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Foreword by DIPC & Medical Director — Simon Holmes 

Infection prevention and control is a key safety priority for this Trust. Patients want to be confident that when they come into 

hospital they do not unnecessarily acquire infections that may prolong their stay or affect their outcome.  It is therefore particularly 

pleasing to report that 2015/16 was one of the best years that PHT has had with regard to prevention of hospital acquired 

infections.  There are a number of infection rates (MRSA and C.Diff) that we report nationally and we are proud to say that our rates 

are amongst the very best in the country.  There are also a number of other infections that are clinically significant such as influenza 

and norovirus and once again this hospital has a superb record at preventing outbreaks and reducing risk to patients and families. 

There are a number of infections from organisms that are resistant to conventional antibiotic therapy and this problem is becoming 

recognised as one of the great health risks for mankind.  PHT is screening relevant patients when they come into the hospital aiming 

to reduce the potential impact of these organisms on individuals as well as whole clinical areas.     

These achievements have been made through the vigilance and dedication of the infection prevention and microbiology teams.  

Attention to detail, regular audit, provision of education and ward support are all undertaken to very high standards and done so 

under a strong and caring leadership structure.  Let us hope that 2016/17 will be as successful a year for this team.    

Simon Holmes 

Medical Director & DIPC 
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Executive Summary 

♦ The Trust continues to be compliant with all criteria of the Code of Practice for the prevention and control of healthcare associated infection 

♦ The Infection Prevention Team continue to provide the Trust with a full range of specialist services including; the prevention and 

management of healthcare associated and multi-drug resistant infections, a specialist vascular access service, clinical education and training, 

surveillance, cleaning and decontamination expertise and water quality and safety 

♦ Clinical activity within the Infection Prevention Team increased by 2% in 2015/16 

♦ The Team placed 671 Peripherally Inserted Central Catheters/Midlines, 66 Cannulae and carried out 427 other vascular access related 

interventions in 2015/16  

♦ The Trust had 29 cases of Clostridium difficile infection against an objective of 40 cases, therefore achieving its objective. This was a 27.5% 

reduction on the number of cases assigned to PHT in 2014/15. The Trust continues to perform better than the national average with a rate of 

8.36 cases per 100,000 occupied bed days (national rate 14.94) 

♦ The Trust had 1 MRSA bloodstream infection attributed to the organisation and did not meet the zero tolerance target. This compares with 

two cases the year before. However, the Trust still performed better than the national average for MRSA bloodstream infections by 

occupancy/activity, with a rate of 0.29 cases per 100,000 occupied bed days (national rate 0.87) 

♦ The Trust reported a 30% reduction in hospital attributed cases of MSSA bloodstream infection, compared with 2014/15. The Trust is now 

below the national average for this type of infection with a rate of 7.50 cases per 100,000 occupied bed days (national rate 8.43) 

♦ The Team carried out 392 peer-review NPSA audits in 2015/16, compared with 285 the previous year 

♦ 57.7% of frontline staff received the influenza vaccine compared with 50.6% across England 

♦ The microbiology department continue to oversee the Trust’s prudent antimicrobial prescribing strategy 
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Meet the Team 
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Figure 1. Team structure 

S1: The Infection Prevention Team 

1.1 Team Structure 

In August 2015, the management of the Infection 

Prevention Team (IPT) moved from the Critical 

Care, HSDU, Anaesthesia and Theatres (CHAT) 

Clinical Service Centre (CSC) to the Clinical Safety 

and Quality directorate of Corporate Functions. 

The team remain accountable to the Director of 

Infection Prevention and Control (DIPC) who is 

the strategic lead for the team. The DIPC chairs 

the Infection Prevention Management Committee 

and reports on infection matters to the chief 

executive officer and provides monthly updates to 

the Trust Board as part of the Trust’s quality and 

safety portfolio. Dr Mitchell remained in her role 

as Associate Director of Infection and Patient 

Safety; a role which was commenced in August 

2014. Dr Mitchell also occupies the post of 

surveillance lead, water safety and quality lead, 

decontamination lead and sepsis lead for the 

Trust after the amalgamation of these distinct 

posts in 2010. Dr Wyllie remains in the position of 

Infection Prevention Doctor, as nominated by the 

microbiology department.  

Throughout 2015, the team underwent a number 

of changes to its core structure (figure 1). Debbie 

Keyte was appointed to a substantive post as 

Lead Nurse for Infection Prevention, and Kathryn 

Noble became the Infection Prevention Manager/

Analyst. The team also employed a number of 

new staff members; Fernando Lopes and Natalie 

Simmons joined the Team as Infection Prevention 

Nurse Specialists in May and June 2015 

respectively, and Becci Davis and Chris Ralph 

were employed as Infection Prevention 

Practitioners in April 2015. In April 2015, Sarah 

Cobb was promoted to a Band 3 Infection 

Prevention Practitioner (previously Band 2). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

To strengthen the corporate image of the IPT, the 

uniforms of clinical staff were changed, ensuring 

the IPT logo and job title of all uniformed staff 

was clearly visible. These uniforms have been well 

received, allowing ward staff, patients and visitors 

to identify a member of the team easily. 
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1.2 Awards and Publications 

In 2015, Portsmouth Hospitals NHS Trust (PHT) 

won the HSJ award for improving care with 

technology. This award recognised PHT’s 

contribution to the development of VitalPAC, an 

electronic physiological surveillance system. This 

system has been credited with saving 769 lives at 

two hospitals in a single year. Judges of the 

award hailed it an “excellent, proven 

and user friendly solution”. 

 

 

 

 

 

 

In 2016, Portsmouth Hospitals NHS Trust was one 

of the winners of the CHKS Top Hospitals Awards. 

The award recognises and rewards the best 

performing client trusts across the UK, and is 

based on the evaluation of 22 indicators of clinical 

effectiveness, health outcomes, efficiency, patient 

experience and quality of care. One of the 

indicators is reported C.difficile rate for patients 

aged 2 and over which the IPT 

continues to work hard on to 

deliver within the national average. 

PHT rates for C.difficile continue to 

decrease below the national rate of 

infection as discussed in section 4. 

 

 

In September 2015, the BMJ Quality & Safety 

published an article on the Trust’s work on the 

prevention and management of viral 

gastroenteritis outbreaks. Both the BBC and ITV 

featured the innovative work of the IPT on the 

evening news, and radio.  

1.3 Infection Prevention Management 

Committee 

The Infection Prevention Management 

Committee (IPMC) is the main forum for 

discussion concerning changes to policy or 

practice relating to infection prevention. The 

membership of the committee is multi-

disciplinary and includes representation from all 

CSC’s, senior management and supporting 

organisations, as well as external agencies such as 

Public Health England (PHE) and Clinical 

Commissioning Groups (CCGs). The committee 

meets quarterly and is chaired by the DIPC. 

The IPMC met on four occasions during 2015/16. 

The meetings were well-attended and provided a 

useful forum for discussion on healthcare 

associated infection policy and related policies 

and procedures within the Trust. 
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S2: Registration, Inspection and 

Compliance 

The last CQC comprehensive inspection of Queen 

Alexandra Hospital occurred in February-March 

2015 and was covered in the 2014/15 IP Annual 

Report. There were no non-conformities or 

recommendations relating to Infection Prevention 

or HCAIs in the CQC inspection report and rating. 

The body of the report made reference to the 

high standards of cleanliness and hand washing 

within the Trust.  

The CQC visited Queen Alexandra Hospital in 

February and March 2016 with a focus on the 

emergency care pathway. Some concerns relating 

to infection prevention were identified within the 

Medical Assessment Unit (MAU) however, all 

other areas visited were compliant with infection 

prevention procedures. As a result of the findings, 

the IPT have supported the staff in MAU by 

providing an update to all staff on the basic 

principles of infection prevention and keeping an 

enhanced presence in the unit. These measures 

will continue throughout 2016/17 to ensure the 

improvements are sustained.  

 

 

 

 

The Trust is compliant with National Institute for 

Health and Care Excellence (NICE) quality 

standards and clinical guidelines and the IPT 

continue to complete gap analyses of new 

guidance to provide assurance against these 

standards. The Trust Risk Assurance Committee 

has monitored and approved a risk relating to 

HCAI on the Trust risk register. The risk was rated 

as 12 throughout the financial year 2015/16, 

reduced from 20 the previous year, reflecting the 

reduction in cases of C.difficile. The mitigating 

actions and risk assessments are monitored on a 

monthly basis by the risk assurance committee as 

well as the IPMC.  

The Trust continues to be compliant with all 

ten criteria of the Health and Social Care Act 

(2008) Code of Practice, which was updated 

in July 2015. As part of the reviewed Code of 

Practice, criterion 3 and 4 (accessibility of 

information) were amalgamated, and a new 

criterion relating to antimicrobial 

stewardship was introduced. 

The IPT have reviewed and updated a 

number of policies in 2015/16, and 

developed a number of new policies and 

patient information leaflets. 

In line with Code of Practice, criteria 3 

(accessibility of information), the IPT reviewed all 

of their patient and relative information leaflets, 

and also published one for patients undergoing a 

midline placement. With regards to information 

for staff, the IPT re-designed its Trust internal 

intranet page to allow information to be found 

effortlessly, and 24 hours a day.  The IPT also 

developed new Infection Prevention dashboards 

for CSCs to track their individual CSC 

performance, as well as the overall Trust’s 

position, on a weekly basis. In 2016/17, the IPT 

plan to develop its pages on the Trust external 

internet website to 

enable patients, 

relatives and visitors 

to have the same 

ease of access. 
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S3: Infection Prevention Team 

Activity 

3.1 The Infection Prevention Team 

The Team consists of single and dual-role 

specialist nurses and practitioners in infection 

prevention and or/vascular access. Core functions 

include: 

♦ The prevention and management of healthcare 

associated infections and multi-drug resistant 

infections 

♦ Timely isolation and the enforcement of strict 

transmission precautions for all enteric and 

respiratory pathogens 

♦ The prevention and management of outbreaks 

resulting from uncontrolled transmission of 

infection 

♦ The provision of a specialist vascular access 

service for patients through cannulation or 

placement of Peripherally Inserted Central 

Catheters (PICC) lines or Midlines, which includes 

education and competency assessment of 

practitioners within the Trust 

♦ Act as an expert resource for all vascular access 

i.e., portacaths and Hickman lines etc. 

♦ The surveillance and audit of healthcare 

associated infections including ward surveillance 

for hand hygiene, environmental cleaning, device 

care, the cleanliness of medical equipment and 

surgical site infections 

♦ The education of all substantive and temporary 

staff on hand hygiene, infection prevention and 

relevant aspects of decontamination, clinical skills 

including cannulation, blood cultures, 

phlebotomy and central line handling 

♦ Specialist decontamination services ranging 

from the commissioning of all new and 

refurbished clinical areas, the compliance of 

the theatre ventilation systems and 

compliance of all endoscopy and sterile 

services with the required standards for 

decontamination 

♦ The water quality and safety schedule of 

work to ensure that the quality of water in 

all clinical areas is of the required standard 

♦ Provide an out-of-hours, including 

weekends, specialist advice service on all 

elements of infection prevention and 

vascular access 

♦ Facilitate the data collection and report 

submission in line with the requirements of 

the national Sepsis CQUIN 

♦ Act as an expert resource in 

communicable diseases for the 

Occupational Health Department in the 

assessment, diagnosis and treatment of 

healthcare professionals within the Trust and 

critically assess any impact on patients as a result  

♦ Contribute to the flu vaccine programme 

managed by the Occupational Health Department 

♦ Act as a host for nurses in the Armed Forces, 

providing training to become specialists in 

infection prevention 
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3.2 Team Activity 

During 2015/16, the IPT carried out 

11,990 documented clinical reviews 

of patients (not including the activity within 

the Vascular Access service).  This is an increase 

of 2% compared with 2014/15. 

The proportion of reviews by type followed a 

similar pattern to that of the previous year (figure 

2), although the following were noted: 

♦ The number of influenza reviews increased 

compared with 2014/15 activity. These figures 

only partially represent influenza activity for 

2015/16 since the flu season was late, with peak 

activity running into April 2016 (section 4.6). 

♦ The team carried out fewer C.difficile case 

reviews.  This is in-line with the reduction of 

cases identified within the hospital (section 

4.1). 

♦ There was a small increase in the number of 

reviews for new cases of MRSA. This is not 

unexpected given the increase in admissions 

seen throughout 2015/16. The IPT also 

reinforced the MRSA screening protocol at all 

of their infection prevention teaching sessions. 

 

 

 

During 2015/16, the number of clinical reviews 

conducted by each team member (per year) 

decreased from 2,561 in 2014/15 to 2,398 in 

2015/16 (figure 3). This equates approximately 

to a small reduction of 0.6 clinical reviews, per 

day, per staff member. This reflects the 

addition of two new nurses into the team, 

however, does not take into account the other 

domains within the Team and the activity this 

produces. 
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Table 1. Vascular Access Referrals 

3.3 The Vascular Access Service 

The Team continues to offer an expert and 

comprehensive Vascular Access service to the 

Trust.  This includes: 

♦ The placement of single, double and triple 

lumen PICC lines and Midlines  

♦ The insertion of complex cannulae 

♦ Specialist advice on line selection, placement, 

care and trouble-shooting 

♦ Complex phlebotomy 

♦ Training, education and competency 

assessment 

In 2015/16, the two newest members of the IPT, 

Natalie Simmons and Fernando Lopes, trained to 

become PICC/midline placers. 

During 2015/16, the Team received 

1,599 referrals for intervention or 

assessment (table 1). Although fewer referrals 

were received in 2015/16, the proportion of 

referrals accepted by the IV Team increased by 

3% in 2015/16 compared with 2014/15. Of the 

referrals received, 1,253 (78.4%) were accepted, 

following a thorough vetting process, for 

intervention/advice by the Team. The remaining 

referrals were refused for reasons such as;  

♦ Antibiotics not approved, or for short term 

♦ Patient not suitable/no viable vessel 

♦ Patient refused procedure 

The Team successfully placed 671 

PICC and Midlines, 66 cannulae and 

carried out 427 other interventions in 

2015/16. 

The Team have a line placement success rate of 

93%, predominately using ultrasound guidance 

(figure 4). This is consistent with 2014/15’s 

activity. 
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 2015/16 

Q1 

2015/16 

Q2 

2015/16 

Q3 

2015/16 

Q4 

2015/16 

Total 

2014/15 

Total 

Advice 21 29 22 17 89 153 

Blocked line 19 22 31 31 103 126 

Cannula placement 31 35 33 56 155 96 

Chest X-ray check 5 6 15 15 41 15 

Infected line 3 2 3 2 10 18 

Displaced line 10 4 10 16 40 16 

Guidewire exchange 3 3 4 4 14 30 

Thrombosed vessel 3 2 0 0 5 8 

Leaking line 2 6 3 1 12 19 

Line review 0 0 0 1 1 0 

Phlebotomy 1 5 3 3 12 24 

PICC placement 259 250 262 197 968 1087 

Port access 15 29 24 44 112 44 

Other 9 17 4 7 37 134 

Total Referrals 381 410 414 394 1599 1770 
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3.4 Charlotte’s Story 

Charlotte, 22, from Fareham, has spent most of 
her adult life in and out of Queen Alexandra 
Hospital due to her Diabetes – and even more so 
after she suffered a severe stroke while on the 
ward. 

 

“I’ve been an outpatient at QA for 

several years and in that time have 

dealt with the Infection Prevention 

team on countless occasions. Having 

been diagnosed with Diabetes at the 

age of 17, I was really scared at first 

but the team have been amazing with 

me - teaching me how to take care of 

myself and prevent infection,” says 

Charlotte. 

 

Prior to her stroke in May 2016, Charlotte saw the 
IPT at least twice a week.  

“I first met them in August 2015 

when my veins kept failing and I had to 

be fitted with a portacath. This had to 

be flushed every couple of weeks to 

check everything was ok and flush the 

line through to ensure the dressing 

stayed clean and sterile.” 

 

Charlotte says that since her stroke she has never 
felt like a nuisance to the team. They are available 
to her night and day if she needs them, and are 
more than happy to go out of their way to 
reassure her. 

 

“I can’t thank the team enough for 

what they have done for me.” 

 

 

 

 

 

3.5 Public Engagement 

The IPT participated in a number of events 

attended by the public including; 

♦ Trust Open Day, October 2015 

♦ Love Your Bones, June 2015 

♦ National Nurses Day, May 2015 

For these events, the Team occupied a stand in 

the main atrium to promote infection prevention 

and public health messages. These events are an 

important opportunity to provide information on; 

hand hygiene, influenza awareness, 

environmental cleanliness, viral gastroenteritis, 

and vascular access. The Team also provided 

practical hand hygiene sessions for the public and 

gave away free tottle bottles of alcohol gel. 
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S4: Performance against national 

and local objectives 

The IPT endeavours to prevent a wide variety of 

organisms associated with healthcare infection. 

However, certain organisms are associated with 

more formal surveillance, namely; C.difficile 

infection and bloodstream infections caused by 

MRSA, MSSA and E.Coli. 

4.1 Clostridium difficile 

C.difficile infection continues to be subject to 

national objectives and all toxin positive cases are 

reported via the PHE data capture system. In 

2014/15, PHT ended the year with 40 cases of 

Trust attributed C.difficile against an objective of 

≤ 31 cases. The Trust objective for 2015/16 was ≤ 

40 cases. PHT achieved this with 29 hospital-

attributed cases. 

 

 

 

 

 

 

 

The number of toxin positive samples reported by 

the laboratory in 2015/16 was similar to that 

reported in 2014/15. However, the attribution of 

these cases was again different to the previous 

year (figure 5).  

In 2015/16, Portsmouth Hospitals 

NHS Trust had 29 cases attributed to 

it, therefore, achieving it’s target of ≤ 

40 cases. 

This was a 27.5% reduction on cases attributed to 

PHT in 2014/15. The Trust remains below the 

national average for C.difficile indexed against 

bed day activity (figures 6 and 7).  

The Trust continued to implement a C.difficile 

action plan which was monitored through IPMC. 

Key elements of the plan included: 

♦ Prompt/timely management of C.difficile 

♦ Continued increased surveillance of clinical and 

domestic cleaning  

♦ Increased surveillance of hand hygiene 

compliance and peer-review audit programme 

♦ Upgraded the Hydrogen Peroxide vapour 

decontamination machines 

♦ Carried out root cause analysis of all hospital 

attributed cases of C.difficile 

Root cause analysis of the 29 cases identified the 

following key themes: 

♦ The cases occur in all areas of the Trust but are 

most prevalent in MOPRS and Medicine CSC 

(figure 8) where the patients often have a long 

length of stay, multiple co-morbidities, and 

require multiple courses of antibiotic therapy 
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♦ 2 cases were delayed samples. This includes 

cases where the patient came in with, or started   

having diarrhoea within the first three days of 

admission, but no sample was sent until later in 

the admission (there is a ≥ 72 hour cut-off for 

attribution to acute trust). The delay is sometimes 

due to an assumption that the diarrhoea is 

related to the patient’s condition, rather than 

suspecting infection 

♦ An assumption that the diarrhoea is laxative/

feed related. This was mainly identified from the 

RCAs of MOPRS cases, due to the nature of their 

patients 

♦ Delays in isolation due to a perceived lack of 

available isolation cubicles. The availability of the 

IPT to assess and allocate isolation requirements 

of patients is reiterated at all panels, and is now a 

24/7 service 

♦ Hand hygiene opportunities to be offered to 

patients after toileting and before eating to 

minimise the risk of ingestion of spores 

All hospital attributed cases of C.difficile are sent 

to the PHE reference laboratory for ribotyping. 

Results from PHE indicate no 

predominance of a particular strain of 

C.difficile, or evidence of patient-to-

patient cross-transmission of C.difficile 

strains. 

4.2 MRSA bloodstream infections 

MRSA bloodstream infections continue to be 

subject to national objectives and all positive 

cases are reported via the PHE data capture 

system. The Government adopted a zero-

tolerance approach to MRSA bloodstream 

infections in 2013, and set all Trusts and Clinical 

Commissioning Groups a target of zero cases. 

At PHT all cases continue to undergo a multi-

disciplinary post infection review panel to 

determine the root cause of the bloodstream 

infection, and also highlight and address any 

associated learning.  

During 2015/16, the Trust reported and 

investigated 7 cases of MRSA bloodstream 

infection. The Trust was also involved in the 

investigation of a further 1 case, where the 

blood culture was taken at University Hospital 

Southampton, but involved a PHT dialysis patient.  

Of the 8 cases investigated, 1 was 

attributed to the Trust. This case occurred 

in February 2016 and was deemed ‘avoidable’ by 

expert panel, however, was felt not to be a true 

MRSA bloodstream infection as the patient 

showed no signs of bacteraemia; instead resulting 

from a contaminated blood culture. This 

compares with 2 cases of Trust-attributed MRSA 

bloodstream infection in 2014/15.  

The Trust remains below the national 

average for this type of bloodstream 

infection (figures 9 and 10). 
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Of the remaining 7 cases investigated by the 

Trust, 5 were attributed to the CCG and 2 cases to 

‘third parties’ as the source of infection was 

unclear and unavoidable.  

The Trust has continued to implement and 

monitor a comprehensive Staphylococcus action 

plan, which was initiated in 2013/14. The key 

elements of this plan include: 

♦ Timely admission screening for MRSA and 

robust repeat screening every seven days 

♦ Improving and sustaining high levels of hand 

hygiene 

♦ ‘Right device, right situation’ message for 

indwelling devices 

♦ Timely and accurate record keeping of 

indwelling device insertion and management 

checks and care 

♦ Prompt and timely removal of devices within 

the framework set by national stipulated 

guidance 

♦ Full compliance with asepsis or aseptic non 

touch technique (ANTT) where indicated 

♦ A minimum of 80% compliance with topical 

suppression for emergency admission patients 

across the Trust 

♦ Appropriate use of blood culture packs and 

good aseptic sampling technique 

 

4.3 MSSA bloodstream infections 

Portsmouth Hospitals have traditionally 

performed well against national benchmarking for 

hospital onset MSSA bloodstream infections. 

However, in 2014/15, the Trust saw an increase in 

episodes compared with previous years and was 

above the national average. In response to 

increased levels of MSSA bloodstream infection, 

the IPT implemented a number of interventions. 

These include: 

♦ An increased Trust-wide focus on MSSA 

bloodstream infection monitored through IPMC 

♦ Continued use of BioPatch to reduce catheter-

related bloodstream infections 

♦ Monitoring and promoting the use of Octenisan 

wash; a lotion with anti-staphylococcus aureus 

action to reduce the risk of infection to patients 

♦ Intensified the program of audit for intravenous 

devices (section 5.5) 

The IPT also launched a bespoke cannulation pack 

in July 2015 across the Trust. This has been 

designed to improve procedural compliance and 

to prevent a breakdown in the cannulation 

process, by including all of the required 

equipment in one place. Extensive training has 

been delivered to all grades of doctors, nurses 

and midwives.  
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As a result of these interventions, the 

Trust’s rate of MSSA bloodstream 

infection is now below the national 

average (figures 11 and 12).  

In 2015/16, PHT had 26 cases of hospital 

attributed MSSA bloodstream infection. This 

was a 30% reduction in cases 

reported in 2014/15 (37 cases). 

Root cause analysis of these cases identified: 

♦ 27%, 35% and 50% of hospital attributed MSSA 

bloodstream infections occur by day two, four, 

and seven, respectively (figure 13) 

♦ The bloodstream infections occur in all areas of 

the Trust (figure 14) 

♦ The largest proportion of infections are related 

to indwelling devices and care (table 2) 

The IPT plan to continue these interventions 

throughout 2016/17 and monitor the use of the 

new cannulation packs. 
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Table 2. Source of MSSA % 

Peripheral Venous Cannula 11.54% 

Central Venous Catheter 26.92% 

Wound 11.54% 

Urology 3.85% 

Respiratory 3.85% 

Bone/joint 7.69% 

Skin/soft tissue 15.38% 

Other 7.69% 

unknown 11.54% 
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4.4 E.coli bloodstream infections 

E.coli bloodstream infections continue to be 

monitored and reported via the PHE data capture 

system. The 12-month rolling totals show a slight 

reduction in all cases of E.coli bloodstream 

infection with between 60% and 90% cases per 

month occurring spontaneously in the community 

(pre 48-hour & community samples) (figure 15). 

Benchmarking against other acute Trusts is not 

possible as PHE only publish combined 

community / acute figures for E.coli bloodstream 

infections. However, reports of E.coli 

bloodstream infection have been increasing 

nationally since mandatory surveillance began in 

2012, and are currently part of a national 

surveillance programme by PHE. 

The IPT continue to monitor cases across the 

Trust (figure 16) and carry out mini-root cause 

analysis investigations into specific post 48-hour 

cases in order to identify core themes and 

learning for staff. 

In 2015/16, PHT reported 82 cases 

of post 48-hour E.coli bloodstream 

infection. This was an 11% 

reduction on the cases reported in 

2014/15 (92 cases). 

Analysis of Trust apportioned (post 48-hour) cases 

show that the main cause of E.coli bloodstream 

infection is urinary tract infection, often 

associated with catheterisation (table 3). This 

remains the same as identified in previous years 

and in-line with national data. In 2015/16 a small 

reduction in E.coli cases related to hepatobiliary 

sepsis was seen, whilst a small increase in cases 

related to gastrointestinal tract or indwelling 

devices was identified. 

Prevention of E.coli bloodstream infection 

secondary to urinary tract infection links with the 

IPT’s work on urinary catheter care including: 

♦ Safety Thermometer data validation and 

monitoring 

♦ TEAL audits, including catheter prevalence by 

ward and clinical speciality with the aim of 

reducing inappropriate catheterisations (section 

5.6) 

♦ Participation in the Wessex area Urinary 

Catheter Collaborative period prevalence audit 

♦ Prompting early removal of urinary catheters as 

part of routine practice and clinical assessment 
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Table 3. Source of E.coli % 

Gastrointestinal 9.76% 

Genital tract 1.22% 

Hepatobiliary 13.41% 

Indwelling device 6.10% 

Respiratory tract 3.66% 

Skin/soft tissue 6.10% 

Urinary tract 53.66% 

Other 2.44% 

Unknown 3.66% 
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4.5 Multi-drug resistant Organisms 

The Trust continues to monitor multi-drug 

resistant organisms. However, it is not part of the 

mandatory surveillance to PHE. 

As a result of increased antimicrobial resistance 

seen worldwide, the Trust adapted its screening 

protocol to include all inter-hospital transfers and 

foreign travellers, for gut carriage of organisms 

including Glycopeptide-Resistant Enterococcus 

and Carbapenemase-producing 

Enterobacteriaceae. It is therefore, not surprising 

that the detection of these organisms has 

increased over recent years. The significance of 

this is yet to be determined as nationally there is 

no baseline to benchmark against. 

 

Glycopeptide-Resistant Enterococcus (GRE) 

Enterococci bacteria are frequently found in the 

lower gut of normal healthy individuals. There are 

many different types of enterococci, and only a 

few have the potential to cause infections in 

humans. GRE are enterococci that are resistant to 

glycopeptide antibiotics, such as Vancomycin and 

Teicoplanin. GRE are sometimes referred to as 

Vancomycin-Resistant Enterococci (VRE). 

Since the development of the Trust’s screening 

programme, the number of patients found to be 

colonised with GRE has increased (figure 17), with 

cases being identified in all areas of the Trust 

(figures 18 and 19), rather than just a few 

specialties/wards. For the first time, in 2015/16, 

cases were identified in the Women & Children 

and Head & Neck CSCs (figure 19). Until recently, 

these areas of the hospital have been GRE free. 

Cases of GRE are sent to the reference 

laboratory for typing to determine whether 

strains are closely linked. In 2012/13, the 

PORTPEC strain was first identified within samples 

sent from the Portsmouth population. At first, 

there were only a few PORTPEC strains identified, 

however, with each year, new variants are seen. 

At least 26 PORTPEC strains have now been 

identified in the Portsmouth population. All or 

most of these strains have been identified in PHT 

inpatients. 
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Extended Spectrum Beta-Lactamase (ESBL) and 

Amp-C Producing Organisms 

ESBL and Amp-C are enzymes that have 

developed resistance to some antibiotics. Some 

bacteria produce these enzymes, which can make 

treating infections more difficult as antibiotic 

treatment choice is limited. 

The national prevalence of these bacteria has 

increased continuously over the last few years. In 

April 2014, the laboratory testing and reporting 

regimen changed to include improved tests for 

Amp-C producing organisms, resulting in a 

significant rise in detected and reported isolates 

(figure 20). However, the increase in incidence of 

Amp-C producing organisms is not solely 

attributable to improved detection rates. PHT 

along with the rest of the UK is seeing a sharp 

increase in the numbers of patients presenting 

with these types of infections; some of which are 

very difficult to treat and manage in the hospital 

environment. 

 

Carbapenemase-producing Enterobacteriaceae 

(CPE) 

The Trust continues to implement the toolkit 

published by PHE on the early detection, 

management and control of CPE. As a result of 

the enhanced screening programme, 2 inpatients 

were identified to be carrying CPE in 2015/16.  

 

 

 

 

 

 

 

 

 

Both patients were well and the organism did not 

result in infection requiring treatment. 

Precautions were taken to minimise the risk of 

transmission to other patients and the 

environment. As per the toolkit, an outbreak 

meeting with PHE was held. Whereby screening 

of contacts and equipment was necessary, no 

onward transmission was found.  

In 2016/17, the IPT will continue the enhanced 

screening programme which includes all inter-

hospital transfers and those who have recently 

received treatment in a foreign hospital. It is likely 

that we will identify more patients who are 

colonised with CPE in the future. 

 

 

 

4.6 Influenza 

The IPT continued to play a key role in preparing 

for, and managing influenza in 2015/16, including: 

♦ Chairing the Influenza Planning Committee 

♦ Working with the Operations Team to plan 

patient flow 

♦ Managing patient tests and isolation 

requirements 

♦ Assessing patients with influenza-like illness 

♦ Encouraging influenza vaccination uptake 

amongst healthcare workers 

♦ Working with emergency planners to ensure 

the Trust has a robust winter flu plan 

The IPT provided fit testing of 

respirator masks to over 400 staff 

members, including 7 champions who 

were trained to cascade the training 

throughout the Trust on behalf of the 

team.  

Emergency influenza boxes were also prepared by 

the IPT and distributed to 11 locations around the 

Trust. These included stock items such as; 

respirator face masks, gloves, aprons, throat 

swabs, and management guides and algorithms, 

for quick and easy access for staff.  
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These boxes were well received and will be 

redeployed ahead of the 2016/17 season. 

 

 

 

 

 

 

 

 

Moderate levels of influenza activity were seen 

in the community in the UK in 2015/16, with 

influenza A (H1N1) the predominant virus 

circulating for the majority of the season, 

peaking late in week 11 of 2016, and influenza B 

peaking afterwards. 

The impact of A(H1N1) was predominantly seen 

in young adults, with numerous outbreaks in 

hospitals. Levels of excess all-cause mortality 

were significantly lower than last flu season, 

however, some excess mortality was seen in 

younger adults. Peak admissions to hospital and 

ICU were higher than seen in previous flu 

seasons, but lower than the pandemic season in 

2010/11. The UK reported that the majority of 

circulating A (H1N1) strains was antigenically 

similar to the 2015/16 vaccine strain. 

990 flu tests were performed in the trust 

between January and the end of April 2016. Of 

these 288 were positive, with activity peaking at 

week 12, in line with the activity seen nationally 

(figure 21).  

The majority of cases were influenza A (H1N1) as 

per the national picture (figure 22). 

 

 

 

 

 

 

 

 

There was a strong commitment from the IPT to 

the flu vaccine campaign with members of the IPT 

training to become vaccinators. A vaccine clinic 

was piloted by the IPT in the main atrium of the 

hospital. 

In just a few hours, 50 staff members 

had received the vaccine either on the 

way to their shift, or on their way 

home.  

 

 

 

 

 

 

Due to the success of the piloted vaccine clinic, 

the IPT are planning to repeat this again in 

2016/17. 

Vaccine uptake deteriorated nationally in 

2015/16 with 50.6% of frontline staff receiving 

the vaccine in England, compared to 54.9% in 

2014/15 (figure 23). Performance at PHT also  
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reduced with 57.7% of frontline staff receiving the 

vaccine, compared with 62% the previous year.  

New initiatives will be sought in 2016/17 to 

encourage staff to receive the vaccine, and enable 

the Trust to achieve the new national CQUIN 

around vaccine uptake. 

 

4.7 Outbreaks of Infectious 

Gastroenteritis 

The Trust continues to monitor suspected cases 

of infectious gastroenteritis, including Norovirus, 

and reports any outbreaks to PHE via the Hospital 

Norovirus Outbreak Reporting System (HNORS). 

In order to capture the winter peak of norovirus 

activity in one season, for reporting purposes, the 

norovirus season runs from week 27 in year 1 to 

week 26 in year 2. 

During 2015/16, there were 480 (858 [2014/15]) 

reported hospital outbreaks in England. Of these, 

469 (808 [2014/15]) resulted in ward/bay closure 

or restrictions to admission and 361 (584 

[2014/15]) were reported a laboratory confirmed 

Norovirus. Within the locality of Hampshire, 

Dorset and the Isle of Wight, there were 28 (44 

[2014/15]) hospital outbreaks. As reporting of 

Norovirus is voluntary, this is likely to be a 

significant under representation of viral 

gastroenteritis in hospitals. 

Portsmouth Hospitals NHS Trust had one ward 

closure due to infectious gastroenteritis in 

2015/16 (week 11, 2016). The ward was closed to 

admissions for a short period of time, as a 

precaution however, only one bay was affected. 

The IPT continues to provide the Trust with a 24-

hour, 7 day a week infection prevention service 

which includes the detection and management of 

potentially infectious cases of diarrhoea and 

vomiting. This service ensures continuity of advice 

and management throughout the week and 

improves assessment of symptomatic patients 

outside normal working hours, which has been 

shown to significantly reduce the number of 

overnight/weekend ward closures.  

The team continue to use IPC Manager, a bespoke 

software system that incorporates a ‘real-time’ 

diarrhoea and/or vomiting outbreak surveillance 

system, to detect cases of diarrhoea or vomiting 

entered at ward level by clinical staff as part of 

routine observations. This allows the IPT to 

review and intervene in single cases before an 

outbreak occurs. 

In September 2015, the BMJ Quality & Safety 

published an article on the Trust’s work on the 

prevention and management of viral 

gastroenteritis outbreaks. 
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S5. Surveillance 

5.1 Cleanliness: National Patient Safety 

Association (NPSA) Peer Review Audits 

All wards carry out monthly self-audits of 

compliance whilst the IPT carry our peer review 

audits for assurance. The IPT continues to compile 

all the audits carried out across the Trust and 

monitors the submissions to ensure that the self-

audited scores are a true reflection of what is 

found. Wards are encouraged to audit a good 

proportion of the ward/area, rather than a couple 

of rooms, and to audit everything in the room, 

rather than picking out only a few items, as this 

can skew the audit result. Any areas felt to be 

struggling with either the audit submission or the 

compliance with the audit receive training and 

support by the IPT. 

On average, the self-audits scored 97.06% 

compliance (figure 25) which is similar to the 

previous year’s average. Again, Emergency 

Medicine CSCs compliance percentage is lower 

than that reported by other CSCs, however, there 

are fewer departments within the CSC to submit 

audits. As a result, the average compliance is 

skewed if an audit result is low. To rectify this, we 

would like to encourage the Assessment Medical 

Unit (AMU), which is a large department with a 

vast patient turnaround,  to break down their 

audits into each area (i.e., Red, Orange etc.).  This 

would also allow easier monitoring of 

compliance and resolution of any issues 

identified.  

For additional assurance, the IPT carries out 

quarterly peer-review audits across all clinical 

wards and departments.  The cleanliness of 

the clinical environment has been a 

key part of this year’s annual plan, 

and as a result, the IPT carried out 

392 peer review audits, in addition 

to the self-audit programme. This is an 

increase from 285 in 2014/15. The main focus for 

the Team was to reduce the ‘red’ or 

‘unacceptable’ scores (audits scoring below 85%) 

thus improving compliance.  An increase in 

‘unacceptable’ audits was noted in quarter 1, and 

therefore, the IPT escalated the audit programme 

to ensure that an intensive support programme 

for any areas scoring below 90% was 

commenced. The areas would also continue to 

receive fortnightly re-audits until a sustained 

improvement was noted.  

Throughout the year, there was an 85% 

reduction in areas scoring less than 

85%; from 31.25% to 4.64% (figure 

26). 

The cleanliness of the clinical environment will 

remain as a key priority for 2016/17 as it is crucial 

in assisting the Trust with control of infections 

such as C.difficile, Norovirus and multi-drug 

resistant organisms. 
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5.2 Hydrogen 

Peroxide 

Decontamination 

Service 

The IPT continues to operate an in-house 

hydrogen peroxide decontamination service. This 

involves spraying a hydrogen peroxide vapour 

into a room or area following domestic and 

clinical cleaning to kill all forms of vegetative 

bacteria, bacterial spores, fungi, fungal spores 

and viruses. The advantages of hydrogen 

peroxide vapour is that it is effective, gets to 

difficult to reach surfaces and once complete, 

precipitates into harmless oxygen and water.  

The in-house hydrogen peroxide decontamination 

service focuses on cleaning rooms following 

exposure to: 

♦ Clostridium difficile 

♦ Glycopeptide-resistant Enterococcus 

♦ Carbapenemase-producing Enterobacteriaceae 

♦ Acinetobacter 

♦ Viral Haemorrhagic Fever (Ebola) 

♦ Estate maintenance i.e., Sprinkler upgrades, 
Theatres 

 

 

 

 

 

 

The IPT have recently upgraded their 

Bioquell Q10 machines to the new BQ50 

machines. These machines provide a 

quicker cycle allowing for a cubicle to be 

decontaminated in under 2 hours. This 

alongside regular liaison with the operations 

centre and flow managers facilitates 

improved patient flow, and therefore, 

reduces the amount of time a cubicle is 

unavailable for use. 

5.3 Patient-Led Assessment of the Care 

Environment (PLACE) 2015 

The aim of PLACE assessments is to provide a 

snapshot of how organisations are performing 

against a range of non-clinical activities which 

impact on the patient experience of care.  

Portsmouth Hospitals scored 

consistently above the national average 

for all aspects of the PLACE 2015 

assessment (figure 27).  

The Trust improved its Food and Hydration 

assessment score for 2015 compared with 2014. 
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5.4 Hand Hygiene 

During 2015/16, the Trust continued monitoring 

hand hygiene compliance in clinical areas with 

monthly self-assessment hand hygiene audits.  

The current tool incorporates a number of factors 

including the proportion of opportunities for hand 

hygiene taken, technique, naked below the elbow 

and use of personal protective equipment. 

On average, all areas scored above 90% 

compliance with the Trust achieving 

97% compliance overall.  

This is consistent with 2014/15. Care should be 

taken when benchmarking these figures as direct 

observation of healthcare workers, either by ward

-based staff or peer review, is known to induce 

changes in behaviour and inflate compliance, due 

to their awareness of being observed (Hawthorne 

Effect). 

For assurance, the IPT began a peer-review audit 

programme of hand hygiene and PPE-use 

compliance. Initial audits showed a discrepancy 

between self-reported and peer-reported scores 

of compliance. Therefore, the IPT chose to 

intensify the teaching programme; ensuring that 

a practical hand hygiene session was included on 

a variety of teaching sessions provided by the 

team.  

Between April-August 2015, 

approximately 800 staff received 

hand hygiene education. The hand hygiene 

peer-review audit programme re-commenced in 

September 2015.  

62 peer-review audits were carried out 

between September 2015—March  

2016. 

Following the intensive teaching programme, 

audits scoring below 85% continued to decrease 

throughout the year, and the proportion of 

audits scoring 95% and above 

increased to 39% (figure 29). Any staff 

members practising incorrect hand hygiene 

technique are addressed at the time of the 

audit.   

Hand hygiene will remain as a key priority for 

2016/17. The IPT intend to: 

♦ Continue the peer-review audit programme 

♦ Continue to provide a practical hand hygiene 

session at all Infection Prevention updates and 

inductions 

♦ Reinforce the importance of patient hand 

hygiene opportunities, especially prior to 

eating and after toileting 

♦ Look at installing more Pure Hold hygiene 

handles in public locations within the hospital. In 

2013, the IPT helped develop and trial these door 

handles, which are currently situated in eight 

places within PHT and is widely used in industry 

and other hospitals in the UK and USA 
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5.5 TEAL Audits (Intravenous Access 

Devices) 

The IPT continued its targeted programme of 

device monitoring through TEAL (Training, 

Education, Audit & Liaison) audits throughout 

2015/16. These clinical audits provide 

quantitative data on indwelling devices, including 

indication, insertion procedure and the on-going 

standard of care for feedback to ward areas and 

CSCs as part of quality monitoring. 

During 2015/16, the IPT audited 

912 patients and 374 intravenous 

access devices, inserted across a range 

of areas for a variety of indications 

(table 4). 

Key findings include: 

♦ 90% were peripheral venous cannulae. 

This is consistent with 2014/15 

♦ Intravenous devices were most commonly 

inserted for fluids, medications and 

antibiotics (figure 30). It was not possible to 

determine the reason for insertion for 11% 

of the devices audited, however, this is an 

improvement compared with the 2014/15 

audit results (28% unknown) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

♦ 38% of devices were recorded on VitalPAC by 

the person who placed the device. This has 

improved by 6%, but further improvement is 

required 

♦ 93% of devices were in date (not overdue 

removal). This has reduced from 96% in 2014/15 

indicating the increasingly complex nature of 

patients’ vascular access, and the difficulties in 

siting alternative access when a device expires, 

and often the duration of therapy does not 

require a more permanent device 
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Table 4. Indwelling device TEAL audit results 2015/16 2014/15 2015/16 

Number of wards audited 18 35 

Number of audits completed 18 52 

Number of patients audited 215 912 

Number of IV devices audited 132 374 

IV Device Prevalence (%) 57.67% 38.60% 

% IV devices with insertion details documented 85% 88% 

% IV devices with an appropriate reason for insertion documented 72% 89% 

% IV devices with on-going care documented in the 24hrs prior to audit 68% 67% 

% IV devices still clinically indicated at time of audit 68% 81% 



 

 

  26 

The TEAL audits have identified that device care 

has improved or been sustained compared with 

the previous year’s audits.  

♦ The proportion of patients who had a 

device in-situ has reduced from 58% 

(2014/15) to 39% (2015/16). This 

indicates that staff are only inserting devices 

when they are clinically required, and are 

removing them when they are no longer needed. 

This improvement is due to a number of 

interventions made by the IPT, such as; the re-

validation of nurses competencies, the healthcare 

support worker competency in cannula care, and 

also ensuring that ward staff have the appropriate 

VitalPAC access in order to monitor and 

document vascular devices 

♦ 81% of devices were still clinically indicated; an 

improvement of 13%, from 68% in 2014/15. This 

supports the fact that staff are removing devices 

when they are no longer clinically required 

♦ 67% of devices had on-going care documented 

in the previous 24 hours; consistent with 68% in 

2014/15 

♦ The proportion of devices with clean and 

healthy entry sites increased from 96% in 

2014/15 to 97% in 2015/16 

♦ The proportion of devices correctly labelled 

with the insertion date improved 3%; from 77% in 

2014/15 to 80% in 2015/16.  

Overall, the IPT has identified a 

significant improvement in the care 

and management of indwelling devices. 

This is largely due to the interventions 

implemented by the IPT, outlined in section 

4.3, and the Trust-wide focus on reducing line 

related infections. 

 

5.6 TEAL Audits (Urinary Catheters) 

Since 2012, the IPT have audited urinary catheter 

care as part of the TEAL programme. Since the 

rate of catheter-associated urinary tract infection 

(CAUTI) was below the national average in 

2013/14, it was decided to scale back the 

intensive audit programme unless CAUTI reports 

were felt to be increasing. The IPT continues to 

validate the monthly Safety Thermometer data 

submissions to monitor reports of CAUTI. 

During 2015/16, the IPT audited 273 

patients and 57 catheters (table 5). 
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Table 5. Urinary Catheter TEAL audit results 2015/16 2014/15 2015/16 

Number of wards audited 9 14 

Number of patients audited 254 273 

Number of Urinary Catheters audited 42 57 

Urinary catheter Prevalence (%) 16.54% 20.88% 

% Urinary catheters with insertion details documented 69%* 87%* 

% Urinary catheters with an appropriate reason for insertion 
documented 

76% 79% 

% Urinary catheters with on-going care documented in the 24hrs prior to 
audit 

67% 60% 

% patients, with a urinary catheter in-situ, on treatment for a catheter 
associated urinary tract infection 

4.8% 5.3% 

*of those catheters inserted within Portsmouth Hospitals NHS Trust    
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Key findings include: 

♦ 21% of patients audited had a urinary catheter 

in-situ 

♦ The largest proportion of urinary catheters 

were inserted for acute urinary retention (figure 

31). This is consistent with 2014/15 

 

 

 

 

 

 

 

 

 

 

 

♦ The appropriateness of catheterisation has 

improved 3%; 79% urinary catheters had an 

appropriate reason for insertion documented. 2 

of the catheters without initial insertion 

indication were inserted pre-hospital admission 

♦ Documentation of catheter insertion has 

improved 18%, from 69% in 2014/15 to 87% in 

2015/16. 

♦ Further improvement in the documentation of 

on-going care is required, as this has reduced by 

7%. 

♦ The rate of CAUTI remains below the national 

average. This is supported by the monthly Safety 

Thermometer data submission. 

 

5.7 Surgical Site Infection Surveillance  

The IPT carries out surgical site infection 

surveillance (SSIS) on behalf of the Trust, and 

reports the findings to PHE. The service provides 

national data for use in benchmarking rates of 

SSI, which allow hospitals to review or change 

practice as necessary. The service currently 

supports both the mandatory surveillance of SSI 

in 4 categories of orthopaedics and voluntary 

surveillance in 13 categories of surgical 

procedures. 

As part of the mandatory element, the IPT carried 

out surveillance of Total Knee Replacements in 

April-June 2015 (table 6). During this time, 214 

operations were carried out, with 1 patient 

developing a surgical site infection. The national 

average benchmark for infections identified in 

inpatients/on readmission was 0.7% therefore, 

the Trust was below the national benchmark for 

this type of infection (0.5%). 

During Oct-Dec 2015 and Jan-Mar 2016, the IPT 

carried out voluntary surveillance of Large Bowel 

Surgery (table 6). Of 81 operations carried out in 

Oct-Dec, 6 patients developed an infection, 

therefore the Trust’s rate of SSI was 7.4%, against 

a national average benchmark of 12.0% for 

infections identified in inpatients/on readmission. 

The Trust was also found to be below the national 

benchmark rate for the period Jan-Mar 2016. In 

this period, 91 operations were carried out, with 

3 patients developing a SSI (3.3%). The national 

benchmark for this type of infection in quarter 4 

was 11.7%. 

The IPT plan to extend it’s surveillance of the 

orthopaedic categories throughout 2016/17. 
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Table 6. Operations and Surgical Site Infections  Apr-Jun 2015 
Total Knee Replacement  

Oct-Dec 2015 
Large Bowel 

Jan-Mar 2016 
Large Bowel  

    Portsmouth Hospitals All hospitals Portsmouth Hospitals All hospitals Portsmouth Hospitals All hospitals 

Operations Total no. 214 120,875 81 11,506 91 11,617 

No. Inpatient/readmission 1 795 6 1,379 3 1,360 Surgical Site Infection  

% infected 0.5% 0.7% 7.4% 12.0% 3.3% 11.7% 
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S6: Training Activity 

6.1 Education and Training 

Staff education is one of the core functions of the 

IPT. On average, around 5,000 staff members are 

trained per year across a variety of sessions, 

including; 

♦ Quality and Safety Training 

♦ Setting Direction Induction Training 

♦ Junior Doctors Induction 

♦ Cannulation Study Day 

♦ IV Study Days 

♦ Medicine and MAU development days 

♦ NICU essential updates 

♦ Infection Prevention for Healthcare support 

workers 

♦ Link advisors 2 day course 

♦ Link advisors meetings 

♦ IV updates—overseas nurses 

♦ Clinical skills for medical students 

♦ Carillion Patient Services Assistants and 

Portering mandatory training 

♦ Phlebotomy workshops 

♦ Nutrition steering group workshops 

♦ Respirator mask fit testing 

♦ Military assistants—cannulation and 

phlebotomy 

♦ Clinical practical sessions for FY1 

♦ Infection Prevention for overseas nurses 

♦ Maternity updates 

♦ Paediatric mandatory training 

♦ IV competency updates for external 

organisations 

♦ Infection prevention update for audiology 

♦ Tissue Viability Study Day 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

In addition to these study days, the IPT receives 

numerous requests per month for bespoke 

sessions tailored to a ward/department or CSC’s 

needs. These include topics such as; 

♦ Line care 

♦ Dressings 

♦ Competency assessment 

♦ Portacath access 

♦ Cannula removal 

♦ Identification of different types of line 

♦ Decontamination of the environment and 

equipment 

♦ Hand Hygiene 

♦ Personal Protective Equipment (PPE) Use 
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Feedback from these sessions remains positive 

with course content satisfaction being rated as 

good or excellent by at least 91% of staff 

undertaking the following courses: 

♦ Intravenous Therapy (91%) 

♦ Peripheral Venous Cannulation (97%) 

♦ Phlebotomy (98%) 

 

 

 

 

 

 

 

 

 

 

 

6.2 Link Advisors 

Infection Prevention Link Advisors are a 

fundamental part of infection prevention within 

the Trust, acting as role models in clinical areas 

and providing information to colleagues. In 

2015/16, the IPT ran two full training courses to 

prepare new link advisors, and to update those 

already in the role. Two additional ‘meeting 

dates’ were held to provide a two hour session 

for topical education, discussion and feedback.  

 

 

 

 

 

 

 

 

 

 

 

 

 

One of the hot topics for 2015/16 was cleaning 

and decontamination, and this was reiterated at 

all study days and meetings. A practical audit 

session was included on both training courses to 

better enable the link advisors to submit accurate 

and reliable NPSA audits. This allows us to 

monitor the Trust and ensure resolution of issues 

in a timely fashion. 

Other training topics for link advisors included: 

♦ The role of the link advisor 

♦  Norovirus 

♦  Multi-drug resistant organisms 

♦  Staph aureus inc. MRSA 

♦  Clostridium difficile 

♦  PHT objectives 2015/16 

♦  Octenisan & Suppression 

♦  Isolation & PPE 

♦  Intravenous device care 

♦  Sharps safety 

♦  BioPatch 

♦  FFP3 fit testing 

♦  Audits 
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“Patient care was 

valued a lot in this 

training and their 

safety was put first” 

“The instructor was 

enthusiastic and put the 

group at ease whilst ensuring 

individuals were competent” 

“Excellent training, I feel much 

more confident now” 

“...it gave me more 

confidence” 

“Very good, there were 

good visual aids…I felt I 

learnt a lot” 
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S7: Decontamination and Water 

Safety and Quality 

7.1 Decontamination 

The Hospital Sterilisation and Disinfection Unit 

(HSDU) processed  175,540 trays of surgical 

instruments during 2015/16, up from 170,424 in 

2014/15 (figure 32). The HSDU continues to 

demonstrate compliance with the requirements 

of ISO 13485:2003 and the Medical Device 

Regulations to ensure that they are providing 

decontaminated medical devices that are fit for 

purpose. For assurance, the HSDU receives six-

monthly external accreditation visits by the 

standards organisation, The British Standards 

Institution. During 2015/16, the HSDU received 

assessments in September 2015 and March 2016, 

and a further unannounced audit in November 

2015. 5 minor non-conformities were 

raised throughout the 3 visits. 

 

 

 

 

The product conformity data (error 

rate) shows that during 2015/16 the 

quality key performance indicator for 

the service was achieved (figure 33). The 

objective was to keep all errors below 1%. 

 

7.2 Endoscopy 

In the last year, the operational integrity of the 

Trust’s three endoscopy decontamination hubs 

has been greatly compromised (figure 34). This is 

due to continuous problems relating to: 

♦ The microbiological quality of the final rinse 

water in the automatic endoscope reprocessing 

units 

♦ The failure of the existing Reverse Osmosis 

units to provide an uninterrupted supply of sterile 

water 
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♦ Technical failures of the equipment 

This has resulted in delays and cancellations of 

patients, some of who are on time critical care 

pathways e.g., cancer waiting lists, 18 weeks, and 

bowel screening programmes. The IPT, along with 

the Development Team, has sought to support 

both Carillion and the service providers to enable 

a quicker turnaround time for faults to be 

rectified. The Lancer automatic endoscope 

reprocessing units continue to be serviced every 

three months to proactively prevent failures. 

 

 

 

 

 

 

 

 

7.3 Decontamination Committee 

The Decontamination Committee met 5 times in 

2015/16. The group addressed a number of 

important decontamination issues relating to 

cleaning schedules and products, theatre 

ventilation, endoscopy water quality and the 

decontamination of medical devices. The group 

reports into IPMC for governance purposes. 

 

7.4 Water 

The Water Safety Group met 4 times in 2015/16. 

The Trust’s PFI Service Provider continues its 

program of improvement works on the domestic 

water system. The Contractor maintains the large 

domestic water systems in line with the HSE L8 

Approved Code of Practice (incorporating HSG274 

(2014)) achieving consistent flow and 

temperatures within the system. A system 

balanced in this way maintains confidence in its 

ability to deliver quality water. 

The following works have now been completed 

and reported at the Water Safety Group: 

♦ Water shutdown occurred in April 2015, to 

enable softened water to be provided to a part of 

the site. The shutdown went without any issues. 

♦ The Water Safety Policy was written and issued 

♦ Renal Dialysis water treatment plant was 

replaced as part of the PFI Life Cycle Programme 

♦ The alterations and improvements to water 

distribution systems in the retained estate was 

completed. 

♦ Disused wall mounted humidifiers installed in 

the new building were removed 

♦ The PFI Service Provider engaged a Consultant 

to carry out a whole site survey and risk 

assessment; findings from the assessment are 

being addressed 

♦ A joint water sampling programme has been 

drawn up, which has provided good results. PHT 

and CSL intend to continue with a sampling 

programme 

♦ Water treatment for Endoscopy disinfection 

equipment has suffered repeated quality issues 

and a trial of an alternative system is underway. 

Depending upon the outcome, it is proposed to 

roll out the alternative to all Endoscopy  units. 

♦ The Trust has engaged an external advisor to 

assist in the preparation of a Water Safety Plan as 

recommended in the Department of Health 

Guidance HTM-04-01 (2016). 
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S8. Prudent Antimicrobial 

Prescribing 

Report compiled by Dr Sarah Wyllie, consultant 

medical microbiologist and Infection Control 

doctor, and Adel Sheikh, Trust antimicrobial 

pharmacist with the support of the consultant 

microbiology team. 

8.1 Antimicrobial Prescribing 

Antimicrobial prescribing within Portsmouth 

Hospitals NHS Trust is monitored and managed by 

the Antimicrobial Management Group (AMG) 

who report to the Trust Formulary and Medicines 

Group and to the Infection Prevention 

Management Committee. The AMG meet 

quarterly. 

The purpose of the AMG is to: 

♦ Manage safe, effective and economic use of 

antimicrobials within the Trust 

♦ Ensure that evidence-based local antimicrobial 

guidelines are in place, are being adhered to and 

are reviewed regularly 

♦ Ensure regular auditing of the guidelines, 

antimicrobial stewardship practice and quality 

assurance methods 

♦ Regularly report the organisation’s 

retrospective antibiotic consumption data 

(especially highlighting the uses of broad 

spectrum antibiotics such as pip/taz, quinolones 

and carbapenems) 

♦ To ensure compliance with criterion 3 and 9 of 

The Heath and Social Care Act 2008: Code of 

Practice on the prevention and control of 

infections, updated in March 20151 

♦ To support and adhere to the DH antimicrobial 

guidance “Start Smart, then focus”2 

♦ Prepare for the new national CQUINS around 

antimicrobial stewardship being launched in April 

2016 from NHS England 

 

8.2 Key developments in 2015/16 

♦ Completion of the development of and 

antimicrobial e-learning package. Designed for 

junior doctors and pharmacists, to help develop 

their understanding of prescribing and reviewing 

patients on antimicrobials. The package is to be 

ready for use by the new doctor’s intake in 

August 2016. 

♦ A new gentamicin drug chart has been designed 

and piloted on the MOPRS wards. The pilot to be 

completed by July 2016 and if successful to be 

implemented trust wide by September 2016. 

♦ Appointment of a new consultant 

microbiologist, Dr Ruan Simpson, due to 

commence in August 2016 

♦ Introduction of carbapenem-sparing agents 

including Fosfomycin and Temocillin 

 

8.3 Antimicrobial Usage and 

Expenditure 
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Table 7. Top 5 Antibiotics in £  

Benzylpenicillin 152,576 

Linezolid 129,606 

Piperacillin & Tazobactam 100,509 

Co-amoxiclav 68,921 

Meropenem 56,519 

Flucloxacillin 37,399 

Ertapenem 36,796 

Table 8. Top 5 Antifungals in £  

Posaconazole 369,842 

Amphotericin 243,117 

Caspofungin 90,048 

Voriconazole 49,719 

Micafungin 24,063 

Fluconazole 8,343 
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Figure 35. Piperacillin/Tazobactam use over last 5 

years in DDD’s 

Figure 36. Meropenem use over last 5 years in 

DDD’s 

 

8.4 Antimicrobial 

Prescribing audits 

Point Prevalence study 2015 

The results of the annual point 

prevalence study in June 2015 

were encouraging in that a further 

small reduction in inappropriate 

prescribing was seen.  Overall the 

proportion of inappropriate 

prescriptions was 8.8%, a fall of 

0.1% from 2014.  The proportion 

of inappropriate prescriptions for 

treatment was 7.4% with 21% of 

prophylaxis prescriptions deemed 

inappropriate. This proportion of 

inappropriate prescriptions for 

prophylaxis post-operatively has 

been fed back to the surgical 

teams involved. 

 

Antifungal audit 2015/16 

The audits aims and objectives: 

♦ To assess prescribers’ 

compliance to guidelines and 

review the need to devise more 

specific guidelines in view of the 

increasing fungal infections. 

♦ To identify the area(s) of 

inappropriate antifungal prescribing using a set of 

five standards. 

 

The results concluded that 89% of all 

prescriptions were clinically indicated. 51% were 

appropriately documented, 97% were prescribed 

by the appropriate route and from all the 

prescriptions reviewed there were 29 missed 

doses.  

There are clear areas where no guidelines are 

currently available and work needs to be done to 

expand PHT antifungal guidelines. More 

education is needed for our prescribers regarding 

the importance of clear documentation and 

nursing education is also required about the 

importance of not omitting doses of antifungals 

and antibiotics as this can severely delay the 

patients recovery and therefore their inpatient 

stay. 

 

Empirical antibiotics for patients with sepsis 2016 

A 3 month audit of the bacteraemic patients from 

the emergency corridor including the Emergency 

Department (ED), Medical Assessment Unit 

(MAU) and Surgical Assessment Unit (SAU) found 

that of 1906 sets of cultures taken, 240 (12.6%) 

were culture positive. The vast majority of 

positive blood cultures were from ED.  
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Of the positive cultures 40% yielded a Gram 

negative bacterium, 37% yielded a culture likely 

to reflect skin contamination and 23% yielded a 

Gram positive bacterium.  The most common 

Gram negative isolate was Escherichia coli and 

the most common clinically significant Gram 

positive isolate was Streptococcus pneumoniae.  

The empirical combination of Co-amoxiclav plus 

Gentamicin would be effective in 136 of 139 

(97.8%) bacteraemic patients.   

 

8.5 Audit plan for 2016/17 

♦ Annual trust wide point prevalence study in 

June 2016 

♦ Repeat antifungal audit  

♦ Monthly empirical 72hr review audit 

♦ Carbapenem and Pip/Taz appropriateness 

audits 

♦ European antimicrobial and healthcare 

associated infection point prevalence survey 

November 2016 

♦ Audit of Surgical antibiotic prophylaxis.  

 

8.6 Antimicrobial Stewardship rounds 

Antimicrobial stewardship rounds continue to 

expand. All clinical areas are now visited at least 

once a week by a microbiologist. Most of the 

rounds include the support from a pharmacist.  

 

8.7 Staffing 

Microbiology – the current 3.7 WTE consultant 

microbiology staff provide a 24hr service with a 1 

in 4 on-call rota. This will increase to 4.7 WTE in 

August 2016, with the appointment of a new 

consultant microbiologist 

Pharmacy – 0.5 WTE 8a pharmacist is struggling 

to provide the support required to promote good 

antimicrobial stewardship. A business case has 

been submitted to provide a full time trust lead 

antimicrobial pharmacist 

8.8 Guidelines 

The microguide app in August 2016 will be 2 years 

old and all the guidelines on the app will need to 

be reviewed and updated if necessary. This is 

planned to be done in a phased review over the 

next 12 months from August 2016.   

Microguide has been very successful with over 

4,000 downloads in the last 2 years, with over 

12,000 views. This information only includes the 

app views and downloads and does not include 

the number of times the guide is accessed on the 

intranet. 

8.9 Challenges facing Antimicrobial 

Prescribing 

♦ Ensuring that all antimicrobials are prescribed 

according to Trust policy in a timely manner in the 

absence of electronic prescribing with a limited 

workforce 

♦ Controlling the ever-increasing use of broader 

spectrum antimicrobial agents particularly 

Piperacillin-Tazobactam and Meropenem 

♦ Managing antimicrobial use to ensure that the 

development of bacterial resistance is limited 

♦ Ensuring antimicrobial prescribing supports the 

trust in achieving the MRSA bacteraemia and C 

difficile case target 

 

8.10 AMG Strategy 

Our strategy to comply with all nine components 

of best practice for antibiotic prescribing is 

outlined in table 9. 
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Component Description Compliance criteria 

1. Urgent treatment of 
infection emergencies 

Prompt empirical treatment of severe sepsis with appropriate 
antimicrobial needs to be started within one hour of diagnosis 

Empirical prescribing guidance in place and microbiology 
and pharmacy are involved in the diagnosis and 
management guidance for sepsis.  Compliance with 
administration of antibiotic within an hour of patient 
presentation or recognition of sepsis is being monitored as 
part of the sepsis CQUIN and by A&E 

2. Communication of decision 
to prescribe antibiotics 

Clear documentation of the clinical decision to start antimicrobial 
therapy in the patient’s case notes 

Included in annual point prevalence audit 

3. Appropriate use of 
microbiology culture 

Appropriate specimens need to be sent for microbiological analysis 
prior to commencement or change in antimicrobial therapy 

Included in annual point prevalence audit 

4. De-escalation of 
antimicrobial therapy 

Daily clinical review and review of culture results should be 
documented 
By 48 hours an antimicrobial prescribing decisions are to stop, switch 
iv to oral, change, continue or to convert the patient to OPAT 

Included in annual point prevalence audit  
 
Continual monitoring of consumption of broad spectrum 
agents 

5. Guideline choice of agent(s) Antimicrobials should be selected according to local guidelines and 
epidemiology 

Included in annual point prevalence audit 

6. Antimicrobial review An expected duration should be documented on the prescription or in Included in annual point prevalence audit 

7. IV duration Treatment with IV antimicrobials should not continue beyond 48-72 
hours unless recommended by local guideline or microbiologist 

Included in annual point prevalence audit 

8. IV-to-oral switch Treatment with IV antibiotics should be switched to oral therapy 
within 24 hours of meeting IV to oral switch criteria outlined in local 
guideline 

IV to oral switch audit data 

9. Total duration Treatment with antibiotics should not continue beyond 7 days (IV and 
oral) unless recommended by a local guideline or microbiologist.  
Rationale for continuing use should be clearly documented in the 
patient’s medical notes. 

Included in annual point prevalence audit 
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