCESS) antibiotics are defined by the WHO; they are generally older, 

cheaper, narrower spectrum antibiotics that are favoured in antibiotic stewardship 

programmes. NDHT uses a relatively high proportion of these ‘good’ antibiotics compared 

with other English hospitals. 

Broad spectrum antibiotics (Tazocin and carbapenems) are generally discouraged in 

antibiotic stewardship programmes. Use of both these classes of antibiotics is low in North 

Devon, particularly for Tazocin. 



 

20 
 

Antibiotic resistance 

It is important to track resistance rates of pathogens to ensure that antibiotic protocols are 

matched to local epidemiology. This is particularly true for gram negative organisms such as 

E coli. Resistance in E coli that cause blood stream infection is in line with national levels. 

Outcome data 

Mortality data for infected patients has been reviewed. National hospital admission data for 

sepsis-related conditions and E coli blood stream infections shows that NDHT has expected 

mortality rates. The data for sepsis-related conditions show that NDHT has rates for 

readmission and length of stay that are below the national average. 

Use of diagnostics 

Blood cultures are a central part of good diagnostics in a hospital, and can be thought of as 

the fulcrum between sepsis management and antibiotic stewardship. Minimising the time 

taken to get blood culture results can have a significant impact on patient care, aiding  more 

accurate diagnosis and allowing rationalisation of antibiotic choices.  

One of the key parts of the blood culture pathway is loading the bottles onto laboratory 

analysers, and generally this should be done within 4 hours. There are significant logistical 

issues with doing this, particularly out of hours. NDHT has moved to a protocol by which 

blood science staff load the bottles out of hours. Previously bottles received during the night 

were loaded at 9am the following day. A regional audit of the blood culture pathway in 

patients diagnosed with E coli bacteraemia in the emergency department performed after 

this change showed that North Devon now has the best performance in the region for a 

hospital with a 24 hour ED. 
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Decontamination 
 

Over the course of 2018-19 the Trust Decontamination Committee was combined with the 

Infection Control Committee. As the members of the Decontamination Committee were also 

members of the Infection Control Committee it was considered better use of time to 

combine the two groups. It will also provide more opportunities to discuss decontamination 

issues as the IPCC meets monthly compared to quarterly for the previous Decontamination 

Committee.  (IPDG see page 26) 

The decontamination of re-usable medical equipment in the Trust is carried out by the 

Central Sterile Services Department (CSSD). The main unit for reusable instruments is based 

on level 3 and the flexible endoscope decontamination unit is based on level 0 of NDDH. The 

staff comprises of 1 Manager, 1 Trainee Decontamination Manager, 3 senior technicians and 

20 technicians. The CSSD is open 7 day a week with cover for Saturday and Sunday night via 

an on call system. The decontamination is carried out using 3 instrument 

washer/disinfectors, 3 endoscope washer/disinfectors and four high-temperature porous 

load steam sterilisers.  

The Central Sterile Services Department holds production quality assurance certificate 

CE02164 and quality system registration certificate MD 78459 from British Standards 

Institute. The scope of registration covers the sterilisation of theatre trays, procedure packs 

and single instruments, supply of pre-sterilised devices to end users and high level 

disinfection of flexible endoscopes.  The unit was audited under the Joint Advisory Group on 

GI Endoscopy (JAG) as part of the Trust Endoscopy JAG audit and was awarded JAG 

accreditation. 
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Cleanliness and Food Hygiene 
 

2018 PLACE Assessments 

The Patient Led Assessment of the Care Environment (PLACE) is an annual, national 

requirement in the NHS and gives a snapshot of how a hospital is performing against a range 

of non-clinical activities which impact on patients’ experience of care.  The requirement is 

that all Trusts have to carry out a self-assessment of their sites where they have 10 or more 

inpatient beds. To undertake this there has to be equal numbers of Trust staff and patient 

assessors on the inspection team. 

The Trust has a commitment to ensure that services are provided in a clean, safe 

environment that is fit for purpose. PLACE inspections help inform the Trust’s planning and 

decision making and provide motivation for improvement by providing a clear message 

directly from patient assessors about how the environment or services might be enhanced. 

PLACE inspections are a means of assessing the Trust’s performance and every year the 

criteria become more detailed. This year the PLACE assessment again generated scores in 8 

separate domains of cleanliness, food & hydration, privacy and dignity, condition, 

appearance & maintenance, dementia and disability. The inspections in May were carried 

out at the sites with inpatient beds namely North Devon District Hospital and South Molton 

Community Hospital. Assessments take place every year and hospital results are reported 

publicly to help drive improvements to the care environment. 

The patient representatives were impressed again this year and could see that 

improvements have been made to the environment and felt that their involvement in the 

inspections and feedback was genuinely taken on board and was having a favourable impact 

on the facilities and services offered to patients. In particular they were pleased to see the 

development taking place in A/E and commended the fact that A/E remained fully open and 

was clean despite intrusive building works. Staples ward has been refurbished since their 

last inspection and they were impressed by the light and spacious feel of the ward, this has 

impacted on this year’s scores and is another positive development. It was noted that 

Facilities try to incorporate as many PLACE standards as possible when 

developing/refurbishing ward/departmental areas. It was noted that improvements had 

been made following last year’s inspections and   various painting and replacement flooring 

has taken place across the sites. 

Each year the inspection criteria are developed requiring higher standards. The Trust scored 

above national average in 4 out of 8 domains. This year our scores have dipped due to the 

inspection covering the older parts of the hospital. The scores falling short of the national 

average were reviewed again to see if we can make any immediate improvements within 

the funding available though in some cases there is already recognition that scores will not 
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improve without significant investment in the service.  The ward food score was particularly 

disappointing as this concentrates on the ward teams’ engagement in the food service. 

Following the inspection a number of changes have already been made including updating 

the A-Z of cleaning by the infection control team and attention to providing hand washing 

for patients prior to meal times. 

All points raised in the inspection have been considered and actions put in place. 

PLACE Scores 2018 

CATEGORY 
YEAR 

NATIONAL 

AVERAGE 
TRUST SCORE 

Cleanliness 2018 98.47 97.77 

2017 98.38 99.63 

2016 98.06 98.13 

Food & Hydration Overall 2018 90.17 85.87 

2017 89.68 94.06 

2016 88.24 88.12 

Organisational Food 2018 89.97 91.72 

2017 88.80 87.49 

2016 87.01 82.72 

Ward Food 2018 90.52 83.76 

2017 90.19 97.11 

2016 88.96 90.74 

Privacy, Dignity & Wellbeing 2018 84.16 81.61 

2017 83.68 85.89 

2016 84.16 80.27 

Condition, Appearance & Maintenance 2018 94.33 94.96 

2017 94.02 97.87 

2016 93.37 92.55 

Dementia 2018 78.89 79.76 

2017 76.71 93.59 

2016 75.28 75.94 

Disability 2018 84.19 89.28 

2017 82.56 93.91 

2016 78.84 79.72 
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Infection Control in the Built Environment 
 

The Infection Prevention & Control team and the Facilities Department work closely 

together to ensure that the new and existing patient facilities are constructed in a way that 

enhances good infection control practice. By considering infection prevention & control 

requirements at the early stages, infection control can be ‘designed in’ to a new build or 

refurbishment. This includes features such as curved moulding at the bases of wall to enable 

easier cleaning, to the provision of suitably placed hand wash basins and suitable ventilation 

in operating theatres. 

The collaboration of the Facilities and Infection Prevention & Control departments is set out 

in the Infection Control in the Built Environment policy which references the national 

guidance documents including the relevant Heath Technical Memoranda.  

Larger projects in the Trust this year include completion of the redesign of the entrance to 

the Emergency Department and the start of the project to build the Health & Wellbeing 

Hub.  

Water controls including Legionella 
 

Northern Devon Healthcare NHS Trust has in place through the Facilities Department a 

program of control measures to reduce the risk of Legionella and Pseudomonas aeruginosa 

within the Estate’s water services. The key document that collates all such processes in 

place is the “Water Safety Plan (WSP)”.  

The Engineering Controls Group is the Water Safety Group (WSG) for the Trust and also 

deals with ventilation issues. It is chaired by the Infection Control Doctor and reports to the 

IPCC (IPDG see page 26). The Engineering Controls Group agrees the WSP, reviews 

assurances that the correct controls are in place and addresses issues that arise. 

The Trust lead for water service is the named ‘Responsible Person’ for Water services. The 

individual is responsible for the above document and all measures and processes within it. 

This ensures that all areas of potential risk have been identified with preventative measures 

in place in order to reduce the risk from water borne pathogens including Legionella and 

Pseudomonas aeruginosa. Within the WSP, the policy document “The Water Services 

Management Policy” defines roles and responsibilities for all individuals involved in the 

management process. In addition, to support this control process, the Facilities Department 

liaises closely with other professionals in various disciplines and ensure that the following 

areas are addressed:- 
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 That planned preventative maintenance is delivered based on Statutory & 

Mandatory requirements. 

 That all the recommended Health & Safety Commission’s good practice guidance is 

adopted and adhered to. 

 That an active and comprehensive control program is in place using a temperature 

control process (thermal disinfection) to reduce the risk of Legionella and 

Pseudomonas aeruginosa.  

 A copper/silver ionisation plant has also been installed as a secondary method of 

control at NDDH to enhance the control of water borne pathogens. Regular routine 

testing takes place to ensure the levels of copper and silver are within set 

parameters. 

 That there is a regular program of monitoring of the stored and delivered water 

temperatures across the Trust estate. 

 Regular testing for both Legionella and Pseudomonas is carried out. 

 That on, an annual basis, a full audit of all water services planned preventative 

maintenance is performed with a report to the Director of Facilities. The purpose of 

the audit and report is to provide the Director of Facilities with assurance and 

subsequently the Trust Board that: 

 All control measures are in place, being carried out and recorded.  

 All alterations, developments and changes in use affecting the water systems in the 

Trust are carried with full compliance to the Trust’s Legionella and Pseudomonas 

aeruginosa control requirements.  

 All relevant legislation is considered and applied where necessary. 

 The Trust has an independent authorising engineer (AE Water) for help and advice 

on all aspects of the WSP and water legislation. The AE also attends meetings of the 

WSG upon request. 

 A suitable risk assessment is in place and reviewed to ensure that it remains 

relevant. 

Occupancy and change of use remain the biggest risk to any site as the Trust continually 

flexes to meet healthcare needs. Such changes if poorly communicated can, through lack of 

water use and hygiene, facilitate pathogen growth. The Facilities Department continually 

strives to improve and update its water management awareness and controls within the 
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Trust and has ensured that all persons responsible for water management at all levels have 

been trained to a high standard. 

In 2017-18 raised levels of Legionella were found during routine monitoring in part of the 

water system at NDDH. Various remedial actions have been undertaken to reduce the 

Legionella levels. No Legionella infections in patients have been identified. 

 

Infection Prevention and Control Arrangements in the Trust 
 

The Infection Prevention & Control Committee for the Trust meets monthly and is chaired 

by the DIPC. Incorporation of the decontamination Committee and changes to the 

Governance structure in early 2019 resulted in a change in name to the Infection Prevention 

and Decontamination Group (IPDG). The IPDG reports to the Safety & Risk Committee which 

is a sub-committee of the Governance Committee which, in turn, reports to the Trust Board. 

The minutes are available on the Trust intranet and key issues from each meeting are raised 

with the Safety & Risk Committee. The IPDG has medical and nursing representation from 

the Divisions of the Trust as well as from Facilities, Occupational Health, Allied Health 

Professionals and Antimicrobial Stewardship. There is also membership from the local 

Clinical Commissioning Group and Public Health England.  

There are several sub-committees which report to the IPCC (IPDG): Engineering Controls 

Group (which has the functions of a Water Safety Group), Facilities Group and Collaborative 

Operational Group. The Antibiotic Working Group reports to the Drugs and Therapeutics 

Group and sends reports to the IPDG. The Infection Prevention & Control annual report is 

sent to the Trust Board and is also available to the public on the Trust website. 

The DIPC role is held by the Chief Nurse and is a member of the Trust Board. The DIPC is 

directly responsible to the Chief Executive for Infection Prevention & Control issues within 

the Trust and reports directly to the Trust Board. In addition to the IPDG the DIPC is also a 

member of the Safety & Risk Committee.  

The Lead IPC nurse is a member of several Trust groups: Health and Safety Committee, 

Hotel Services Partnering Board, Collaborative Operational Group, Control of Substances 

Hazardous to Health Committee, Medical Devices Committee, Medical Products Group and 

Patient Safety Operational Group.  

The Infection Prevention & Control Team consists of three nurses (1 wte Band 8a, 1 wte 

band 7, 1.0 wte band 6) and a band 3 support nurse (1.0 wte).  Administrative support is 

from 0.32 wte band 3 post. There is a business case to recruit to additional band 6 and 7 

nurse posts in addition to a full time band 3 administrative post. If this additional resource is 
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obtained the IPC team will be able to provide a more proactive service and give better 

support to the services NDHT provides away from its base in Barnstaple. The consultant 

Medical Microbiologists are part of the IPC team and provide IPC advice out of hours.  One 

of the consultant Medical Microbiologists is also the Infection Control Doctor. Another of 

the consultant Medical Microbiologists is the Antibiotic Stewardship lead and chairs the 

Antimicrobial Working Group.  

Each ward or department has a Link Practitioner who is a health care professional. They 

have a particular interest in Infection Prevention & Control and act as an initial point of 

contact for Infection Prevention & Control enquiries in the work area. 

 

Training and education  
 

Part of the recognised role of the IPC team is training and education. This takes the form of 

face to face sessions on venepuncture, cannulation and parenteral drug administration; link 

practitioner educational sessions, mandatory training for some Devon Partnership trust staff 

and medical student training. Mandatory training sessions cater for the range of 

professional groups and specialties in a variety of clinical and non-clinical settings and are 

provided by workforce development.  

The team also participates in the induction training for junior doctors with the Infection 
Control Doctor and Antimicrobial Lead providing Infection Prevention & Control and 
antibiotic prescribing training.  
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Aspirations & Challenges for 2019-20 

 

The Trust is intending to increase resources for the IPC team. The increase staffing will 

improve resilience within both the administrative and clinical parts of the team. The 

increased staffing will enable the Trust to increase the IPC team’s presence especially for 

those activities, such as community dental, nursing and sexual assault referral centres which 

are based outside Barnstaple. Within NDDH, the team will also be able to increase the time 

devoted to surveillance and investigation as well as allowing the team to keep the policies 

and patient information leaflets updated. The CCG is formulating a community infection 

management service. It is funding providers in Devon to supply IPC resources for this 

community service. This will increase the IPC activity in North Devon to the significant 

benefit of the population. However it will be a challenge to recruit trained IPC nurses in to 

these posts. If these trained posts cannot be filled it may be that more junior staff will have 

to be employed and then trained to undertake these roles. This will take time and delay the 

realisation of these benefits.  

 

The Trust will continue to work to maintain the low rates of Clostridium difficile and MRSA 

bacteraemia infections. However, because the rates are already significantly below the 

national average it will be a challenge to sustain these low numbers. 

 

Work with the CCG to reduce gram negative bacteraemia infections will continue. The main 

area of activity planned for next year relates to urinary tract infections, particularly those 

associated with catheters. Although these represent the single largest causes of these 

infections experience of other trusts would indicate that it will be difficult to achieve a 

significant reduction in these infections, making achievement of the 50% reduction unlikely. 
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Abbreviations 
 

CCG   Clinical Commissioning Group 

CQC   Care Quality Commission 

CRE    Carbapenem resistant Enterobacteriaceae 

GRE    Glycopeptide resistant Enterococci 

IPC   Infection Prevention & Control 

IPCC   Infection Prevention & Control Committee 

IPDG   Infection Prevention & Decontamination Group 

MSSA   Meticillin sensitive Staphylococcus aureus 

MRSA   Meticillin resistant Staphylococcus aureus 

Devon CCG  Devon Clinical Commissioning Group 

NDDH   Northern Devon District Hospital 

NDHT    Northern Devon Healthcare NHS Trust 

PLACE   Patient-Led Assessments of the Care Environment 

VRE    Vancomycin Resistant Enterococci 

wte    whole time equivalent 

 


