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Executive Summary
1.1

I am delighted to introduce North West Anglia NHS Foundation Trust’s Annual
Infection Prevention and Control report for the period 2020/21.

1.2

The Annual Report reports on Infection Prevention and Control (IPC) activities
within North West Anglia NHS Foundation Trust for the three main sites and
satellite units; Peterborough City Hospital, Hinchingbrooke Hospital, Stamford
and Rutland and Doddington and Ely.

1.3

North West Anglia NHS Foundation Trust is committed to ensuring that a
robust infection control function operates within the Trust which supports the
delivery of high quality healthcare and protects the health of its patients and
staff. The Trust has a statutory responsibility to comply with the Health and
Social Care Act: Code of Practice for the Prevention and Control of
Healthcare-Associated Infection (2010). The publication of the IPAC Annual
report is a requirement to demonstrate good governance, adherence to the
Trust values and public accountability.

1.4

A zero tolerance approach continues to be taken by the Trust towards all
avoidable Healthcare associated infections (HCAIs). We ensure that good IPC
practices are applied consistently and are part of our everyday practice
meaning that people who use Trust services receive safe and effective care.

1.5

This reporting year has been unprecedented. On 31 December 2019, the
World Health organisation (WHO) was informed of a cluster of pneumonia of
unknown cause detected in Wuhan City, Hubei Province, China.
Subsequently it was announced that a novel coronavirus had been identified
in samples obtained from cases.

1.6

In February 2020, the Trust were requested to have in situ a pod on each
main site to swab potential cases. A hospital control team was set up under a
command and control model and the IPC(T) started a 7 day a week rota to
provide IPC cover for the organisation. This was the beginning of a
challenging year where the team with the rest of the organisation worked
immensely hard under a huge amount of pressure and uncertainty.

1.7

In year the Trust cared for 2838 COVID-19 positive patients, admitted 450
COVID-19 positive patients to critical care taking us into super surge in wave
2 and had 733 COVID-19 positive patient deaths.

1.8

This report acknowledges the hard work and diligence of all grades of staff,
clinical and non-clinical who play a vital role in improving the quality of patient
and stakeholders experience as well as helping to reduce the risk of
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infections. Additionally the Trust continues to work collaboratively with a
number of outside agencies as part of its IPC and governance arrangements.
1.9

The following organisms are subject to mandatory reporting. These are
MRSA, MSSA, Clostridiodes difficile, and Gram negative bloodstream
infections (Escherichia coli, Klebsiella species, Pseudomonas aeruginosa).

1.10 Methicillin-resistant Staphylococcus aureus (MRSA) Bacteraemia:
For the financial year 2020/21 there have been two cases of hospital acquired
MRSA bacteraemia in the reporting period. One on the Peterborough site and
one on the Hinchingbrooke site. The Peterborough case was deemed
unavoidable.
1.11

E. coli Bacteraemia:
There were 50 hospital acquired cases of E. coli bacteraemia in 2020/21,
compared to 39 cases in the previous year.

1.12

Clostridiodes difficile:
The annual ceiling target for crude cases of C. diff set by NHSE in 2020/21 for
NWAFT was 69 cases. At the end of this reporting year there were 91 crude
cases of C. diff, with 25 community onset and 66 hospital acquired. This was
a 35% reduction in crude cases from the previous year.

1.13

Investigation of Infection Prevention and Control Incidents and Outbreaks:
There were no outbreaks of norovirus, MRSA or influenza in year. Between
October 2020 and March 2021 there were 24 COVID-19 outbreaks declared.
The majority were seen in November as the new, more transmissible variant
of COVID-19 became evident.

1.14

A review of the water safety controls at the Hinchingbrooke site in February
2019 highlighted some concerns over the current system. In June 2020,
sampling as part of the water safety work plan identified wide spread
legionella in the hot water system, point of use filters were installed on all hot
water outlets. An extensive work programme has taken place over the
reporting year.

1.15

The Trust recognises the obligation placed upon it by the Health Act 2006,
(updated 2010) to comply with the Code of Practice for Health and Adult
Social Care on the prevention and control of infections and related guidance.
We continue to support a multidisciplinary approach to managing infection,
prevention and control. The Infection, Prevention and Control Team IPC(T)
meet monthly to co-ordinate the members’ contribution to this aspect of care
in the Trust. The team meeting reports into the Trust Infection, Prevention and
Control Committee (TIPCC) which is chaired by the Chief Nurse / Director of
Infection, Prevention and Control (DIPC). TIPCC reports to the Quality
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Governance Operational Committee (QGOC). The Chief Nurse / DIPC sits on
the Committee and is a member of the Board of Directors.
1.16

The IPC(T) members have worked tirelessly over the year which has been
challenging for the organisation and nationally. Their support for the
organisation through the control room and in practice has assisted in ensuring
that current practices are embedded and sustained within the clinical
environment to ensure that the Trust provides the ‘Right Care, First Time,
Every Time’ for our patients. Their contribution and expert knowledge during
the pandemic cannot be underestimated.

Recommendations
The Trust Board is asked to receive this report and note the content for information.
Jo Bennis
Chief Nurse and DIPC
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1.

Introduction

The Infection Prevention and Control Team’s (IPC(T)) aim is
‘To ensure patient safety by reaching the irreducible minimum of preventable
healthcare associated infections’
This is achieved by routine surveillance of infections, providing education and
support to ward staff, monitoring audit scores and writing evidence based policies.
The IPC(T) covers all sites of North West Anglia Foundation Trust (NWAFT)
including Peterborough City Hospital, Hinchingbrooke Hospital, Stamford and
Rutland Hospital, out patients and X ray at Doddington Hospital and the Princess of
Wales Hospital in Ely. Every year the team develops and works towards a strategic
work plan.
2.

Infection Prevention and Control Arrangements

2.1

Infection Prevention and Control Infrastructure

Trust Board

Director of Infection Prevention and Control (DIPC)
and Chief Nurse

Deputy DIPC

Consultant Microbiologists

Antimicrobial
Pharmacist

Microbiology Laboratory
Infection Prevention and Control
Team

Divisional Leads

Trust Staff

Figure 1: Trust Infection Prevention and Control Infrastructure
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2.2

Infection Prevention and Control Team (IPC(T))

2.2.1 Director of Infection Prevention and Control (DIPC)
The DIPC has executive authority and responsibility for ensuring strategies are
implemented to prevent avoidable healthcare associated infections (HCAIs) at all
levels in the organisation. The DIPC provides assurance to the Board that systems
are in place and correct policies and procedures are adhered to across the
organisation to ensure safe and effective healthcare. The DIPC oversees local
control of infection, prevention and control policies and their implementation. In
addition, the role requires that the DIPC:








Be responsible for the Infection Prevention and Control Team
Report directly to the Chief Executive and the Board and not through any
other officer
Challenge inappropriate clinical hygiene practice as well as antibiotic
prescribing decisions
Assess the impact of all existing and new policies and plans on infection and
make recommendations for change
Be an integral member of the organisation's clinical governance and patient
safety teams and structures
Produce an annual report on the state of healthcare associated infections in
the organisation and release it publicly
In 2018/19 a new DIPC/Deputy DIPC report to the board was developed. This
report offers assurance of how the Trust meets the 10 key criteria set out in
the hygiene code

2.2.2 Deputy Director of Infection Prevention and Control (DIPC)







Be responsible for the Infection Prevention and Control Team
Challenge inappropriate clinical hygiene practice as well as antibiotic
prescribing decisions
Assess the impact of all existing and new policies and plans on infection and
make recommendations for change
Be an integral member of the organisation's clinical governance and patient
safety teams and structures
Produce an annual report on the state of healthcare associated infections in
the organisation and release it publicly
In 2018/19 a new DIPC/Deputy DIPC report to the board was developed. This
report offers assurance of how the Trust meets the 10 key criteria set out in
the hygiene code
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2.2.3 IPC Nursing Team
Table 1: IPC Nursing Team (2020/21)
Team Member
1.0 WTE Deputy DIPC

2.6 WTE Infection Control Nurse Specialist
(1 temporary contract, 0.6 on maternity
leave)
4.4 WTE Infection Control Nurse (1
secondment to cover maternity leave)
1.0 WTE Team co-ordinator
1.0 WTE Infection Control Assistant

Band
8b (8c from
September
2020)
7

6
4
3

The IPC Nursing Team are responsible for the development and monitoring of IPC
policies. They work closely with ward staff, with other departments in the Trust such
as estates and facilities and with external stakeholders from the Clinical
Commissioning Group (CCG), NHS improvement and Public Health England.
In 2020/21 one of the band 7 specialist nurses took maternity leave which gave the
team the opportunity to recruit to a band 6 secondment role. Due to the increased
workload from the pandemic management, the team were provided with an extra
band 7 role. This was a temporary contract and was filled internally. Both the band 6
secondment and band 7 temporary role were made permanent after a team
expansion investment appraisal and budget reset.
The deputy DIPC role was reviewed and re-banded to an 8c. They will continue to
deputise for the DIPC, and provide expert knowledge to assist the DIPC.
2.2.4 Consultant Microbiologists
The Trust employs two full time and one part time Consultant Microbiologists. They
take on different lead roles within their microbiology role, including Infection
Prevention and Control Doctor, water safety/management and antimicrobial
stewardship lead. With support from microbiologists at other local Trusts, they
provide 24 hour microbiology and infection control cover. The Consultant
Microbiologists also sit on the Trust Water Management Committee and vice chair at
the Trust Infection Prevention and Control Committee (TIPCC).
2.2.5 Antimicrobial Pharmacist
The Trust employs 1 WTE, band 8b and band 7 Pharmacist whose role is 50%
dedicated to antimicrobials. One is based at the Peterborough City Hospital (PCH)
site and one based at the Hinchingbrooke (HH) site. These posts works closely with

11

the IPC Nursing Team and Consultant Microbiologists to provide advice and support
on antimicrobial prescribing and stewardship. The Antimicrobial Pharmacist and
Antimicrobial Microbiologist complete regular ward rounds to offer advice to
prescribers at ward level. Monthly antimicrobial stewardship meetings are held and a
quarterly committee meeting is held to which all clinical divisions are invited.
In 2020/21 both antimicrobial pharmacists posts were recruited to after a period of
both posts being vacant
2.2.6 Divisional Triumvirates
Divisional Triumvirates are responsible for ensuring IPC policies are followed within
their Division and Clinical Business Units. They also have a responsibility to share
learning from scrutiny panels and post infection reviews throughout their Division.
2.2.7 Trust Staff
All Trust staff have a responsibility to maintain good standards of infection,
prevention and control. This is reflected in the job descriptions of all members of staff
and reiterated at annual clinical mandatory training.
2.3

Team Meetings and Trust Infection Prevention and Control Committee
(TIPCC)

The IPC(T) has monthly meetings, chaired by the Deputy DIPC and attended by the
Nursing Team, Microbiologists, Laboratory, DIPC and Antimicrobial Pharmacist. The
agenda covers laboratory reporting and surveillance, feedback from the monthly
hand hygiene and HII audits, updates from the Water Management and
Decontamination Committees, progress reports on the Annual Work Plan and other
projects the team is involved with and policy approval.
The monthly team meeting feeds back to the Trust Infection Prevention and Control
Committee (TIPCC) which is held quarterly and is attended by members of the
IPC(T), Clinical Commissioning Group (CCG), Non-Executive Director and Divisional
representatives. External stakeholders such as Public Health England (PHE) and
patient group representatives are also invited to attend. The format of the TIPCC
Agenda aligns to the Health and Social Care Act Code of Practice criteria. TIPCC
feeds into the Quality Governance Operational Committee and then to the Quality
Assurance Committee which is a sub group of the board.
2.4

Isolation Facilities

The Trust has a 14 bedded isolation ward at the Peterborough site where patients
with confirmed or suspected infections can be cared for by staff experienced in
isolation nursing. The IPC(T) are responsible for determining which patients are
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transferred to the isolation ward. Ward rounds are held twice a week and are
attended by the Ward Nursing Staff, IPC Nursing Team, Consultant Microbiologist
and Antimicrobial Pharmacist.
Peterborough City Hospital (PCH) is a PFI build and has a large number of side
rooms on all inpatient wards which are all en-suite. This includes at least one
balanced pressure room on each ward which can be used for airborne infections.
The bays on the ward are three, four or five bedded, have their own en-suite facilities
and can be closed off to enable cohort isolation.
Hinchingbrooke Hospital has up to five side rooms per ward, all with en suite
facilities. There are negative pressure rooms on the respiratory ward and critical care
which can be used for airborne infections. The bays on the ward are five bedded,
have their own en-suite facilities and can be closed off to enable cohort isolation.
Aspen Ward was converted to an isolation unit at the start of the COVID-19
pandemic. This has 7 rooms, all with ante chambers and en-suite facilities.
Stamford Hospital has only one in-patient area which is made up entirely of side
rooms. All but 3 have en-suite toilet facilities, none have any specialist ventilation.
During 2020/21 the isolation wards on both sites have been used as receiving wards
for COVID-19 patients and/or to undertake aerosol generating procedures. This has
meant that patients with other infections have been nursed on other wards
throughout the organisation. The IPC(T) has supported wards as much as the
increased workload will allow, but the isolation ward nursing staff are the specialist in
isolation nursing so as COVID-19 numbers fall these wards will be re-instated.
2.5

Policies and Guidelines

All policies required for compliance with the Health and Social Care Act Code of
Practice (2008) are in place and are updated by the IPC(T) in line with national
guidance and evidence. Compliance with local policy is audited by wards via the
monthly infection control audits, the Matrons Balanced Score Card (MBSC), monthly
cleaning scores and environmental audits.
Throughout 2020/21, the IPC(T) have continued to review policies as their review
dates come around, and to apply any new guidance or standardised practice across
all of the Trusts sites. The main policy changes in the early part of 2020 were due to
constant changes to national guidance for COVID-19. The IPC(T) were responsible
for monitoring for changes to guidance, updating local policy and informing
departments of the changes.
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2.6 Infection Prevention and Control Strategy
The overall strategic objective of the Infection Prevention and Control Team at North
West Anglia Foundation Trust is to ensure patient safety by reaching the irreducible
minimum of preventable healthcare associated infections. This will be achieved by
following the Health and Social Care Act code of practice on the prevention and
control of infections.
Specific aims for 2020 - 2022














Review of team structure to ensure the Infection Control workforce is robust
enough to achieve these aims
95% of patients risk assessed for CPE on admission
Crude C. diff cases to reach irreducible minimum
No hospital acquired C. diff cases found to have lapses in care
Complete roll out of PAS 2011 cleaning standards across whole Trust
Maintain cleaning scores of > 95% in all in-patient areas
Vaccinate >90% of front line staff with flu vaccine
Continue to support the Hospital Control Team with Infection Prevention and
Control expertise in the management of COVID-19
Consistently achieve >95% in the monthly MRSA decolonisation audits
Bi-annual point prevalence and key performance indicator antibiotic audits
Raise awareness of diagnostic stewardship to ensure all antibiotics are
prescribed correctly
Review of infection control audit programme to offer clear assurance to board
and external regulators
Compliance with national COVID requirements and IPAC board assurance
framework

See Appendix 1 for details of progress with the IPC strategy aims.
2.7

2020/2021 Annual Work Plan

The Infection Control annual work plan details the actions the team will take to
achieve the 10 Hygiene Code criteria. The majority of the actions within the work
plan are standing actions around surveillance, education, monitoring quality, team
development, ward engagement and maintaining policies.
Actions that were not completed in 2020/21 were:






CPD days for the IPC(T) (due to COVID-19 pandemic)
Sharing best practice by publishing articles (due to COVID-19 pandemic)
Holding link practitioner days (due to COVID-19 pandemic)
Review of cleaning contracts (carried forward to 2021/22 after publication of
new cleaning standards were delayed in 2020/21)
Roll out of Compass flushing system (due to COVID-19 pandemic)
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3.

Surveillance and Prevalence of Infection

The reporting of all isolates of Methicillin resistant Staphylococcus Aureus (MRSA),
Methicillin sensitive Staphylococcus Aureus (MSSA), E. coli in blood cultures and
toxin positive Clostridium difficile (C. diff) have been mandatory for all Trusts in the
UK for several years (PHE, 2013). In 2017/18 it became mandatory to report other
gram negative bacteraemia such as Klebsiella species and Pseudomonas species.
MRSA and C. diff infections carry nationally set annual targets and associated
financial penalties.
3.1

Monthly Audits

As well as surveillance of infections, the Trust completes monthly surveillance of
practice. All clinical areas submit monthly audits on hand hygiene and High Impact
Interventions (DoH, 2012). High Impact Intervention audits aim to ensure that best
practice is adhered to when completing tasks at high risk of introducing infection.
These results are sent to the Clinical Commissioning Group (CCG) monthly as part
of the quality dashboard requirements within the contract. The IPC(T) review results
monthly and request action plans from Managers and Matrons of areas receiving low
scores of less than 95% compliance. These are reviewed at the IPC monthly team
meetings with any inconsistent or unresolved issues taken to TIPCC.
An overview of the Trust-wide scores for High Impact Interventions for 2020/21 can
be seen below, broken down by site. Audits are required to achieve 95% compliance
as identified within the quality dashboard issued by the CCG.
Table 2: NWAFT High Impact Intervention scores 2020/21

Audit
HII No. 1 Central Venous Catheter

NWAFT
Performance
100%

HII No. 2 Peripheral Intravenous

98%

HII No. 3 Wound Care

98%

HII No. 4 Surgical Site Infection

100%

HII No. 5 Ventilated Patients

100%

HII No. 6 Urinary Catheter

100%

HII No. 7 Prevention of Spread of
Clostridium difficile

98%

15

The HII scores have remained consistent this reporting year, in line with previous
years, and have all achieved over the 95% required by the CCG.
In addition to the High Impact Interventions, all clinical areas also complete a
monthly hand hygiene audit. Table 3 shows a breakdown of hand hygiene scores by
professional group. Challenged compliance is the score that demonstrates the
percentage of staff members that were about to miss an opportunity to
decontaminate their hands, but did so once challenged.
Over the 12 month period there were 18, 910 observations of hand hygiene across
all sites of the organisation. Of these 112 were challenged due to incorrect practice,
meaning the total compliance for unchallenged hand hygiene was 98.4% which is a
small decrease from 2019/20 but within the required 95%.
Throughout 2020/2021 there was an increased focus on hand hygiene due to the
pandemic. Hand gels were installed on the main entrances and exits to all of our
hospitals, poster campaigns encouraged all staff, patients and visitors to undertake
hand hygiene and staff were encouraged to challenge or report failure to follow hand
hygiene policy.
Table 3: Hand Hygiene results by staff group, 2020/21
Group

Total
Observations

Challenged

%
challenged

Failures

Average
Compliance
%

Average
Unchallenged
compliance%

Nurses PCH & STAM

6443

12

0.2%

0

100.0%

99.8%

Nurses Hinchingbrooke

2669

20

0.7%

8

99.7%

98.4%

Nurses Doddington/Ely/Wisbech

N/A

N/A

N/A

N/A

N/A

N/A

TOTAL NURSES

9112

32

0.9%

8

99.9%

99.1%

Doctor's PCH & STAM

3728

18

0.5%

4

99.9%

99.5%

Doctor's Hinchingbrooke

1824

22

1.2%

8

99.6%

97.9%

Doctor's Doddington/Ely/Wisbech

N/A

N/A

N/A

N/A

N/A

N/A

TOTAL DOCTOR'S

5552

40

1.7%

12

99.8%

98.7%

AHP PCH & STAM

2471

22

0.9%

0

100.0%

99.7%

AHP Hinchingbrooke

1263

13

1.0%

2

100.0%

98.7%

AHP Doddington/Ely/Wisbech

82

0

0.0%

0

100.0%

100.0%

TOTAL AHP

3816

35

1.9%

0

100.0%

98.0%

Other's PCH & STAM

292

0

0.0%

0

100.0%

100.0%

Other's Hinchingbrooke

138

5

3.6%

0

100.0%

95.2%

Other's Doddington & Ely

N/A

N/A

N/A

N/A

N/A

N/A

TOTAL OTHER'S

430

5

3.6%

0

100.0%

97.6%

Total

18910

112

8.2%

20

99.9%

98.4%
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3.2

COVID -19

On 31 December 2019, the World Health Organisation (WHO) was informed of a
cluster of pneumonia of unknown cause detected in Wuhan City, Hubei Province,
China. Subsequently it was announced that a novel coronavirus had been identified
in samples obtained from cases and that initial analysis of virus genetic sequences
suggested that this was the cause of the outbreak.
Fever, cough or chest tightness, and dyspnoea are the main symptoms reported.
While most cases report a mild illness, severe cases were being reported, some of
whom required intensive care. A number of fatalities were also reported.
In February 2020 the Trust were asked to have in situ a pod on each main site that
could be used to swab potential cases. The team worked closely with the Emergency
Planning Team and Estates and Facilities to ensure we could provide this, arranging
training for staff that would be working in there and writing the relevant standard
operating procedures. A Hospital Control Team was set up and the team worked a 7
day, 12 hour a day rota throughout 2020/21 to ensure IPC cover 7 days a week.
Graph 1 shows the number of positive cases of COVID-19 in patients seen from
March 2020. The first wave in April 2020 saw 100 new cases per week at its peak.
The second wave from November 2020 – February 2021 saw more than 200 cases
per week.
Graph 1: Positive COVID-19 patient numbers, March 2020 – May 2021

In response to the pandemic, the Trust invoked its pandemic flu plan, which details
operational, tactical and strategic responses to a pandemic. The IPC(T) were
responsible for monitoring national infection control guidance and ensuring updates
were disseminated via the command and control structure. Other IPC(T)
responsibilities included:
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Case surveillance, collating local case data and reporting all new cases to
Public Health England
Contacting patients who were discharged prior to their positive result
Writing standard operating procedures for patient pathways, personal
protective equipment (PPE) and swabbing protocols
PPE patrol team members – offering support to ward staff on managing PPE
Collaborative working with the health and Safety Team to ensure mask fit
testing was in place
Environmental audits
Setting up social distancing and mask audits
Assisting wards with risk assessments and contact tracing
Managing infection control related queries from hospital staff
Assisting comms with accurate messaging to staff
Ensuring cleaning standards were in line with national recommendations
Working with Information Analysts on collection of COVID- 19 related data

In total in 2020/21 there were:
2838 COVID-19 positive in-patients cared for by NWAngliaFT
450 COVID-19 positive patients admitted to critical care
733 COVID-19 positive patient deaths
3.2.1 Staff
COVID-19 testing of symptomatic staff was offered from April 2020, and case
numbers reflect the waves of cases seen nationally. Lateral flow testing was
introduced in November 2020, and this helped to identify staff who were
asymptomatic carriers. In total approximately 4000 staff have been swabbed, of
which 854 tested positive.
Graph 2: Positive COVID-19 staff numbers, April 2020 – May 2021

18

In December 2020 the COVID-19 vaccine roll out was commenced. This included
patients in high risk groups as well as NHS staff. By the end of March 2021 84.86%
staff had their first vaccine and of those 95.14% had their second.
3.2.1 Nosocomial cases and outbreaks
The incubation period for COVID-19 is between 2 and 14 days. The PHE definitions
for the categories of nosocomial COVID-19 acquisition are based on this incubation
period and are as follows:
Indeterminate case – Patient positive 3-7 days after admission
Probable case – Patient positive 8-14 days after admission
Definite case – Patient positive day 15 onwards.
All nosocomial cases from day 8 of admission onwards have had a root cause
analysis completed. This has helped identify risks and any lessons learned. Graph 3
details the total number of nosocomial COVID-19 cases seen in the Trust from
March 2020. The peaks reflect the waves of the pandemic. During the second wave,
a more transmissible variant, the B117 variant (also known as the Kent variant as this
is where it was first discovered) was thought to be responsible for many outbreaks.
Graph 3: Nosocomial cases of COVID-19 by category, March 2020 – March 2021

Graph 4 demonstrates the breakdown of nosocomial COVID-19 cases as a
percentage of all cases of COVID-19 identified. It is also broken down by site. The
rate of cases appears to be slightly higher in the second wave than the first. This
could be in part due to the new variant discussed previously. There is also more
testing in the second wave compared to the first, therefore more cases were
identified.
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This graph suggests that nosocomial cases at PCH and Stamford have remained
consistent. However, at the Hinchingbrooke site the proportion of nosocomial cases
has remained higher than PCH and Stamford throughout the pandemic. Reasons for
this are unclear; however the differences in the environments is considered to be a
contributory factor. PCH is a newer building with space in communal areas and
between beds.
Graph 4: Nosocomial cases as a percentage of total cases by site, Mach 2020 –
March 2021

Outcomes of patients who tested positive for COVID-19 are recorded during the root
cause analysis process. Graph 10 shows the breakdown of outcomes, with
discharge home most common (55%). 41% of patients who were tested positive for
COVID-19 after day 8 of admission died. From February 2021 any of these deaths
where COVID-19 is documented on the death certificate are subject to review to
identify any lessons learnt.
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Graph 5: Outcomes for nosocomial COVID-19 cases October 2020 – March
2021

Outcomes for nosocomial Cvoid-19 cases October
2020 - March 2021
4%

41%
55%

Home

RIP

Still in at 28 days

Critical Care

The PHE definition of a COVID-19 outbreak is two or more test-confirmed or
clinically suspected cases of COVID-19 among individuals (for example patients,
health care workers, other hospital staff and regular visitors, for example volunteers
and chaplains) associated with a specific setting (for example bay, ward or shared
space), where at least one case (if a patient) has been identified as having illness
onset after 8 days of admission to hospital. The end of outbreak can be declared
after no test-confirmed cases with illness onset dates in the last 28 days in that
setting.
Between October 2020 and March 2021 there were 24 COVID-19 outbreaks
declared (see table 4 for details). The majority of these were seen in November as
the new, more transmissible variant of COVID-19 spread. Every outbreak was
discussed at an incident management team meeting attended by the ward teams,
directorates, PHE, CCG and IPAC.
Table 4: COVID-19 outbreaks from October 2020
Month
declared

Ward

Patients

Staff

Oct 2020

B12 (PCH)

Indeterminate = 1, Probable = 1,
Definite = 1

9

Oct 2020

B14 (PCH)

Indeterminate = 2, Probable = 1,
Definite = 0

0

Oct 2020

A2 (PCH)

Indeterminate = 1, Probable = 7,
Definite = 3

8

Comments

Ward closed for 10 days

Last case 28/12/2020

21

Nov 2020

MAU (PCH)

Indeterminate = 0, Probable = 0,
Definite = 0

10

Staff only

Nov 2020

Apple (HH)

Indeterminate = 1, Probable = 4,
Definite = 7

0

Ward closed for 12 days

Nov 2020

B6 (PCH)

Indeterminate = 2, Probable = 1,
Definite = 0

2

Nov 2020

B1 (PCH)

Indeterminate = 0, Probable = 0,
Definite = 0

12

Staff only

Nov 2020

Cardiac (PCH)

Indeterminate = 0, Probable = 4,
Definite = 0

3

Positive patients contacts within
same bay

Nov 2020

A3 (PCH)

Indeterminate = 0, Probable = 1,
Definite = 1

7

Last case 20/12/2020

Nov 2020

A4 (PCH)

Indeterminate = 1, Probable = 1,
Definite = 1

13

Mainly staff – last case
26/12/2020

Nov 2020

A8 (PCH)

Indeterminate = 11, Probable = 15,
Definite = 13

18

Last case 08/03/2021 – can be
declared over on 05/04/2021

B11 (PCH)

Indeterminate = 0, Probable = 1,
Definite = 3

2

Cherry (HH)

Indeterminate = 0, Probable = 0,
Definite = 3

0

Nov 2020

Nov 2020

Nov 2020

B14 (PCH)

Indeterminate = 4, Probable = 7,
Definite = 13

Dec 2020

B5 (PCH)

Indeterminate = 0, Probable = 3,
Definite = 1

8

Last case 11/12/2020

Dec 2020

A10 (PCH)

Indeterminate = 6, Probable = 3,
Definite = 2

15

Last case 29/12/2020

8

Last case 01/02/2021

Dec 2020

JVG
(Stamford)

Indeterminate = 5, Probable = 13,
Definite = 17

9

Last case 06/02/2021

Dec 2020

Plum (HH)

Indeterminate = 1, Probable = 4,
Definite = 5

5

Last case 02/01/2021

Dec 2020

B6 (PCH)

Indeterminate = 2, Probable = 3,
Definite = 2

2

Last case 29/12/2020

Jan 2021

Walnut
(HH)

Indeterminate = 1, Probable = 5,
Definite = 5

3

Last case 15/01/2021

22

Jan 2021

B7 (PCH)

Indeterminate = 0, Probable = 3,
Definite = 6

0

Last case 04/02/2021

Jan 2021

Apple
(HH)

Indeterminate = 8, Probable = 12,
Definite = 23

5

Last case 02/03/2021

Feb 2021

Birch (HH)

Indeterminate = 2, Probable = 2,
Definite = 4

0

Last case 03/03/2021

March 2021

MSSU
(HH)

Indeterminate = 6, Probable = 10,
Definite = 0

7

Last case 12/03/2021.

3.2.2 Board Assurance Framework and the Care Quality Commission
In order for NHS Trusts to assure boards that they were managing COVID-19
requirements correctly, NHS England published a Board Assurance Framework
(BAF). The first version was completed in May and was subsequently updated
monthly and circulated to TIPCC and the Quality Assurance Committee. The CQC
viewed the completed BAF and associated evidence and were satisfied that the
Trust was compliant with national guidance and the Board adequately assured of
compliance. As the pandemic progressed, additional key performance indicators
were added to the BAF, which was monitored by the IPC(T) and updated as new
versions were circulated.
3.3

Methicillin Resistant Staphylococcus Aureus (MRSA)

3.3.1 Blood Stream Infection
Isolates of MRSA in blood cultures have been reportable to Public Health England
since 2002 (PHE, 2013). A graph of hospital acquired cases from 2001-02 –2020/21
can be seen below.
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Graph 6: Hospital Acquired MRSA Bacteraemia Cases, 2001/02 (PCH only) –
2020/21 (NWAFT)

Hospital aquired MRSA bacteraemia 2001/02 2020/21
12
10
8
6
4

2017 merger

2
0

A zero tolerance to avoidable blood stream infections for MRSA bacteraemia
remained for 2020/21. There were 2 cases of hospital acquired MRSA bacteraemia
in the reporting period. One was on the Peterborough site and one on the
Hinchingbrooke site. The Peterborough case was deemed unavoidable. However,
due to a failure to follow admission screening policy with the maternity unit, the
Hinchingbrooke case was deemed to have lapses in care. The Maternity team have
now instigated a monthly audit of MRSA screening taking a sample of patients
admitted from both sites.
3.3.2 MRSA Screening
As per Department of Health Guidance (2014), patients admitted to NWAFT are
subject to risk based MRSA screening. Paediatric and maternity patients are
screened if they are high risk, for example if they have been MRSA positive in the
past or are healthcare workers.
Due to constraints with laboratory capacity during the first wave of the pandemic,
blanket MRSA screening was discontinued for a period of time during 2020/21. High
risk patients were still screened and by the end of the year the screening programme
was resumed. However, this means there is no data on MRSA screening rates for
2020/21.
3.3.3 MRSA Decolonisation
MRSA decolonisation is monitored by the IPC(T) monthly as part of the CCG quality
dashboard within the contract. There is a 95% compliance requirement for all acute
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Trusts in Peterborough and Cambridgeshire; this includes criteria such as
decolonisation prescription, decolonisation administration, isolation and follow up
screening. Graphs 7 and 8 show the breakdown of compliance scores at PCH and
Stamford and Hinchingbrooke sites in 2020/21.
Graph 7: MRSA Decolonisation Rates (HH) 2020/21
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Graph 8: MRSA Decolonisation Rates (PCH and Stamford) 2020/21
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In 2018/19 the average monthly score for the MRSA decolonisation audit was 98%
at Peterborough and Stamford and 97% at Hinchingbrooke, against a 95% target. In
2019/20 the average score at Peterborough and Stamford was 90%, below the 95%
target and at Hinchingbrooke 97%, which was the same as the previous year. This
dropped in 2020/21 to 94% at Hinchingbrooke and 85% at Peterborough and
Stamford. There is no clear reason for the drop at Peterborough and Stamford. April
and May audits were not completed at PCH due to the pandemic.
Failures to achieve the required target are fed back to Ward Managers and Matrons.
The main reason for failures is lack of documentation of the decolonisation being
given and missed follow up screens. The IPC(T) monitors in-patients who require
follow up screens and contacts wards that do not complete them. In 2020/21 a
yellow card was introduced that is attached to the drug chart to remind staff to
complete the decolonisation paperwork.
3.4

Clostridium difficile (C. diff)

C. diff is a bacterium that causes loose, offensive stools and is linked with increased
mortality and morbidity in hospital patients (DoH, 2012). The bacteria release a toxin
which is responsible for the diarrhoea.
Following the merger NWAFT processed samples in two different laboratories;
Peterborough and Stamford use the PCH laboratory whilst Hinchingbrooke used the
laboratory at Cambridge University Hospitals (CUH). Both laboratories test for C. diff
as per national guidance (DoH, 2012), using a two-step method. Step one tests for
the presence of glutamate dehydrogenase (GDH), which is a chemical that can
indicate the presence of the C. diff bacteria. Step two is a test that will indicate the
presence of the toxin the C.diff bacteria produces. At Peterborough and Stamford, if
a sample is GDH positive but toxin negative, a third test is completed to detect the
genes of the toxin which will indicate if there is a chance that the bacteria may
produce toxin in the future should conditions allow. In July 2020 all microbiology
work came to the Peterborough lab so now samples are all processed the same
way.
In April 2019 the criteria for reportable C. diff cases changed nationally. The length of
time a patient was admitted before becoming a hospital acquired case was reduced
from after day 3 of admission to after day 2 of admission. This is not calculated in
hours, meaning day 1 of admission is considered a whole day regardless of the time
admitted. In addition, cases of in-patients that have had an admission and been
discharged within 28 days/4 weeks of the positive result are now also considered
hospital acquired. The new definitions for case allocation are now:
hospital onset healthcare associated: cases that are detected in the hospital two
or more days after admission
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community onset healthcare associated: cases that occur in the community (or
within two days of admission) when the patient has been an inpatient in the trust
reporting the case in the previous four weeks
community onset indeterminate association: cases that occur in the community
(or within two days of admission) when the patient has been an inpatient in the trust
reporting the case in the previous 12 weeks but not the most recent four weeks
community onset community associated: cases that occur in the community (or
within two days of admission) when the patient has not been an inpatient in the trust
reporting the case in the previous 12 weeks.
All hospital acquired cases are subject to a Root Cause Analysis (RCA) and a
scrutiny panel attended by the Ward Manager, Matron and Consultant for the patient,
as well as the DIPC, Infection Control Lead Nurse, Microbiologist and antimicrobial
pharmacist is held for hospital onset, hospital acquired cases. If it is deemed by all
present that there were no breaches in local policy or lapses in care, that case can
be removed from the trajectory. The key issues discussed are isolation, rationale for
testing, antibiotic prescribing, documentation and care service delivery e.g. cleaning
and audit scores.
The annual ceiling target for crude cases of C. diff set by NHSE in 2020/21 for
NWAFT was 69 cases, broken down to 45 at Peterborough and Stamford and 23 at
Hinchingbrooke. This was the same as the previous year. The breakdown of case
numbers by site can be seen in Table 5.
Table 5: C. diff cases by site, 2020/21
Hospital
PCH and Stamford
Hinchingbrooke
Community onset-hospital acquired
Total

Cases
56
10
25
91

Sanctioned
13
2
N/A
15

At the end of 2020/21 there were 91 crude cases of C. difficile against a ceiling
target of 69, with 25 community onset, 66 hospital acquired and 15 sanctioned due
to identified lapses in care. At the end of 2020/21 there were 123 crude cases of C.
difficile against a ceiling amount of 69, with 13 sanctioned. This was a 35% decrease
in crude cases from 2019/20. Graph 9 is a statistical process control (SPC) chart of
crude case numbers by month since April 2018. SPC charts help to identify when
fluctuations in case numbers are statistically significant and warrant further
investigation.
There is a noticeable rise in infections after the case definition changed in 2019, and
one month of concern in October 2019 which triggered the deep dive discussed in
the 2019/20 annual report. In 2020/21 infection numbers have remained within
control limits, but have fluctuated. Interestingly case numbers have been lower
during the first and second wave of the pandemic, which could be indicative of the
increased awareness of IPC measures at these times.
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Graph 9: SPC chart of C. diff infections, April 2018 – March 2021

3.5

Other Mandatory Surveillance Organisms

All hospital acquired MSSA and E. coli bacteraemia are reported to PHE under
mandatory surveillance; in 2017/18 Klebsiella and Pseudomonas species were
added to the mandatory surveillance.
3.5.1 Methicillin Sensitive Staphylococcus Aureus (MSSA) and Gram negative
bacteraemia
Gram-negative bacteria such as Escherichia coli, Klebsiella sp. and Pseudomonas
aeruginosa are the leading causes of healthcare associated bloodstream infections.
There are many different types of Gram-negative bacteria. Some live in the intestine
harmlessly, while others may cause a variety of diseases. Bacteria that are normally
harmless in their normal environment can cause problems if they grow in other parts
of the body and can cause a range of infections with differing severity and
associated mortality. One of the most serious infections Gram-negatives can cause
is bloodstream infections or bacteremia.
3.5.2 E. coli bacteraemia
Table 6: Hospital acquired E. coli bacteraemia cases by month, 2020/21
Apr

E coli
HCAI

4

May

5

Jun

2

Jul

7

Aug

4

Sep

4

Oct

4

Nov

9

Dec

2

Jan

2

Feb

3

Mar

4

Total

End of
year plan

50

31

Table 6 shows the monthly breakdown of hospital acquired E. coli bacteraemia.
There were 50 hospital acquired cases of E. coli bacteraemia in 2020/21, compared
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to 39 in 2019/20. The percentage of total cases that were hospital acquired detailed
in the SPC chart in graph 10 indicates that these numbers were expected
fluctuations based on previous data. Despite peaks in February 2020 and November
2020, the percentage of hospital acquired cases has remained consistently on or
around the mean, which indicates the total number of E. coli is also rising.
Graph 10: Percentage of hospital acquired cases of E coli bacteraemia (against
total positives), 2020/21

3.6

Outbreaks and Periods of Increased Incidence (PII)

An outbreak of infection is defined as two or more cases of an infection, linked by
person place and time. The term period of increased incidence is mainly used only in
reference to C. diff and refers to two or more toxin positive cases in the same clinical
area in a 28 day period. If these cases are of the same strain this is deemed an
outbreak. All isolates of C. diff are sent to the PHE reference lab for further
investigation through ribotyping, a process that uses DNA sequencing to differentiate
between strains.
3.6.1 C. diff
There were 6 C. diff PIIs in 2020/21, all at the PCH site. Meetings were held to
discuss these PIIs and actions including hand hygiene audits, environmental audits,
antibiotic audits, education and cleaning review were put into place. Table 7 gives
more details on these PIIs.
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Table 7: C. diff periods of increased incidence 2020/21
Ward

Month

Comments

August
August
August
October

Number of
cases
2
2
2
2

A2
B12
A3
SSU
(PCH)
A9

October

2

December

4

Same ribotypes, likely transmission on
the ward
2 with same ribotype that had been in
the same bay so likely transmission on
the ward.

B11

No issues identified, different ribotypes
No issues identified, different ribotypes
No issues identified, different ribotypes
No issues identified, different ribotypes

3.6.2 Norovirus
There were no outbreaks of norovirus in 2020/21.
3.6.3 MRSA
There were no outbreaks of MRSA in 2020/21.
3.6.4 Influenza
There were no outbreaks of influenza in 2020/21. No cases of influenza were
detected at all in 2020/21, this is thought to be due to the measures in place to
prevent COVID-19.
3.7

Water Management

Maintenance of safe water systems is an essential infection prevention function. This
is achieved in conjunction with facilities and maintenance contractors from all sites
and is monitored at bi-monthly Water Safety Group (WSG) meetings. Flushing
records, water sampling, temperature control and water related incidents are all
reviewed at the WSG. Extra flushing and water testing is carried out in high risk
areas such as critical care, haematology/oncology and neonatal intensive care,
known as augmented care areas. For augmented care areas daily flushing is carried
out whilst in non-augmented care areas the flushing regime is twice per week.
Quarterly water sampling for Legionella species is carried out across all areas of the
Trust, and weekly sampling for Pseudomonas species is carried out in augmented
care areas.
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3.7.1 Peterborough and Stamford water update
Areas with positive Legionella and Pseudomonas samples identified in 2020/21 are
detailed in table 8.
Table 8: Positive Legionella and Pseudomonas results at PCH, 2020/21
Legionella
B6 en suite
A3 en suite
NICU cleaners cupboard
A4 dirty utility
Theatres cleaners cupboard
Amazon milk kitchen and pantry

Pseudomonas
Hematology/oncology ward shower
A8 shower and ensuite
NICU laundry
Dialysis RO unit

Theses outlets are in areas that are not as frequently used as others and therefore
failure to follow flushing regimes may be a contributory factor to the positive results.
All positive outlets were managed as per the water safety plan and had follow up
negative results, with the exception of the Amazon milk kitchen and pantry.
Enhanced flushing has been instigated in this area and follow up results are awaited.
3.7.2 Hinchingbrooke water update
A review of the water safety controls at the Hinchingbrooke site in February 2019
highlighted some concerns over the current system. This was discussed at WSG
and, following a risk assessment, point of use filters were installed in high risk areas
until the WSG has assurance the system is under control. The situation was added
to the risk register as a high risk.
In June 2020, sampling as part of the water safety work plan identified wide spread
Legionella in the hot water system. Point of use filters were installed on all hot water
outlets across the site.
Works in progress and timescales for completion of Hinchingbrooke works
1.
2.
3.
4.
5a
5b
6
7

Dedicated water supply to renal unit – completed
MV/TMT servicing/replacement – commenced, due for completion end of
March 2021. Some outstanding due to access issues during COVID will be
replaced once 2021 backlog budget agreed
Remedial works as identified, including dead leg removal - commenced, due
for completion end of March 2021
Incoming water mains chlorine dioxide installation – completed
Replacement of existing water tanks – commenced but delayed, due for
completion end of April 2021. Two plant rooms complete, two remaining for
completion.
Removal and replacement of existing water tanks in mortuary and pathology –
completed
Install in-line/side stream filtration – completed and in use
Install stabilised hydrogen peroxide – completed
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8
9
10

Install water conditioning units to cold water feed – completed
Install valves and flushing points – commenced, due for completion end of
March 2021
Clean and disinfect water tanks – completed

A post work sampling strategy was agreed by the WSG. Initial sampling as part of
the base line sampling identified legionella in the cold water system. This is not
unexpected after the amount of work that has been undertaken, which will often
dislodge biofilm. Point of use filters were installed on outlets in the main and the
sampling programme continues. Three negatives will be required before the filters
can be removed.
3.7.3 Flushing Results
In accordance with Health Technical Memorandum guidance, all infrequently used
outlets should be flushed twice a week to reduce legionella build up and daily for
pseudomonas in augmented care areas. An electronic system, L8 guard, for
monitoring flushing was in place on all sites until February 2019. The IPC(T) found
the L8 guard system has limitations in that it does not take into account areas that
are not open at the weekend, bank holiday weekends or outlets that have become
infrequently used since the initial set up of the system. It was agreed by the WSG
that flushing records would be maintained using a new system that is more suited to
the Trust’s needs. The Compass system has now been populated and will be rolled
out in 2021. There was a delay in the roll out in 2020 due to the COVID-19
pandemic.
3.8

Surgical Site Infection Surveillance

Surgical Site Infection (SSI) surveillance is coordinated by Public Health England
and is used to monitor the rates of infection in selected specialities. All Trusts in
England are required to report on hip and knee operations for one quarter a year, but
can opt to monitor other specialities and for longer periods of time. The results for
the mandatory surveillance can be seen in Table 9. Data was not submitted in every
quarter in 2020/21 due to the pandemic and the cancellation of elective surgery for a
period of time. Therefore the numbers of operations are fewer than 2019/2020 and
the rate of infections appears to have increased; however, this is likely to be due to
the lower denominator.
Table 9: Mandatory SSI surveillance results, 2020/21
Hinchingbrooke
Operations

Knee
Total no

April 2020 – Dec 2020
78

Surgical Site
Infections

Readmission
Patient reported infection
Total infection rate
Hip
Total no

0
3 (5.1%)
3 (5.1%)
April 2020 – Dec 2020
106

Hinchingbrooke
Operations
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Surgical Site
Infections
Peterborough
Operations
Surgical Site
Infections
Peterborough
Operations
Surgical Site
Infections

Readmission
Patient reported infection
Total infection rate
Knee
Total no

0
4 (3.7%)
4 (3.7%)
April 2020 – Dec 2020
88

Readmission
Patient reported infection
Total infection rate
Hip
Total no

1 (1.1%)
4 (4.5%)
5 (5.6%)
April 2020 – Dec 2020
131

Readmission
Patient reported infection
Total infection rate

0
0
0

4.

Environmental cleaning

4.1

Cleaning scores

All wards at Hinchingbrooke and Stamford sites are cleaned to the PAS 2011
cleaning standards, which mean high risk areas (e.g. wards and clinical areas) need
to achieve 95% compliance and very high risk areas (e.g. critical care, NICU,
haematology/oncology, dialysis) 98% compliance in the monthly cleaning audits.
Their domestic services contractor is Mitie. Work continues at PCH to move all areas
onto the 2011 PAS standards; the areas not currently on the 2011 PAS standards
are cleaned to the 2004 high risk standards and are therefore routinely achieving at
least 95%. The domestic services contractor is Medirest.
Where cleaning scores fail to meet the required standard, concerns are raised at the
performance meetings and all concerns regarding cleaning standards are highlighted
as part of formal performance response letters to the cleaning contractors.
As part of the cleaning monitoring programme, regular walkabouts and audits are
held on each site. The audit team is made up of Matrons, facilities staff, cleaning
contractors and the IPC(T).
4.2

Deep Clean programme

In-patient areas are deep cleaned annually, high risk areas such as critical care
twice a year and out-patient areas every other year. At Peterborough the deep
cleans are completed by Medirest using UV light; at Hinchingbrooke and at Stamford
UV has been introduced this year following an investment appraisal and the
acquisition of UV machines for the Covi-19 response. This important programme of
cleaning will help ensure the environment is kept free from potentially pathogenic
microorganisms.
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In 2020/21 the deep clean programme was completed due to a high number of
outbreak cleans required following COVID-19 outbreaks.
5.

Antimicrobials

5.1

CQUIN

In 2020/21 there were no antimicrobial CQUINS set due to the COVID-19 pandemic.
5.2

Antimicrobial Stewardship

The following actions have been implemented by the antimicrobial stewardship team
in 2020/21:
•
•

•

•
•
•
•
•
•
•
•

New antibiotic guidelines for Children and Adults have been approved
and published on the intranet.
Micro Guide, the antibiotic prescribing app, has been introduced and the
Adult Antimicrobial Guideline is now available for use. Work in progress:
Paediatric Antimicrobial Guideline, Antibiotics for Obstetrics and Surgical
prophylactic antibiotics.
A new KIP Audit programme has been introduced focusing on 3 major
clinical areas each year: surgery, medicine and therapeutic drug
monitoring. Hips and knees as well as community acquired pneumonia
are the first clinical areas which have been audited and AMS
pharmacists are working on the implementation of the action plan.
The Antimicrobial Stewardship committee has been restarted and the
first meeting took place in March 2021, with good engagement from the
directorates.
An education programme for pharmacists has started
Education for nurses has been started by the antimicrobial pharmacists
as well as part of Sepsis/AMS collaborative work.
Our OPAT service has been given an opportunity to expand in HH site
and use a third party provider to administer IV antibiotics in patient’s own
homes.
Antimicrobial stewardship nurses - Wards to nominate one nurse to be a
champion of antibiotic stewardship and point of contact with antimicrobial
pharmacists; medical champions to be included also.
Collaborative work with Sepsis Working Group is well under way and the
Trusts are in the process of formalising the best way forward.
Regional AMS joint working group is also in the process of formalising
the activity and come up with the operational action plan.
Contaminated culture rates project has started. A team of relevant
healthcare professionals from ED, IPC, Micro and pharmacy have had
their first meeting. The initial plan how to improve the rate of
contaminated cultures has been developed.
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6.

Education

6.1

Mandatory Training

There are several levels of infection control mandatory training that the IPC(T)
deliver. All clinical staff are expected to complete a full annual infection control
update which includes hand hygiene, standard precautions and any local issues.
Non-clinical staff that have patient contact, e.g. porters, catering staff, have annual
hand hygiene training. Non-clinical staff with no patient contact, e.g. ward clerks and
lab staff, have 3 yearly hand hygiene. Support services such as Information
Technology, have one off hand hygiene at induction. The Trust has been set a target
of ensuring 95% of staff are up-to-date with mandatory training.
Graph 11 demonstrates the rate of compliance with the various levels of IPC
mandatory training against a locally set trajectory. By the end of the year the 90%
target was achieved. However these figures are prone to fluctuate so the IPC(T)
continue to monitor closely.
Graph 11: IPC Mandatory Training Trajectory from 2018 – March 2021
Mandatory Training Compliance From November 2018
100%
95%
90%
85%
80%
75%
70%

6.2

Target

Annual hand hygiene - Actual

Annual infection control - Actual

3 yearly hand hygiene - Actual

Awareness Week

In October 2020 the IPC(T) held their annual awareness week although, due to
COVID-19 restrictions and enhanced workload, there was less interaction with wards
than usual. Messages were circulated by the communications teams, a newsletter
was sent to ward managers, Matrons and link nurses.
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6.3

Other Training

The IPC(T) offer ad hoc training as required by departments. This includes
mandatory training, outbreak education, mask FIT testing and general updates. We
also offer support and training to the local Sue Ryder Hospice and have delivered
presentations at the regional Infection Prevention Society meetings sharing lessons
from outbreaks and incidents.
6.4

Link Programme

There are currently approximately 200 infection control link practitioners across all
Trust sites. There are usually 4 link days a year, 2 at PCH and 2 at Hinchingbrooke,
which include education on infection control related topics and updates for the link
nurses on current issues. Unfortunately, link days were cancelled in 2020/21 due to
the COVID-19 pandemic. The team kept in touch with the links via emails and
newsletters.
7.

Laboratory Services

7.1

Update

PCH has comprehensive microbiology services, including a molecular suite where
PCR testing can be undertaken. This is a cost effective method of testing that offers
a quick turnaround of results. This year the microbiology lab has received
accreditation as a pan pathology lab from the UK accreditation service for the third
consecutive year. The Peterborough lab was the first lab in the UK to receive this
accreditation.
At Hinchingbrooke Hospital all microbiology samples were processed at Cambridge
University Hospitals (CUH) laboratory under The Pathology Partnership. However, in
July 2020 all microbiology work was transferred to PCH lab. This has ensured a
standardised process and a quicker turnaround time for samples.
7.2

Blood Culture Contamination Rate

Blood cultures have an important role in the diagnosis of serious infections.
However, contamination of blood cultures is a common problem within the hospital
setting resulting in wasted laboratory resources, unnecessary investigations (e.g.
repeat blood cultures, other blood tests, echo), unnecessary antibiotics and
prolonged hospital stay. It is suggested that contamination rates should be between
2-3% (Harding, 2013).
Traditionally rates have been calculated using coagulase negative staphylococcus, a
known skin contaminant, as a marker. In line with recommendations (Harding, 2013
and Alahmadi et al, 2011), in 2017/18 diptheroids were added as a marker in order
to ensure a clear picture of contamination rates is obtained.
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Table 10 details the blood culture contamination rates from 2018 and includes
Hinchingbrooke data from July 2020. The rates have steadily increased in 2020/21
and a blood culture contamination working group was set up in March 2021 to tackle
this.
Table 10: Blood culture contamination rates, 2018 - 2021
Period

Total
number BC

Q3 2018
Q4 2018
Q1 2019
Q2 2019
Q3 2019
Q4 2019
Q1 2020
Q2 2020
Q3 2020
Q4 2020
Q1 2021

2996
3550
3919
3613
3574
4111
3641
3225
4430
4659
5010

Total
number
culture pos.
BC
363
372
356
347
304
400
395
297
495
517
557

8.

Staff Health and IPC

8.1

Flu Vaccine Uptake

Culture
pos.
rate

Contamination
rate

12.1%
10.5%
9.1%
9.6%
8.5%
9.7%
10.8%
9.2%
11.2%
11.1%
11.1%

3.7%
3.9%
3.8%
3.5%
3.3%
4.2%
3.4%
4.3%
4.6%
4.3%
4.7%

Comment

Includes HH data
Includes HH data
Includes HH data

In 2020/21 the total percentage of frontline staff who had their flu vaccine was
76.2%, against a target of 90% to achieve the full Commission for Quality Innovation
(CQUIN) target and payment. The Trust succeeded in being awarded a partial
payment of the total amount available.
8.2

COVID-19 response

The Staff Health Team have been instrumental in the Trust response to the COVID19 pandemic. Their main role has been in the swabbing of staff. Initially this was
symptomatic staff only but as the pandemic continued this expanded to include
asymptomatic staff who tested positive on lateral flow tests. In total almost 4000 staff
have been swabbed by the Staff Health team in the last 12 months, a breakdown
can be seen in Table 11.
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Table 11: Number of staff swabbed for COVID-19 by staff health by month
2020/21
Month
April 2020
May 2020
June 2020
July 2020
August 2020
September 2020
October 2020
November 2020
December 2020
January 2021
February 2021
March 2021
Total

9.

Number tested
418
708
163
208
171
184
206
870
371
425
115
66
3905

Conclusion

Due to the COVID-19 pandemic 2020/2021 was the most challenging year modern
Infection Control Teams have faced. The NWAFT Infection Prevention and Control
Team have worked tirelessly to provide a responsive and effective service across the
whole Trust.
Other areas that have gone well in 2020/21 include no outbreaks of norovirus, flu or
MRSA, maintaining compliance with infection control mandatory training and
consistently achieving the required compliance with hand hygiene and saving lives
audits.
C. diff levels, and the number of periods of increased incidence of C. diff, remain a
concern. This will be investigated in more detail throughout 2021/22 in order to try
and identify a cause.
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Appendix 1: Progress with IPC strategy aims
Action
Review of team structure to ensure the
Infection Control workforce is robust
enough to achieve these aims
95% of patients risk assessed for CPE on
admission
Crude C. diff cases to reach irreducible
minimum
Maintain cleaning scores of > 95% in all
in-patient areas
No hospital acquired C diff cases found to
have lapses in care
Complete roll out of PAS 2011 cleaning
standards across whole Trust
Vaccinate >90% of front line staff with flu
vaccine
Continue to support the Hospital Control
Team with Infection Prevention and
Control expertise in the management of
COVID-19
Consistently achieve >95% in the monthly
MRSA decolonisation audits
Bi-annual point prevalence and key
performance indicator antibiotic audits
Raise awareness of diagnostic
stewardship to ensure all antibiotics are
prescribed correctly

Review of infection control audit
programme to offer clear assurance to
board and external regulators
Compliance with national COVID
requirements and IPAC board assurance
framework

Progress Update
Achieved – team has been expanded and a
new post created for a band 8a lead nurse
which is appointed to
Partially achieved – CPE screening reached
95% for 3 consecutive months in 2020/21,
dipped below 95% but not below 90%.
Not yet achieved - C diff cases remain higher
than the annual ceiling target
Achieved
Not yet achieved – 15/91 found to have
lapses in care 2020/21
Not yet achieved – new cleaning standards
due in 2021, put on hold until these are
available
Not yet achieved. 2020/21 vaccine uptake
was 76.2%
Achieved and ongoing

Not yet achieved on any site
Partially achieved – commenced in 2020/21
Partially archived – return of antimicrobial
stewardship committee, promotion of new
guidelines, roll out of online guidelines on
microguide, regular feedback from C diff
scrutiny panel to prescribers
Partially achieved – environmental audits now
completed in collaboration with Health and
Safety. Saving lives and hand hygiene audit
reviews still to be undertaken
Achieved and on-going

