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Executive Summary
1. Methicillin-resistant Staphylococcus aureus (MRSA) Bacteraemia
Zero avoidable MRSA bacteraemias are permitted. There were two MRSA
bacteraemias in 2018/19: one was deemed avoidable as it was a probable
contaminant.
2. Clostridium difficile
There were 51 OUH apportioned cases identified after three days of admission for
2018/2019 against an upper set limit of 69.
3. Methicillin-sensitive Staphylococcus aureus (MSSA) Bacteraemia
There were a total of 40 incidents of post-48 hour MSSA bacteraemia which is up from
36 cases last year. An action plan for MSSA reduction is now in place.
4. Gram negative blood stream Infections (GNBSI)
The OUH has achieved a 25% reduction this year on healthcare associated E.coli
bacteraemias.
5. Investigation of Infection Prevention and Control Incidents and Outbreaks
A number of investigations were undertaken during the year.
6. Management of Respiratory Viral Infections
This report summarises inpatient influenza cases from 2018/19. Highlights include the
introduction of influenza point of care testing (POCT).
7. Audits
The IPC team undertook a number of audits throughout the year including hand
hygiene, sharps audit, CPE (Carbapenemase resistant Enterobacteriaceae) screening
compliance and Visual Infusion Phlebitis (VIP) audits of peripheral cannulas.
8. Surgical Site Infection Surveillance (SSI)
Following identification of an elevated rate of post-surgical site infection (SSI) in
Paediatric spinal surgery a bundle of care was introduced, resulting in a reduction in
SSI rate.
9. Antimicrobial Stewardship (AMS)
An active programme has taken place through-out the year. It is probable that our low
rates of C diff this year are related to good antimicrobial stewardship. The
Antimicrobial CQUIN targets are challenging, and only one out of three was met.
10. Recommendation
The Trust Board are asked to note the contents of this annual report.
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Director of Infection Prevention and Control (DIPC Annual) Report Introduction
The Director of Infection Prevention and Control (DIPC) Annual Report reports on infection
prevention and control activities within the Oxford University Hospitals (OUH) NHS
Foundation Trust for April 2018 to March 2019. The report covers Infection Prevention and
Control for the four sites; John Radcliffe Hospital, Churchill Hospital, Nuffield Orthopaedic
Centre and Horton General Hospital. The publication of the IPC Annual Report is a
requirement to demonstrate good governance and public accountability.
A zero tolerance approach continues to be taken by the Trust towards all avoidable HCAIs.
Good IPC practice is essential to ensure that people who use the Trust services receive
safe and effective care. Effective IPC practices must be part of everyday practice and be
applied consistently by everyone.
The report acknowledges the hard work and diligence of all grades of staff, clinical and nonclinical who play a vital role in improving the quality of patient and stakeholders experience
as well as helping to reduce the risk of infections. Additionally the Trust continues to work
collaboratively with a number of outside agencies as part of its IPC and governance
arrangements including:
Oxfordshire Clinical Commissioning Group (CCG)
Oxford Health
Thames Valley Health Protection Team
The Hospital Infection Prevention and Control Committee (HIPCC) reports to the Clinical
Governance Committee which reports monthly to Trust Board and quarterly to the Quality
Committee.
Committees reporting to HIPCC are


The Decontamination Committee



IV Steering Forum



VIP (Visual Infusion Phlebitis) Action Group

HIPCC continues to meet on a monthly basis.
Description of Infection Prevention Activities
The team is multidisciplinary and consists of a Director of Infection Prevention and Control
(DIPC), Deputy DIPC and Infection Control Doctor, Infection Prevention and Control Nurse
Manager, Infection Prevention and Control nursing team, Infection Prevention and Control
Administrator, the Continence team, Antimicrobial Pharmacists, Antimicrobial Audit
Assistant, Infection Prevention and Control Administrator, Antimicrobial Stewardship leads
in Adult and Paediatric Medicine. As necessary, members of the wider
microbiology/infectious diseases team are co-opted on to the team.
Dr Tony Berendt (Medical Director) was the DIPC until his retirement in August 2018. Dr
TB2019.91 Infection Prevention and Control Annual Report 2018/19
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Clare Dollery was Acting DIPC until the arrival of Dr Meghana Pandit in January 2019 and
reported directly to the Chief Executive and Trust Board. The Infection Control
Doctor/Deputy DIPC and Infection Prevention and Control Manager report to the DIPC.
There are weekly meetings with the Infection Prevention and Control team (IPCT).
The Infection Prevention and Control nursing team, microbiology/infectious diseases
medical staff and staff from pharmacy all contribute to delivering the infection prevention
and control service at the OUH Trust. In order to deliver a safe service, there is a close
working relationship with the microbiology laboratory, Estates and Facilities, clinical and
managerial staff within the trust and across the PFI structure.
Infection Prevention and Control team Staffing
The staffing at the end of March 2019 within the Infection Prevention and Control Team is
as follows:














Infection Control Doctor (OUH) /Deputy DIPC
Infection Control Doctor (Oxford Health)
Infection Prevention and Control Manager (band 8C)1.0 WTE
Antimicrobial Stewardship Medical Lead
Antimicrobial Stewardship Medical Lead Paediatrics
Infection Prevention and Control Senior Nurse (band 8A) 0.8 WTE
Infection Prevention and Control Nursing staff (band 7) 3.4 WTE
Infection Prevention and Control Nursing staff (band 6) 2.0 WTE
Infection Prevention and Control Nursing staff (band 5) 2.0 WTE
Infection Prevention and Control Administrator 1.0 WTE
Data Analyst 1.0 WTE
Antimicrobial Pharmacists 1.4 WTE (0.9 x band 8b and 0.5 x band 7)
Sepsis and AKI Specialist Nurse (band 7 1.0 WTE)

Chart 1
The flow diagram below illustrates the line management for the Infection Prevention
and Control team.
Dr Tony Berendt April - Aug 18
Dr Clare Dollery Sept - Dec 18
Dr Meghana Pandit Jan 19 Director of Infection Prevention &
Control (DIPC) / Medical Director

Dr Katie Jeffery
Deputy Director of Infection
Prevention & Control
Infection Prevention and Control
Doctor (OUH)

Lisa Butcher

Dr Nicola Jones

Dr Louise Dunsmure

Prof Derrick Crook

Lead Nurse / Infection
Prevention & Control Manager

Clinical Lead Antimicrobial
Stewardship

Consultant Pharmacist for
Antimicrobial Stewardship

Infection Prevention & Control
Doctor (Oxford Health)

Infection Prevention & Control
Nursing Team and Continence
Specialist Nurses
Sepsis Nurse

Dr Stephane Paulus
Lead Antimicrobial Stewardship
Paediatrics

Research Nursing Team
Data Analyst
Band 7 Pharmacist

Administrator
Data Analyst

TB2019.91 Infection Prevention and Control Annual Report 2018/19

Page 5 of 41

Oxford University Hospitals NHS FT

TB2019.91

Professional Development
This financial year has seen a number of professional achievements


Publication in the New England Journal of Medicine on the control of an outbreak of
Candida auris in the neurological intensive care unit.



Publication in Lancet Infectious Diseases on Gram negative bloodstream infections.



IPC team were invited speakers at Knowlex Infection Prevention conference on
Gram negative bloodstream infection reduction and Infection Prevention Society
(IPS) Annual Conference.



Deputy DIPC completed the DIPC Executive Development Programme (NHSI)



One IPCN graduated from Leading in Compassionate Excellence



3 IPCNs undertaking MSc in Infection Control at University of West London (2 were
awarded in scholarships)



Band 7 IPCN undertaking Advanced Nurse Practitioner Masters course



Band 7 Sepsis IPCN undertaking Advanced Nurse Practitioner Masters course



IPC Nurse Manager has taken on IPS North London Co-ordinator role

Organisms subject to mandatory reporting
Chart 2
Summary of end of year performance (Trust attributable)
Organism
MRSA
Clostridium difficile
Gram negative bloodstream
infections

Number of cases
2
51
79

MSSA

40

Target
0
68
50% reduction by 2022/23
25% reduction achieved in
E.coli infections in 2018/19
No target

Methicillin-resistant Staphylococcus aureus (MRSA Bacteraemia)
Zero avoidable MRSA bacteraemia are permitted. There were 4 pre-48 hour cases of
MRSA bacteraemia and 2 post 48 hour bacteraemias.
Out of the 2 post 48 hour cases, one was deemed unavoidable with no lapses in care. The
other was deemed avoidable as was most likely to have been a contaminant.
One pre 48 hour case was under our care in the community. The root cause analysis has
identified some learning for the Trust and the care providers in the community. As a
consequence this incident has been deemed a Serious Incident Requiring Investigation.
TB2019.91 Infection Prevention and Control Annual Report 2018/19
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MRSA screening: In 2017/18 decision analysis tools were utilised in the electronic patient
record (EPR) to generate an MRSA screening ‘task’ to indicate which patients require an
MRSA screen in line with the MRSA screening policy. No cases of MRSA bacteraemia were
due to a failure to correctly screen the patient. The introduction of a targeted MRSA
screening policy is saving the Trust in the region of £300,000/year when compared with a
universal screening policy.
35,776 MRSA screens were processed in 2018/19. There were 272 positive MRSA
screens (0.76%) from 198 patients. There was no evidence of any in-patient MRSA
acquisition. MRSA decolonisation is advised for patients newly ascertained with MRSA
colonisation.
Clostridium difficile
The OUH was set an upper limit of 68 cases of Clostridium difficile identified after three
days of admission for 2018/2019.
The OUH had a total of 51cases apportioned cases for 2018/19 and therefore finished the
year 17 cases under the cumulative limit.
Chart 3
Cases of OUH apportioned C.difficile per month (April 2018–March 2019)
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All cases of Clostridium difficile identified in the microbiology department of the OUH Trust
are investigated using Root Cause Analysis (RCA) and discussed at a monthly meeting
where there are representatives from PHE, OCCG, Oxford Health Foundation Trust and the
OUH Infection Prevention and Control service. Agreement is then reached as to whether
the case is avoidable or unavoidable. Any actions are agreed and lessons learnt for the
Health Economy. The majority of cases are unavoidable. Our hypothesis to explain the low
number of cases in 2018/19 is that antimicrobial prescribing is generally in line with
guidelines, following the principles of good antimicrobial stewardship. In addition, the
number of patients admitted to the Trust with Influenza was fewer in 2018/19 compared with
TB2019.91 Infection Prevention and Control Annual Report 2018/19
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2017/18 when a large number of C. diff cases was seen during the influenza season who
may have been co-prescribed antibiotics.
Chart 4
SPC Chart for OUH apportioned C.difficile (post 72hrs) per month

Chart 5
Comparison of C.diff numbers over 4 years (April 2015- March 2019)
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Shelford Group comparison The Shelford group is a collaboration between ten of the
largest teaching and research hospitals in England. The Shelford group shares learning
between members and initiates joint projects for improvement within the NHS. Membership
of this group provides us with an opportunity to compare our HCAI (healthcare associated
infection) rates with Trusts of a similar size and complexity. Chart 6 shows that during the
year 2018/19 our rolling rates for Trust apportioned C. diff reduced from being the 4th
highest in the group to the 2nd lowest.
Chart 6
Shelford group comparison: Trust apportioned C.difficile rates 2017-2019 (Fingertips
AMR data)

Methicillin-sensitive Staphylococcus aureus (MSSA) Bacteraemia
Root cause analysis is conducted on all cases of MSSA bacteraemia to establish the
source, whether it is a healthcare associated infection and to identify any learning.
There were a total of 40 incidents of post-48 hour MSSA bacteraemia which is four cases
more than last year.
In a significant proportion of cases (n=16) the source of infection is unknown. Of concern is
that in eleven cases the intravascular access is documented as being the likely cause of the
bacteraemia. An audit of cannula care was undertaken by the IPC team and is reported in
the audit section of this report.
On review of the line related MSSA bacteraemias it was evident in these cases that
documentation around the insertion and care of these lines was poorly recorded. Three
cases were investigated as a SIRI (Serious Incident Requiring Investigation). As an action
from the SIRI investigations the IPC team have established a task and finish group to
understand the barriers to documentation with the aim of simplifying the task.
TB2019.91 Infection Prevention and Control Annual Report 2018/19
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Chart 7
Cases of Post 48 hour MSSA bacteraemia (April 2018–March 2019)
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The statistical process control (SPC) chart below confirms that the variation in the number
of cases of post-48 hour MSSA bacteraemia is within statistical control. We have noted the
last quarter of the year there has been 4 months in a row with above average cases. The
annual plan for 2019/20 will have an action plan to address this.
Chart 8
SPC Chart for OUH apportioned post-48 hour MSSA bacteraemia cases per month
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Comparison with the Shelford group shows that our Trust apportioned MSSA rates are in
line with the rates across England, and compare well with most of the Shelford group
Trusts.
Chart 9:
Shelford group comparison: Trust apportioned MSSA rolling rates 2017-2019
(Fingertips AMR data)

Gram negative blood stream infection (GNBSI)
April 2017 saw the introduction of additional GNBSI surveillance. The UK’s five-year
national action plan ‘Tackling antimicrobial resistance 2019–2024’ (January 2019) advises
that work should continue to halve healthcare associated Gram-negative BSIs, adopting a
systematic approach to preventing infections and delivering a 25% reduction by 2021-2022
with the full 50% by 2023-2024.
The OUH has achieved a 25% reduction this year on healthcare associated E.coli
bacteraemias.
Year
2017/18
2018/19

Total number of post-48hour E.coli bacteraemias
106
79

Initiatives likely to have contributed to the E. coli BSI reduction include the introduction of a
‘hot gall bladder’ service, introduction of a care bundle to reduce infection post TRUS
(trans-rectal ultrasound guided prostate) biopsy, better patient hydration, and introduction of
a CAUTI (catheter associated UTI) bundle.
TB2019.91 Infection Prevention and Control Annual Report 2018/19
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In November 2018 the IPC team hosted a visit from Linda Dempster, lead Infection Control
Nurse from NHS Improvement, and Emma Cramp, lead Antimicrobial Pharmacist for NHSI,
as they were keen to hear how our improvement in GNBSI rate was achieved. In February
2018 the Infection Control Doctor and Lead Nurse were invited to speak at the Knowlex IPC
conference on how we had achieved our reduction in GNBSI.

Chart 10
Pre-48 hour GNR bacteraemia (April 2018 –March 2019)
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Chart 11
Post-48 hour GNR bacteraemia (April 2018 –March 2019)
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The SPC chart below confirms that our current rate of OUH apportioned E.coli cases is
within statistical control, with 11 out of the last 12 months being below the control line.
Chart 12
SPC Chart for OUH apportioned post-48 hour E. coli bacteraemia cases per month

Comparison with the Shelford group (Chart 12) demonstrates the reduction in E coli rates in
the OUH In 2018/19 in comparison with similar Trusts. As of March 2019 we were one of
the best performing Trust in this comparison group.
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Chart 13
Shelford group comparison: Trust apportioned E coli BSI rolling rates 2014-2019
(Fingertips AMR data)

Carbapenemase- producing Enterobacteriaceae (CPE)
We identified 10 cases of patients infected or colonised with Carbapenemase-producing
Enterobacteriaceae within the inpatient services of the Trust in 2018/19. Five had a positive CPE
screen (including a patient with a positive urine), 3 had positive urine samples, and 3 were identified
on other clinical samples. There were no episodes identified of transmission within the Trust. 1465
CPE screens were performed during 2018/19, giving a positive rate of 0.34%.

CPE enzyme
type
Number of
cases

blaOXA 48

blaNDM

blaKPC

blaVIM

6

4

0

0

Investigation of Infection prevention and control incidents and outbreaks
Norovirus
There were no reported outbreaks of norovirus during 2018/19.
Pertussis
An infant was admitted with a diagnosis of Pertussis in November 2018. The diagnosis was
made rapidly using the in-house molecular assay, and no patients were exposed. Nine
staff members were potentially exposed and all were followed up by occupational health
and given appropriate post-exposure prophylaxis.
TB2019.91 Infection Prevention and Control Annual Report 2018/19
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Management of Respiratory Viral Infections
Influenza
The impact of seasonal influenza on the OUH emergency services and admissions can be
very significant depending on the rates of influenza in the community. The rates of
influenza in winter season of 2017/18 were high, and the impact on the OUH Trust was very
significant in terms of bed occupancy and potential nosocomial transmission. As a result of
a detailed mortality review of cases who died in our care in 2017/18 with potential
nosocomially acquired influenza a number of recommendations were made including


Consider the introduction of point of care testing (POCT) in the ED and AAU to
facilitate patient triage and isolation.



Increase the use of prophylactic oseltamivir for exposed individuals as specified
in NICE guidelines.

Introduction of Influenza POCT
Funding was received via the Urgent Care Pathway to implement Influenza POCT in
emergency settings. Potential systems were reviewed, and the SD Biosensor Standard F
immunoassay was chosen, as low cost and rapid time to result (less than10 minutes), but
with lower sensitivity than a laboratory based molecular assay. For the purposes of
diagnosis in the emergency setting and to guide bed management, the sensitivity was felt to
be sufficient.
The system was procured by Microbiology, and implemented across 6 emergency care
areas in the John Radcliffe and Horton Hospitals during December 2018 and January 2019.
Microbiology staff were responsible for quality assurance and maintenance, in line with the
Trust’s POCT Committee guidelines.
The EPR (electronic patient record) team enabled manual result entry so that the result was
visible in the patient record. All positive results were sent automatically to the IPC nurse
pool on EPR, so that they could ensure the patient had either been discharged, or was
appropriately isolated.
Influenza epidemiology and admission statistics for 2018/19
Winter 2018-19 was dominated by flu A H1N1 pdm09. This was well matched by the
vaccine strain, resulting in fewer GP consultations and hospital admissions than the H3N2dominated 2017-18 season. Oxfordshire had a higher influenza like illness (ILI) GP
consultation rate compared to the South East, but considerably lower than last year (Chart
13). The peak in influenza activity was also lower in 2018/19 compared with 2017/18,
peaking around the end of February compared with the first week in January last year.
Nevertheless, there were high rates of ICU admissions across the South East and rest of
England in 2018-19, attributed to severe H1N1 infection in working-age adults, particularly
those with underlying health conditions (Chart 14).
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Chart 13
Influenza-like illness (ILI) GP consultation rate

Chart 14
ICU/HDU admissions with confirmed influenza – USISS (UK Severe Influenza
Surveillance Scheme)
NHS trusts in England are mandated to report the weekly number of patients admitted to
ICU/HDU with laboratory confirmed influenza.
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National data (Charts 15-16) illustrate a high number of admissions of working age adults
compared with over 65 year old age group and a reduction in all-cause mortality to levels
close to expected.
Chart 15
USISS sentinel weekly confirmed influenza cases by age group and flu type (England
2018/19 (week 19))

Chart 16
Weekly observed and expected number of all-cause deaths in all ages, with the
dominant circulating influenza A subtype, England, 2014 to week 24 2019.

OUH data shows that 399 patients were admitted during the seasonal ‘flu season in
2018/19 compared with 825 in 2017/18 (Chart 17).
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Chart 17
Cases admitted to OUH Trust

Impact of POCT
Data analysis from Influenza results recorded on EPR and presented in Chart 18 shows
that a significant proportion of the proven influenza cases were diagnosed by the influenza
POCT (32%). The majority of patients with a positive POCT were not admitted (59.6%). Of
those with influenza admitted to the Trust the diagnosis was made by POCT in 19.8% of
patients.
Clinicians were required to manually record influenza POCT results onto EPR and 84
positive POCT results were not recorded; therefore the data relating to admissions underrepresents the impact of POCT. 283 influenza POCT tests were positive, out of a total of
1878 POCT tests performed (15.1%).
411 laboratory based molecular flu assays (Flu/RSV test) were positive out of a total of
2710 performed (15.2%), a very similar proportion to the POCT assay.
Anecdotal reports from physicians seeing patients in the ambulatory setting and admitting
patients to the medical wards are that the rapid diagnosis of influenza enabled by POCT
testing reduced the number of admissions, the amount of investigations, and the amount of
antibiotic prescribing. This is supported by the reduction in Clostridium difficile cases seen
in the winter months of 2018/19 compared with 2017/18.

TB2019.91 Infection Prevention and Control Annual Report 2018/19

Page 18 of 41

Oxford University Hospitals NHS FT

TB2019.91

Chart 18
Proportion of cases diagnosed by Influenza POCT

Influenza POCT results by machine location
On both the JR and Horton sites, the machines placed in ED did the largest number of tests
with the greatest yield (Chart 19).

Chart 19
Influenza POCT results by ward/machine location

Influenza POCT results by machine location
800
700
600
500
400
300
200
100
0
ED

EAU

AAU
Positive

H-ED
Negative

H-EAU

Juniper

Total

TB2019.91 Infection Prevention and Control Annual Report 2018/19

Page 19 of 41

Oxford University Hospitals NHS FT

TB2019.91

Nosocomial Influenza
One of the aims for the introduction of influenza POCT was to reduce the number of
patients acquiring influenza in hospital. This has been defined as a first positive influenza
result after 5 days in our care – this is likely to be an over-sensitive definition, as the
molecular assays are likely to pick up influenza for several days post-infection. Nosocomial
‘flu can be acquired from other patients, staff or visitors/relatives.
In 2017/18 the number of potential nosocomial cases was 120/825 (14.5%). In 2018/19 it
was 64/399 (16.0%) which is a disappointing increase. A cluster of potential nosocomial
cases was noted in three ward areas: John Warin Ward had five cases of influenza in longstay patients over a 2 week period (all in single rooms) 7E had six cases and Cardiology
had had six cases clustered in time. Further work is underway in collaboration with the
NIHR to sequence these isolates.
Oseltamivir use (including prophylaxis) Between October 2018 – April 2019 there were
533 episodes of Oseltamivir prescribing in 457 patients. 65 of these episodes were
prophylaxis in 55 patients. One patient received 4 courses of prophylaxis, and one patient
3 courses (both on the Chest Unit/7E). 468 prescribing episodes were for treatment (in 412
patients; some patients were treated more than once, and some had a second prescription
for dose/duration adjustments).
In 2017/18 38/791 prescribing episodes were for prophylaxis (4.9%), compared with 65/533
(12.2%) in 2018/19.
Staff immunisation data
The national QCUIN target for staff immunisation for 2018/19 was 75% for frontline clinical
staff. Overall 68.2% of frontline staff members were immunised, not meeting the CQUIN
target. The cumulative data is shown in Chart 20.

Chart 20
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Costs
There was a 27% reduction in the number of molecular Flu/RSV requests in 2018/19
(standard test that would have been requested from the emergency setting) compared with
2017/18. Despite the quieter influenza epidemiology in 2018/19, 895 more influenza tests
(Influenza POCT plus molecular Flu/RSV) were performed during the winter season
compared with 2017/18, but with a total cost saving of £41K. However this was off-set by a
significant increase in the number of pan-viral respiratory panels requested (mainly on ICU
and immunocompromised patients), providing an overall cost-saving of £5K.
Recommendations
POCT in the emergency setting provides useful diagnostic and IPC information, and may
limit antibiotic use and further investigations. Influenza POCT should be provided in the
ED/EAU/AAU setting in 2019/20. Consideration should be given to providing a machine for
the Haematology/Oncology clinic setting at the Churchill, and Paediatric ED. Given the
good performance in patients with a high viral load likely to be consistent with acute
influenza (data not shown), its use as a first line diagnostic test should be encouraged, as
likely to be both specific and cost-saving.
Respiratory Syncytial Virus (RSV)
Respiratory syncytial virus (RSV) is a very common virus that leads to mild, cold-like
symptoms in adults and older healthy children. It can be more serious in young babies,
especially those in certain high-risk groups. The Trust saw large numbers of cases during
November and December 2018.
Chart 21
Number of Respiratory Syncytial Virus cases (October 2017 - March 2019)
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Chart 21 RSV number of positive samples and positivity (%) by week in Respiratory
Datamart, 2016 to 2019, England (source PHE Surveillance of influenza and other
respiratory viruses in the UK Winter 2018 to 2019)

Audit and Compliance to Policy
Hand Hygiene
Compliance with hand hygiene remains a priority for the infection prevention and control
service and is one of the most important measures in preventing the spread of infection in
hospital.
All clinical areas in the OUH report Hand Hygiene Compliance in line with the World Health
Organisation (WHO) 5 moments of Hand Hygiene (2009) and as directed by OUH Hand
Hygiene Policy. Each area has responsibility for conducting their own hand hygiene audits
and for reporting them through their own directorate clinical governance structure with
action plans to address non-compliance.
The IPC team have conducted 71 Hand Hygiene validation audits throughout the year with
an average score of 72%. The average score last year was 60%. The increase in
compliance may be explained through the introduction of the Hand Hygiene action plan
flowchart. This is implemented when areas score below 80%. Areas that implemented the
action plan and were re-audited reached above 80%.
Hand Hygiene Awareness Week
Global Hand Hygiene Awareness day was on 5 th May 2018. In the week leading up to this
day the IPC team held a Hand Hygiene Promotional Week across all of the Trust sites.
During the week in the region of 800 members of staff participated in using the ‘light box’ to
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assess their hand hygiene effectiveness. The week was used to highlight appropriate glove
use, the 5 moments for hand hygiene and a reminder of the need to be bare below the
elbow when in a clinical area. The week was supported by Occupational Health and there
was a focus on ‘hand care’.
In addition the team made a Hand Hygiene video which was launched on social media and
has now had over 3000 views and has been shared globally. A competition for the best
hand hygiene display board was also run with eighteen areas entering and the winner was
a member of Bouygues portering staff..
https://www.youtube.com/watch?v=wJ74h1t-DB0

Annual Sharps Audit
Daniels Healthcare provides an annual audit of sharp safety across the Trust for the
purpose of raising sharps awareness, assessing practice and discussing problems. Daniels
conducted their annual audit in the autumn. An improvement was seen in all areas apart
from one in which the error rate was already very low (Chart 22). Significant improvements
were seen in the number of containers with the closure left open, and the number
incorrectly labelled. The results were made available to Divisions who are asked to produce
their own action plans where relevant.
Chart 22
Assessment criteria
No of containers inspected

2017
1565
HIGH RISK CATEGORIES
No. of Protruding items
16
No . of Incorrectly assembled containers
145
No of containers filled above the Fill Line
10
MEDIUM RISK CATEGORIES
No of containers at an inconvenient height
40
No of containers with the Temporary closure left open
534
LOW RISK CATEGORIES
No. of Mismatched lids & labels
145
No. of containers Incorrectly labelled
823
No. of containers with Inappropriate contents
138
No. of depts with sharps inside containers on a crash trolley
n/a
No. of depts with containers over 3 Months old
n/a

%

2018
1712

%

% change

1.0
9.3
0.6

13
31
14

0.8
1.8
0.8

-0.2
-7.5
0.2

2.6
34.1

35
232

2.0
13.6

-0.6
-20.5

9.3
52.6
8.8

4
86
29
42
15

0.2
5.0
1.7
2.5
0.9

-9.1
-47.6
-7.1
n/a
n/a

Cannula Audit
As a response to a number of line associated MSSA bacteraemias, the IPC team
conducted a VIP audit of peripheral cannulas, specifically looking at whether the peripheral
cannula was recorded on EPR (CareVue in ITU’s).
The team visited a total of 42 clinical areas across the Trust during the week and looked at
a total of 252 peripheral cannulas. Eleven clinical areas scored 100% compliance with
Trust guidelines. Six clinical areas did not have any peripheral cannula VIP scores
recorded on EPR. The results of the individual audits were fed back to the clinical areas at
the time and individual areas asked to monitor and improve compliance.
Following this audit and conversations at the recent HIPCC meeting a working group has
been established with the aim of identifying and overcoming barriers to VIP documentation
TB2019.91 Infection Prevention and Control Annual Report 2018/19

Page 23 of 41

Oxford University Hospitals NHS FT

TB2019.91

on EPR. This includes a review of how to record cannulas on the EPR (electronic patient
record) to ensure it is as straight-forward as possible. The ultimate objective is for the whole
Trust to be 100% compliant with documenting peripheral cannulas and VIP scores on EPR.
Compliance to Carbapenemase-Producing Enterobacteriaceae (CPE) Screening
An audit was undertaken in response to the findings of an online survey of staff knowledge
(July 2018) of Trust CPE guidelines, which indicated a general lack of knowledge of the
requirement for CPE screening. 558 patients were reviewed of which 75 meet the CPE
screening criteria; 22 patients were screened resulting in an overall compliance of 29.3%.
Good compliance in a number of clinical areas was noted. However there were a number of
clinical areas identified with zero to low levels of compliance with CPE screening
requirements, bringing the overall average score down.
An action from this audit was to develop a way to flag to the admitting team that a CPE
screen is required. The Key In-patient Information form (KIPI) was updated in March 2019
to include information to help identify which patients require screening for CPE. If a screen
is indicated, a request will be automatically placed on the Task list.
Chart 23
Key In-patient Information form (KIPI)

The audit was repeated in March 2019 and the compliance increased to 50.6% (610
patients reviewed, 81 meeting the screening criteria, 41 screened). A number of actions
were identified from this audit and are currently being reviewed.
The number of screens undertaken has steadily increased year on year.
Chart 24
Number of CPE Screens Undertaken
Year

Total number of Screens taken

2014/15

316 (screening introduced this year)

2015/16

700

2016/17

940

2017/18

1377

2018/19

1465
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Central Line Associated Blood stream Infection (CLABSI) surveillance in the
Intensive Care Units of Oxford University Hospitals
Central Line Associated Blood stream Infections (CLABSIs) are serious infections typically
causing a prolongation of hospital stay and increased cost and risk of mortality. CLABSIs
can be prevented through proper insertion techniques and management of the central line,
using evidence based central venous line care bundles.
Prior to 2018 the OUH did not have an on-going formal programme in place for CLABSI
surveillance according to strict definitions, although data submitted to ICNARC (Intensive
Care National Audit and Research Centre) by adult ICUs has provided important on-going
feedback.
Recent benchmarking data for the UK comes from the Public Health England (PHE)
ICCQIP (Infection in Critical Care Quality Improvement Programme). ICCQIP data reports
between 0.9 and 1.9 cases per 1,000 central-line-days in adult ICUs, 0-1.7 cases per 1,000
central-line-days in neonatal ICUs and 0 to 2.9 cases per 1,000 central-line-days in
Paediatric ICUs.
Data collection
A quarterly download of all positive blood cultures from Adult ICU (AICU), Churchill ICU
(CICU), New-born ICU (NBICU), Neurological ICU (NICU), Cardiac ICU (CTVCCU) and
Paediatric ICU (PITU) was obtained from the Microbiology laboratory information
management system. Each positive blood culture was classified according to CDC
guidelines (https://www.cdc.gov/nhsn/pdfs/pscmanual/4psc_clabscurrent.pdf).
All blood cultures meeting the CDC criteria for CLABSI were reviewed and classified by a
Consultant Infection Specialist(s). For cases where attribution was unclear, the cases were
reviewed with the Clinical or Governance leads for each ICU
Denominator data (number of catheter days/quarter) was obtained from IT or governance
leads on each ICU.
Results (Chart 25)
The aim as stated in the Infection Prevention Annual Plan for 2018/19 was that CLABSI
surveillance should be active in all ICUs by Q4 2018/19. This was achieved by Q2.

Chart 25
NBICU

CICU

AICU

NICU

CTVCCU

PITU/HDU

No of quarters in 2018/19 with
data

4

3

3

4

4

4

No of CLABSIs

7

1

4

6

1

2

4875

1356

2998

2120

4738

1487

1.4

0.7

1.7

2.8

0.2

1.3

0-1.7

0.9-1.9

0.9-1.9

0.9-1.9

0.9-1.9

0-2.9

Central line days
CLABSI/1000 central line days
Benchmark (ICCQIP) Jan '17Sept '18
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All units have CLABSI/1000 central line days in line with national benchmarking, apart from
NICU; this was largely due to 3 CLABSIs occurring in Q4.
Recommendations
All units to review central venous line insertion and maintenance care bundles:
Hand hygiene, gown, gloves, hat, mask. Eye protection when indicated
Skin antisepsis: 2% chlorhexidine gluconate in 70% isopropyl alcohol
Maximal sterile precautions including full barrier drapes
Site of insertion: avoid the femoral route
For CVC maintenance: aseptic access technique, daily site review, and remove CVCs at
earliest opportunity (i.e. daily review of the need for CVC)
Reducing HCAI in the Neuroscience area is currently a focus for improvement for the
Directorate, following recent surgical site infection audits, and poor results in hand hygiene
audits.
Infection Prevention and Control team to work with other units with high central venous
access use to establish a surveillance programme.

Surgical Site Infection Surveillance (SSIS)
The prevention of surgical site infection (SSI) continues to be a focus for IPC. The IPC team
have worked closely with a number of surgical specialities to introduce SSI Prevention
Bundles. These specialities include spinal, hip and knee, foot and ankle, breast,
gynaecology and neurosurgery. The SSI surveillance tool is functioning on EPR. However
the reliability of staff completing this is not yet robust enough to extract meaningful data to
calculate rates of SSI.
In November 2018, the team hosted a SSI Conference day which was extremely successful
with over 200 delegates attending.
Mandatory surveillance of SSIs following orthopaedic surgery
Surveillance of infections in these procedures started in April 2004, specifying that each
trust should conduct surveillance for at least 1 orthopaedic category for 1 period in the
financial year. The categories are:





hip replacements
knee replacements
repair of neck of femur
reduction of long bone fracture
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Chart 26 - number of operations and surgical site infection risk by category and NHS Trust,
England, April 2017 to March 2018, (data for 2018/19 not available August 2019)

NHS Trust
Horton NHS
Treatment
Centre

Oxford
University
Hospitals NHS
Foundation
Trust

Orthopaedic
category

Financ
ial year

No.
surveillance
quarters
participated

Hip replacement

2017/18

2

263

Knee
replacement

2017/18

2

Repair of neck
of femur

2017/18

4

Inpatient and
readmission

Inpatient
SSI risk
(%)

No. SSI

0

0.
0

0

0.0

355

0

0.
0

0

0.0

582

4

0.7

9

1.5

No.
operations

No. SSI

SSI risk (%)

The trauma service report SSI to the PHE surveillance on a continuous basis and
orthopaedic surgery submits to the mandatory programme.
Cardiac Surgical Site Infection Surveillance
The Cardiac surgical department is the only clinical unit in the Trust with a specialist SSI
surveillance nurse. The unit continues to undertake surgical site surveillance for all patients
receiving cardiac surgery and participates in the Public Health England (PHE) national
surveillance of SSI both as inpatients and re-admissions. In July 2018 they received a letter
from PHE advising that they were a low outlier for SSI for patients undergoing non-CABG
surgery. A factor that could have influenced this is that number of patients that had had a
confirmed SSI for their CABG surgery also had a non-CABG procedure. There have been
no further outlier notices from PHE.
Chart 27
CABG Surgical Site Wound Infections
CABG Sternal Surgical Site Wound Infections (Benchmark 3.8%)
Period

Superficial wound
infections

Quarter 1 Apr-Jun

(4/118)= 3.4. %
2 donor sites
(3/131) = 2.3%
1 donor site
(3/131) = 2.3%

Quarter 2 Jul-Sep
Quarter 3 Oct-Dec

Deep incisional
wound
infections
(0/118)= 0%

Organ / Space
infections

Total 2018/19

Total 2017/18

(0/118)= 0%

(4/127)= 3.2%

(0/131)= 0%

(0/131)= 0%

(2/131)= 1.5%

(0/131)= 0%

(4/118)=3.4%
2 donor sites 
(3/131) = 2.3%
1 donor site 
(5/131) = 3.8%

(5/125)= 4%
(7/135) = 5.2%


Quarter 4 Jan-Mar

(2/101) =2%
(1 donor site)

(0/101) =0%

(0/101) =0%
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Chart 28
Non CABG Sternal Surgical Site Wound Infections
Non CABG Sternal Surgical Site Wound Infections (Benchmark 1.3%)
Period

Superficial wound
infections

Quarter 1 Apr-Jun
Quarter 2 Jul-Sep

Organ /
Space
infections
(0/119) = 0%

Total 2018/19

Total
2017/18

(0/119) = 0%

Deep incisional
wound
infections
(0/119) = 0%

(0/119) = 0%

(0/116)=0%

(1/103) = 1%

(0/103) = 0%

(0/103) = 0%

(1/103) = 1%

(0/103)=0%

Quarter 3 Oct-Dec

(0/115) = 0. %

(0/115) = 0%

(1/115) =
0.9%

(0/103)=0%

Quarter 4 Jan-Mar

(3/114) = 2.6%

(0/114) = 0%

(0/114) = 0%

(1/115) =
0.9%
(3/114) = 2.6%



(0/96) = 0%

Spinal Infections within Children’s Services.
The Hospital Infection Prevention and Control Committee received a report regarding
surgical site infections (SSI) following paediatric spinal surgery. The paper reported on an
audit that was conducted by the Paediatric Infectious Diseases (ID) Service in June 2018.
The initial audit period was January 2017 to October 2017, which was then extended to the
end of June 2018.
The audit identified that the rate of infection was at around 10% A further 9 infections were
also seen in 2018. Cases were identified using the ID consult database with TIMMs data for
denominator. Out of the 36 cases, 16 were seen within 1 month, 15 from 1-12 months and
6 after 12 months from surgery. There was a difference in SSI rates by individual surgeons.
However, this was not statistically significant when case mix was considered.
The figure for SSI rates in spinal surgery quoted by Public Health England is 1.4% but may
not accurately reflect the case mix at the OUH. Quotes from a large case series published
in the medical literature reports rates from 1.4 to 5.5% for paediatric spinal surgery
depending if the surgery is for idiopathic or neuromuscular cases.
The paediatric spinal surgery service was paused by the Medical Director and a number of
actions identified to be undertaken before the service could be resumed. Amongst these
actions was the development of a SSI Prevention Bundle which was implemented at the
beginning of June 2018. The bundle was designed by the IPC team in collaboration with the
surgical and anaesthetic teams.
Since the introduction of the bundle there has been 1 superficial incisional infection and one
deep incisional infection. The combined rate for quarters 2, 3 and 4 is 1.45% (138 total
procedures).
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Wider Infection Prevention and Control Service
Continence Service
The Continence service:
 Provides training on catheterisation, catheter care and continence promotion through
teaching sessions for Foundation Nurses, non-UK trained Nurses, Nursing
Assistants and Medical Students and also provides male catheterisation training as
part of the qualified nurses extended role which includes the completion of
competencies
 Leads the CAUTI steering group working with the Quality Improvement (QI) team to
improve documentation with regard to catheter insertion and raise awareness of
CAUTI.
 Work closely with the community Bladder and Bowel Service to promote the use of
the Catheter Passport – for patients with catheters, to enable better information
sharing within the health economy


Involved with national research trials of a new early removal system (TIMETAG) for
catheters and drainage bags

VIP Action Group & Intravenous Steering Group
A VIP Action Group was formed in January 2019 following 3 MSSA blood stream infections
where a peripheral cannula was identified as the source. The Action Group has various
representatives from different departments including IPC, Emergency Department (ED),
and EPR. The aim is to make the current documentation on EPR quicker and more intuitive
to use which should help improve compliance with the recording of VIP scores at least once
a shift. The group have also written a safety message.
The IV Steering Group meets on a quarterly basis with representation from IPC, Vascular
Access, and Practice Educators in Medicines Safety and Procurement. Membership of the
group will expand in 2019/20 with representation from Practice Development Nurses
(PDNs) in the Surgical Directorate.
The group continues to work to align intravenous (IV) and related work streams, provide an
overview and awareness of strategic issues relating to IV/related practice, standardisation
of IV related products, Trust wide learning, quality improvement projects and to optimise
cost reductions/waste. More recently the group are developing work streams around the
prevention and monitoring of IV/line related incidents or infections i.e. CLABSI in
accordance with MAGNET definitions and Datix reporting which aligns with the IPC annual
plan 2018/19.
Staff Education
In February and March 2019 the first 3 IPC link practitioner’s (Links) workshops were held
in the OUH. The sessions were aimed at link practitioners old and new to create a
standardised role going forward. With this the Links were given competency frameworks
designed by the team with support from members of the Infection Prevention Society. This
was to help structure the role and to give Links development and achievement evidence.
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The workshop provided a basic knowledge and understanding of the role and Infection
Prevention and control. It covered topics such as scientific principles, Sepsis, driving
improvement and outbreak management.
The mandatory IPC e-learning package was updated and launched in alignment for the
Skills for Health Training Framework for clinical and non-clinical staff. Non-clinical staff had
previously only been required to complete their IPC training once. This has been increased
to every 3 years as stipulated by Skills for Health Training Framework.
Antimicrobial Stewardship
The Antimicrobial Stewardship Management Team (AMST) is responsible for the
operational side of antimicrobial management, e.g. ensuring the introduction of procedures
to promote prudent antimicrobial usage, the monitoring of antimicrobial usage, the
dissemination of information and the updating of health care professionals. The team also
supports development of guidelines and assessment of new agents.
During 2018/19 the AMST led several significant changes to the Trust antimicrobial
formulary to support the stewardship agenda.
The AMST is responsible for antimicrobial stewardship through MDT meetings and
stewardship ward rounds. Activities include challenging clinicians to justify prescribing of
antimicrobials
The AMST met monthly. The AMST has a core membership of


Consultant Lead (Antimicrobials)



Paediatric Stewardship Lead



Infection Control Doctor



Lead Pharmacist for Antimicrobial Stewardship



Specialist Pharmacist - Antimicrobials



Lead Nurse and Manager for Infection Prevention and Control



Antimicrobial Audit Assistant



Other members of Antimicrobial Steering Group (ASG) are co-opted into
meetings as appropriate.

AMST members are also members of the Antimicrobial Stewardship Group (ASG). ASG is
a subgroup of the Medicines Management and Therapeutics Committee (MMTC) that
meets every two months, including representatives from CCG and Oxford Health. ASG
advises MMTC regarding antimicrobial formulary applications and checks antimicrobial
guidelines.
AMST is represented at meetings of MMTC and Hospital Infection Prevention and Control
Committee (HIPCC).
During 2018/19 the AMST have supported the implementation of activities related to
reducing the impact of series infections CQUIN. The CQUIN has four parts; three
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specifically consider the management of sepsis patients and the fourth aims to reduce total
antibiotic consumption as well as the use of certain broad-spectrum antibiotics.
There are three parts to the reduction in antibiotic consumption indicator:
(a)
(b)
(c)

Total antibiotic consumption per 1,000 admissions
Total consumption of carbapenems per 1,000 admissions
Antibiotic consumption within the Access group of the AWaRe category in the
WHO Essential Medicines List. This list has three antibiotic categories to
assist antimicrobial stewardship and to reduce antimicrobial resistance.

The targets for each of the indicators are:
(a)
(b)
(c)

2% reduction in total antibiotic consumption per 1,000 admissions compared
to baseline
2% reduction in total consumption of carbapenems per 1,000 admissions
compared to baseline
3% increase in Antibiotic consumption within the Access group of the AWaRe
category in the WHO Essential Medicines List compared to baseline

Data from Public Health England shows OUHFT practice compared to average practice in
England.
Chart 29
Defined daily dose (DDD) of total antibiotic consumption for OUHFT (includes all
inpatients and outpatients) per 1000 admissions is shown below:

Target (2% reduction in total antibiotic consumption) not achieved for 2018/19. However a
reduction in total antibiotic prescribing is noted, and performance against national (England)
prescribing levels is good.

TB2019.91 Infection Prevention and Control Annual Report 2018/19

Page 31 of 41

Oxford University Hospitals NHS FT

TB2019.91

Chart 30
Defined daily dose (DDD) of carbapenems dispensed by OUHFT to all inpatients and
outpatients per 1000 admissions:

Target (2% reduction in total consumption of carbapenems) achieved for 2018/19. This
CQUIN is not being carried forward to 2018/19.
Chart 31
Antibiotic consumption within the Access group of the AWaRe category in the WHO
Essential Medicines List

Target (3% increase in Antibiotic consumption within the Access group) not achieved,
although very good progress was made. Changes in Microguide (Trust antibiotic guideline
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app) were not made until Q3. Improvement were seen in Q3 and Q4, in line with the
changes made to Microguide. This CQUIN is not being carried forward to 2018/19.
The antimicrobial stewardship CQUINS are changing for 2019/20 and reducing antibiotic
consumption will become part of the NHS Standard Contract. Stewardship activities will
continue during 19/20.

Environmental and Estates Issues
An enforcement notice was served on the Trust in December 2018 by the CQC regarding
the condition of the JR theatres.
As a consequence the theatres are undergoing a refreshment to bring them up to an
acceptable standard. The IPC are working closely with the Project team to ensure
standards are maintained during the works.
Isolation Facilities
The Emergency Department (ED) does not currently have a suitable isolation facility for the
assessment of patients with potential High Consequence Infectious Disease (HCID) such
as viral haemorrhagic fever (e.g. Ebola) and other highly transmissible pathogens. The new
Resus building will be open December 2019 and will have an isolation room.
Any patients suspected of having an HCID in the interim will be transferred immediately to
John Warin Ward (JWW).
In the case that a patient will need ICU management they will be managed on JWW as
there are no isolation facilities within ICU . A standard operating procedure (SOP) has been
developed.
A side room has been allocated in case of admission of potential HCID at Horton ED.
Screens will be put in place to close access to the surrounding area of the side room and to
create a protected zone for donning and doffing. A local SOP is under development in
agreement with the Emergency Planning Officer
In May 2018 a patient was admitted with a suspected viral haemorrhagic fever (VHF). The
patient was negative for VHF but the incident highlighted a number of issues in the
management of a patient with a suspected high consequence infectious diseases (HCID).
As a result regular HCID meetings were held to address identified issues and a live action
plan maintained. One key issue is the need to ensure that staff members are trained in how
to use Personal Protective Equipment (PPE) appropriately.


4 senior staff (Advanced practitioners and PDNs) have been trained to become trainers
on Personal Protective Equipment (PPE) donning and doffing at the JR ED. A decision
was made that they would cascade the training to the rest of the team, including
paediatric ED, by incorporating it in the Emergency Planning training. Three training
days with ED are now confirmed to take place in parallel with chemical incident training.
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Training plans for JR-ITU staff are in progress. The plan is for the IPC team to train
senior nursing staff who will subsequently cascade the teaching to smaller teams during
their study days. The IPC team is waiting for confirmation of dates from ITU.



Training for Horton-ED staff is underway with trained staff cascading training to smaller
groups, in liaison with Matron and IPC link practitioner.

As reported to the Health & Safety Committee, the uptake for training for respiratory
protection across the Trust remains low despite promotion by the IPC team and the
Emergency Planning Officer. Following further promotion efforts, 10 training sessions were
delivered over 5 days since September 2018, resulting in nearly 100 newly trained fit testers
across the Trust. The high risk areas such as John Warin Ward, Emergency Department,
and ITU staff were prioritised initially but training has now rolled out to lower risk areas in
the Trust such as Physiotherapy and other ward areas.
Following the training there has been an increase in the number of staff that have been fit
tested across the Trust although numbers still remain low. Training records are being
electronically stored on the eLMS system; however this relies on fit testers informing IPC of
these details, so the records of the numbers of staff with a successful fit test are likely to be
under-recorded. The IPC team will continue to support these fit testers in their role and
explore other ways of improving compliance with fit testing and recording of results.

Remote Units
The IPC team have recently been invited to visit two maternity facilities which are staffed by
OUH midwives but the premises are rented.
Both visits have highlighted similar issues which include:


cleaning of the premises - who does it and how



transferring clinical waste in cars



clinical rooms that are non-compliant with IPC standards



storage of clinical gases

A report has been provided to the users and the Head of Midwifery to be actioned.
Concern about off-site areas was raised at a recent H&S meeting with Head of H&S, Chief
Nurse and key members of the Trust H&SC. Key stakeholders to be identified and a task
and finish group established to identify locations and agree process for compliance survey
programme.
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Water Safety
Ice Machines
The Water Safety Group (WSG) made the difficult decision to remove ice machines which
produce ice for consumption from all areas of the Trust because they are extremely difficult
to monitor and clean. Ice machines can be contaminated with bacteria and other
pathogens which can potentially transmit to patients. This decision was made in November
2018 but there are still a number of ice machines within the retained estate areas of the
Trust plus within the PFI. The PFI providers have not yet been issued with a variation to
contract from the Client Contract office to remove them.
PFI Water Management
The Cancer Hospital at the Churchill site has, since opening, had an ongoing issue with
Legionella positive water samples. This data is presented on a monthly basis to HIPCC by
the Soft Facilities Manager for the Client Contract Team. Long term solution discussions are
being held with the Trust, Ochre and G4S regarding escalating concerns associated with
water quality at Churchill.
Bouygues manage the facilities in the West Wing and Children’s Hospital. The water results
are presented to HIPCC as described above. Concern has been raised by IPC that
Bouygues are not informing the IPC team on receipt of positive samples. The Trust Soft FM
Client Contract Manager has formally written to Bouygues.
No clinical cases of healthcare associated infection with Legionella have been identified in
patients cared for by the Trust.

Decontamination Committee
The Decontamination Committee meets quarterly and covers decontamination in Sterile
Services, endoscopy, decontamination of medical devices and patient equipment cleaning.
This committee reports to the Hospital Infection Prevention and Control Committee.
Update on Decontamination of Heater Cooler Units (HCU) for Cardiac Surgery
At present the Trust does not have a suitable location for the decontamination of HCUs.
The Perfusion team are currently using the sluice facilities in the Trauma unit which involves
pushing the HCU to the Trauma building. These facilities do not have adequate ventilation
or air extraction making the preparation, handling and use of the caustic cleaning solutions
very unpleasant. The Perfusion team have had the process assessed by Health and Safety
and Occupational Health and have access to appropriate PPE but the process of
decontamination remains unpleasant for them. One of the stipulated chemicals is a
respiratory sensitiser, and its handling requires continuous health monitoring for the
perfusion staff and mandatory wearing of full face PPE. The Health & Safety Committee are
aware of the issues.
The HCUs in use at the JR have now been ‘retrofitted’ by the manufacturer to minimise the
risk of aerosolisation of M. chimaera and other water-borne pathogens such as Legionella.
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However, it would be good practice to site the HCUs outside the theatre to further minimise
the risk. This risk is identified on the Cardiac Directorate Risk Register.
As part of the JR theatre refresh a sluice is being converted into a suitable location for HCU
decontamination.
Decontamination of Endoscopes
Endoscopy (includes nasendoscopy) is carried out on the John Radcliffe, Horton General
Hospital and Churchill hospital sites.
A weekly final rinse water Total Viable Count (TVC) test is undertaken on all endoscopy
washers to provide assurance that the rinse water used after the disinfection cycle is free
from microbial contamination and therefore would not pose an infection risk during
subsequent patient use.
The water results are presented to the Decontamination Committee on a quarterly basis
and are reviewed by the Authorised Engineer for Decontamination (AE D).
Results are managed in accordance with guidance provided in Health Technical
Memorandum (HTM) (01-06).
West Wing ENT
Flexible Nasendoscopes are currently decontaminated using the Tristel 3 wipe manual
system. In January 2019 the department commenced a trial of an automated high level
disinfection process using the AE1 (ultraviolet) system. An automated process of
decontamination is considered Best Practice in the Decontamination HTM (01-06). The trial
has gone well and the department are looking to purchase the machine.
Horton ENT & Blenheim Head and Neck, Churchill Hospital
Flexible nasendoscopes are currently decontaminated using the Tristel wipe system.
John Radcliffe Main Endoscopy & West Wing Endoscopy
The JR provides an inpatient and outpatient service to patients undergoing Gastrointestinal
Endoscopy. There are 4 Automatic Endoscope re-processors (AER’s) situated within the
unit and it manages a further 2 AER’s on level 3 of the West Wing.
The AERs in the West Wing are now in need of replacement due to being at the end of their
life span.
The refurbishment of the main JR endoscopy department has been undertaken this year
and is due to open in April. During the period of refurbishment scopes have been
decontaminated in an onsite mobile unit.
Churchill Theatres
The Churchill Hospital uses 3 AER’s (each with 2 “slots”) to decontaminate endoscopes
used by clinical teams within Churchill Theatres, the Churchill site and units external to the
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Churchill, such as NOC theatres and a Urology Clinic held in Bicester. This system differs
from other AER’s used within the OUH in that the scopes are reprocessed and stored within
a “cassette” which can then be transported to where the scope is needed, rather than being
reprocessed through an AER and then being placed in to a drying cabinet at point of use.
Horton General Hospital
The Horton hospital Endoscopy Unit has 3 Wassenburg AERs which each reprocess 2
scopes at a time available.
Sterile Services
The Churchill sterile services department was temporarily closed following a decision by
Trust Management Executive in May 2018 and then permanently closed in July 2018. All
staff are now working at the JR, NOC or Horton sites.
The decision to close was made after a number of non-compliance issues were identified in
the Churchill department during a visit by the Authorised Engineer for Decontamination (AE
D) and IPC. The unit had previously passed external audits.
Following the closure of this department, two incidents around decontamination came to
light involving choledochoscopes and the DaVinci robot.
Decontamination of Choledochoscopes
During a planned visit to sterile services to deliver training the company representative for
Advanced Sterilisation Products (Sterrad machine) noted that 2 additional boosters
(hydrogen peroxide) recommended in order to achieve full sterility of the scopes had not
been implemented. The scopes were removed immediately from use while the situation
was rectified. A Datix was completed. HTM 01-06 ‘Decontamination of flexible endoscopes’
states that because the choledochoscope has to enter sterile tissue, the scope needs to be
provided as sterile. This is achieved with:


a manual cleaning process;



then reprocessing through an Endoscopy Washer Disinfector (EWD);



sterilisation using low temperature sterilisation procedures (for example, ethylene
oxide or hydrogen peroxide).

Our choledochoscopes have been through all 3 stages and had therefore been disinfected,
but for the final stage the correct level of hydrogen peroxide has not been reached. A
review of the patient cohort did not identify any adverse impact of the scope receiving a
lower dose of hydrogen peroxide. The Infection Control Doctor considers the risk to patients
who have undergone a procedure with one of these scopes to be low.
DaVinci Robot
The sterile services department requested DaVinci to visit the unit and provide training for
the staff. The DaVinci team noted that the instruments and scope of the da Vinci system
TB2019.91 Infection Prevention and Control Annual Report 2018/19

Page 37 of 41

Oxford University Hospitals NHS FT

TB2019.91

were not being decontaminated in line with the manufacturer’s guidance. The immediate
action was to remove the scopes and instruments and to review the actions required to
ensure that manufacturer’s decontamination guidance was being followed.
It was identified that for the scopes the disinfection process was being omitted from the
cleaning regime as part of the decontamination process. The only option available to
comply with this is for the scopes to be processed in the washer disinfectors at the NOC but
the manufacturer’s guidance recommends that the scopes are not subjected to temperature
greater than 70 degrees and our washers have a cycle temperature of 90°C. If the washer
temperature is dropped to 70°C, this will dramatically increase the wash time and will put
pressure on the service for the reprocessing of all the other services.
Washing at 90°C raises two potential issues


The warranty of the scopes will be removed



There will be potential damage to the scopes

CSSD, the Infection Prevention and Control/Decontamination Lead and the Authorised
Engineer for Decontamination recognise that this poses a financial risk to the Division
owning the scopes. They are unable to recommend anything than the above solution at
present i.e. washing the scopes at 90°C. No adverse consequence of this increased wash
cycle temperature have been noted.

Recommendation
The Hospital Infection Prevention and Control Committee is asked to note the contents of
this annual report.
Professor Meghana Pandit
Chief Medical Officer
Report prepared by:
Lisa Butcher, Lead Nurse and Manager for Infection Prevention and Control
Katie Jeffery, DIPC and Infection Control Doctor
on behalf of the Infection Prevention Control team
August 2019
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Appendix 1 – a Year in Infection Prevention and Control
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Appendix 2. Annual plan 2019/20
Progress against the Annual Plan is reviewed quarterly at the HIPCC meeting.
Topic
1 Surgical Site Infection
(1) to ensure all surgical specialities are undertaking surgical site surveillance
(2)For all specialities to report rates of SSI to HIPCC and through own Clinical Governance
structure
(3) To work with specialities that have higher rates than national benchmarks to reduce
their rates
(4)To investigate and consider the use of adjuncts (e.g. antimicrobial coated sutures)
(5) to support clinical units taking part in GIRFT. Q1 to focus on Hip & Knee, Foot & Ankle,
adult neuro, gynae & gynae oncology
2 Lines, Tubes & Device Related Infection
(1) To establish rates of CAUTI
(2) Delivery of CAUTI and continence education programme, validation of safety
thermometer data. Hydration Campaign to be launched. To introduce meatus cleaning
with 0.1% chlorhexidine
(3)To have a robust mechanism in place for the monitoring of incidence and rate of CLABSI
in all OUH intensive care settings using the Magnet definition.
(4) To reduce the number of vascular access related bacteraemia
(5) To establish rate of EVD infections and SSI prevention bundle to reduce risk of infection
3 Hand Hygiene
(1) Development of a Dermatitis Action Group by Occupational Health
(2) Glove Use-Campaign to focus on inappropriate glove use and prevent unnecessary
waste
(3)Promotion of Hand Hygiene in patients
4 Gram Negative Bloodstream Infections (GNBSIs) mandate to reduce the number of
healthcare associated GNBSI by 50%, by financial year 2023 to 2024
(1) to review patients were the source is considered to be unknown
(2) To review cohort of patients where gastro intestinal is considered to be the source of
infection
(3) Undertake prospective audit of haematology patients to consider the NICE
recommendation of prophylaxis with a fluoroquinolone during neutropenia
(4) Continue to work with Health Economy for joint approach
5 Information & Education
(1) To develop and improve IPC Information & Education available for staff, patients and
visitors
(2) Investigate the functionality and potential advantages of the Infection Prevention and
Control Cerner module.
6 Screening- to ensure all areas that are required to undertake screening are compliant.
(1) MRSA- ensure that MRSA screening tool is triggering correctly
(2) CPE- to improve compliance from 50% to 80%
7 Preparedness for New and Emerging Pathogens and Winter pressures (Influenza)
(1) Staff preparedness John Warin Ward, maternity ED & ITU(adult and children's services)
(2)Continue to roll out FIT testing to individuals that require this as part of their job.
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8 Antimicrobial stewardship targets
(1) Lower UTI
(2) Prophylaxis in colorectal surgery
(3) antifungal stewardship
9 Hospital Acquired Pneumonia
(1)To gain an understanding of what rates of HAP are within medicine and introduce
interventions to reduce HAP- launch Mouthcare Matters
10 Environmental Issues
(1) To have accurate list of off-site services
(2) For all clinical areas to have annual environmental audit undertaken
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