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EXECUTIVE SUMMARY

This Annual Report from the Director of Infection Prevention and Control 
(DIPC) provides the Trust Board with an annual summary of Healthcare 
Associated infection performance for Ashford and St Peters Hospitals NHS 
Trust (ASPH) for the period 1st April 2021 to 31st March 2022.  The report is in 
line with the assurance requirements of the Health and Social Care Act 2008: 
Code of Practice for the NHS on the prevention and control of healthcare 
associated infections and related guidance (updated July 2015). 

2021-22 has tested the resilience of Infection Prevention and Control (IPC) 
Team who faced the sustained workload and challenge of the COVID – 19 
pandemic over and above their other existing IPC workload.  

 The Annual report is a summary of the Infection Prevention and Control 
challenges and achievements made at the Trust. 

Achievements: 
The small Infection Control Team continued to provide 7 day support 
throughout the COVID-19 Pandemic. This continued during the “Omicron” BA.1 
and BA.2 waves that affected this region in late 2021 and early 2022. This was 
also a time when the IPC team (as well as the medical and nursing team) 
resource was reduced by sickness.  
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The Trust achieved the thresholds outlined in the NHS Contract 2020-21 for 
E.coli and Pseudomonas aeruginosa blood stream infection reduction, as well 
being one of few Trusts nationally to achieve the threshold set for Clostridiodes 
difficile (Cdiff) infection reduction.  Root cause analysis was carried out by the 
IPC Team with support from other clinical teams for every case and despite 
having no admin or data analysts this information was input into the Mandatory 
UKHSA Data Capture System on time for every month. 

When benchmarked against all 137 English Trusts (using data from PHE Data 
capture system), this Trust has the 14th lowest rate of Clostridiodes difficile
(Cdiff) infection. It should be noted that 7 of the 13 Trusts that reported lower 
rates were those in specialities that would be considered “lower risk” for Cdiff  - 
namely elective orthopaedic, women’s and children’s and an eye hospital. 

The Trust had 0 MRSA bacteraemia cases for the year. 

When benchmarked against all 137 English Trusts (using data from PHE Data 
capture system), this Trust has the 29th lowest rate of E.Coli blood stream 
infections.  

Despite the workload added by COVID, the programme of Formal Root Cause 
Analysis meetings to agree lapses in care for all “Trust apportioned Cdiff cases 
was maintained during 2021-22, as were weekly multi disciplinary Cdiff ward 
rounds.  

New technologies in cleaning and ventilation that were trialled successfully 
during the COVID-19 pandemic have continued to enhance the Environmental 
safety of the Trust. 

There were no ward closures due to diarrhoea and vomiting in 2021-22  
RECOMMENDATION: For Assurance 
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Director of Infection Prevention and Control Annual report 2021-22 
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1.0 Introduction 

This Annual Report from the Director of Infection Prevention and Control (DIPC) provides the Trust Board with 
an annual summary of Healthcare Associated infection performance for Ashford and St Peters Hospitals NHS 
Trust (ASPH) for the period 1st April 2021 to 31st March 2022.  The report is in line with the assurance 
requirements of the Health and Social Care Act 2008: Code of Practice for the NHS on the prevention and 
control of healthcare associated infections and related guidance (updated July 2015). 

2021-22 has tested the resilience of Infection Prevention and Control (IPC) Team who faced the sustained 
workload and challenge of the COVID – 19 pandemic over and above their other existing IPC workload.  

 The Annual report is a summary of the Infection Prevention and Control challenges and achievements made 
at the Trust. 

Achievements: 
The small Infection Control Team continued to provide 7 day support throughout the COVID-19 Pandemic. 
This continued during the “Omicron” BA.1 and BA.2 waves that affected this region in late 2021 and early 
2022. This was also a time when the IPC team (as well as the medical and nursing team) resource was 
reduced by sickness.  

The Trust achieved the thresholds outlined in the NHS Contract 2020-21 for E.coli and Pseudomonas 
aeruginosa blood stream infection reduction, as well being one of few Trusts nationally to achieve the 
threshold set for Clostridiodes difficile (Cdiff) infection reduction.  Root cause analysis was carried out by the 
IPC Team with support from other clinical teams for every case and despite having no admin or data analysts 
this information was input into the Mandatory UKHSA Data Capture System on time for every month. 

When benchmarked against all 137 English Trusts (using data from PHE Data capture system), this Trust has 
the 14st lowest rate of Clostridiodes difficile (Cdiff) infection. It should be noted that 7 of the 13 Trusts that 
reported lower rates were those in specialities that would be considered “lower risk” for Cdiff  - namely elective 
orthopaedic, women’s and children’s and an eye hospital. 

The Trust had 0 MRSA bacteraemia cases for the year. 

When benchmarked against all 137 English Trusts (using data from PHE Data capture system), this Trust has 
the 29th lowest rate of E.Coli blood stream infections.  

Despite the workload added by COVID, the programme of Formal Root Cause Analysis meetings to agree 
lapses in care for all “Trust apportioned Cdiff cases was maintained during 2021-22, as were weekly multi 
disciplinary Cdiff ward rounds.  

New technologies in cleaning and ventilation that were trialled successfully during the COVID-19 pandemic 
have continued to enhance the Environmental safety of the Trust. 

There were no ward closures due to diarrhoea and vomiting in 2021-22  

Priorities for next year: 
The CQC noted in its 2021 inspection that not all clinical staff were “Bare Below the Elbows”. The Trust needs 
to focus on this as part of its aim to make hand cleaning a priority for 2022-23 

To ensure Trust managers prioritise booking staff Mandatory Infection Prevention and Control Training with an 
aim of 80% compliance by the end of the next financial year. 

To ensure learning from Post Infection review so that future cases may be prevented 

To continue to build on the work to further improve attendance at the Water Safety and Environment Group  

To continue to have zero tolerance for MRSA bacteraemia cases 
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To continue to build on the successful work that has already been made and to take forward the Integrated 
Infection Prevention and Control Team across North West Surrey.



Patients first          Personal responsibility          Passion for excellence          Pride in our team

2.0 Compliance with the Health and Social Care Act 2008 

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

Infection Control Team and Budget allocation 2021-22 

Ashford and St Peters Infection Prevention and Control Team  

The above structure is further supported by the Microbiology Antimicrobial Lead Consultant (who 
unfortunately was on long term sickness absence from 8th June 2021).

The Intravenous (IV) nurse post is part of the Patient Safety Team. Unfortunately recruitment to 
this post has been unsuccessful following resignation of the previous post holder. This post is an 
important one to assist IPC in maintaining low levels of IV line related Blood stream infections and 
achieving reduction thresholds for these infections. 

The Infection Control budget for 2021-22: 
£294 679.41 (pay)  
£17 618.12 (non pay) 

The Infection Prevention and Control Department does not hold its own training budget.  
Outbreak budgets are held by Emergency Planning. 

Infection Prevention and Control Reporting Arrangements 2021/22 
Control of Infection Committee (COIC) 
The Terms of Reference and membership are attached as Appendix 1. These are updated 
annually and were last ratified at the January 2022 committee meeting. 

The COIC reports to the Trust Board via to the Quality and Safety Committee. 

Director of Infection Prevention and 
Control  

Infection Control Infection Control 

Infection Control Nurse Consultant 
(1 WTE)

PA to Infection Control Doctor (0.8 
WTE) 

Infection Control 

Infection Control 
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COIC: Links to other areas 
The Director of Infection Prevention and Control is a member of the following Trust committees: 

 Trust Board 
Sub Board Committees 
 Strategic Change  
 Quality of Care  
 Modern Health 
 People  
 Integrated Digital 
 Quality Board 
 Joint Local Negotiating Committee 
 Information Governance Steering Group 
 Council of Governors 
 Risk Scrutiny Committee 
 Safety & Quality Committee 
 Joint Digital Committee 
 Joint Programme Board 
 Surrey Safe Care Joint Committee 

The Infection Prevention and Control Doctor is a member of the following committees: 
 Surgical site Infection surveillance oversight committee meeting 
 Outbreak meetings 
 Decontamination meeting 
 Theatre ventilation meeting 
 Blue /green Theatre pathway meeting 
 Covid-19 Clinical Reference group  
 Covid Silver Command 
 Flu and Covid Bronze group 
 Partnership Pathology Infection Control operational group 
 Water Safety and Environment Group 
 Decontamination Committee 

The Infection Prevention and Control Nurses are members of the following committees: 
 Nursing, Midwifery and Allied Health Professionals Board 
 Major Incident/Business Continuity Planning  
 Professional development Committee 
 Risk Scrutiny Committee 
 Clinical Product Review Group 
 Care Quality Commission Oversight Committee 
 Flu and Covid Bronze group 
 Covid Silver Command 
 Surrey Safe Care groups 
 BSPS Partnership Pathology Infection Control operational group 
 Water Safety and Environment Group 
 Decontamination Committee 
 Safety and Quality Committee 
 Quality Account Assurance Committee 
 Quality Board 
 Covid-19 Clinical Reference group  
 Daily Operational bed meetings (if any bays or wards are closed) 
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And externally 
 Surrey Infection Prevention and Control Committee 
 South East NHSE/I Infection Prevention and Control Network 
 Infection Prevention Society 
 Healthcare Infection Society 
 Links with CCGs, Surrey County Council and external partners from Healthcare Associated 

Infection and outbreak review and feedback. 

Infection Prevention and Control reporting Schedule: 
Date Committee Report Type 
May 2020 Quality Committee 2-monthly report from COIC 
May 2020 Report from the Director of 

Infection Prevention and  
Control 

Annual report 

July 2020 Quality Committee 2-monthly report from COIC 
September 2020 Quality Committee 2-monthly report from COIC 
October 2020 Risk Scrutiny Committee Risk Exception report 
November 2020 Quality Committee 2-monthly report from COIC 
December 2020 Risk Scrutiny Committee Risk Exception report 
December 2020 Trust Board IPC Board Assurance 

Framework  
January 2021 Quality Committee 2-monthly report from COIC 
January 2021 Trust Board IPC Board Assurance 

Framework – framework 
update 

March 2021 Risk Scrutiny Committee Risk Exception report 
March 2021 Quality Committee 2-monthly report from COIC 
March 2021 Trust Board IPC Board Assurance 

Framework– framework update 

The post of DIPC is held by the Medical Director who is also the executive lead for IPC. 
The Control of Infection Control Committee (COIC) is chaired by the DIPC or Deputy DIPC and 
meets every two months. The committee includes divisional, estates and facilities, medical, 
nursing, occupational health and pharmacy representation. Key Issues from the COIC are 
escalated to the Board via the Quality and Safety Committee after every meeting.
The post of Deputy DIPC is held by the Associate Director of the Integrated IPC Teams for ASP 
and CSH. 
The day-to-day coordination of the IP&C nurses is managed by the IPC Nurse Consultant.  There 
is 1 IPC Nurse, with some administration support from Microbiology/Virology (BSPS). A Band 6 
nursing post has been vacant from January 2022. There are three consultant microbiologists who 
are employed by BSPS, one leads for IP&C as Infection Control Doctor. There is an antibiotic 
pharmacist who is employed by Pharmacy Department. 

Healthcare Associated Infection: results of Mandatory Surveillance and reporting 

Mandatory reporting of Healthcare Associated Infections via the UKHSA (previously PHE) 
Mandatory data Capture System is carried out by the Infection Control Nurses Team (with advice 
from the Medical Microbiologists and Antimicrobial Pharmacist if required). The team have no 
admin or data inputting support. The requirement for timely and correct collection and reporting of 
these data, and ensuring readiness for “lockdown” by the Chief Executive before the 15th of each 
month continued throughout 2021-22 – despite the additional ongoing challenge of the Covid 
Pandemic and the Omicron variant surges. 
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Terminology: 
Bacteraemia Bacteria identified in a blood culture 
Hospital-onset Bacteraemia cases are classed as hospital-onset if the positive blood 

culture is taken on or after the third day of admission (with the day of 
admission being day 1). Cdiff cases are apportioned to this Trust from the 
following two categories: the first are cases that are detected in the hospital 
two or more days after admission, and the second are cases that occur 
either in the community or within two days of admission (when the patient 
has been an inpatient in the Trust reporting the case in the previous four 
weeks). 

Community-onset These cases are apportioned to the CCG based on the patients GP 
location, and include cases set from the GP, Outpatient Department or 
within the first 2 days of admission to the Acute Trust. 

Healthcare Associated Infection Summary 2020-21 
Healthcare Associated 
Infection (HCAI) 

Objective 2021-22 Total Trust apportioned cases 
2021-22 

MRSA bacteraemia 0 0 
MSSA bacteraemia No national objective set 15 
Clostridiodes difficile
infection (Cdiff) ** 

25 24 

E Coli bacteraemia * 69 52 
Klebsiella spp
bacteraemia* 

21 24 

Pseudomonas 
aeruginosa 
bacteraemia* 

10 6 

*The acute provider requirement covers the following two categories of healthcare associated GNBSI cases:  
-Hospital-Onset Healthcare Associated (HOHA) –where days from admission to specimen date is equal to or greater 
than 3 days (where day of admission is day 1)  
-Community-Onset Healthcare Associated (COHA) – where days from admission to specimen date is equal to or less 
than 2 days (where day of admission is day 1), and patient has been discharged from the reporting trust within the last 28 
days of this specimen date (where day 1 is day of discharge).  

**The acute provider requirement covers the following two categories of healthcare associated C. difficile 
cases:  
-Hospital-Onset Healthcare Associated (HOHA) –where days from admission to specimen date is equal to 
or greater than 3 days (where day of admission is day 1)  
- Community-Onset Healthcare Associated (COHA) – where days from admission to specimen date is 
equal to or less than 2 days (where day of admission is day 1), and patient has been discharged from the 
reporting trust within the last 28 days of this specimen date (where day 1 is day of discharge).  

Staphylococcus aureus bacteraemia 
Staphylococcus aureus (S. aureus) is a bacterium that commonly colonises human skin and 
mucosa without causing problems. It can cause disease, particularly if there is an opportunity for 
the bacteria to enter the body, for example through broken skin or a medical procedure. 
If these bacteria enter the body, illnesses which range from mild to life-threatening may then 
develop. These include skin and wound infections, infected eczema, abscesses or joint infections, 
infections of the heart valves (endocarditis), pneumonia and bacteraemia (blood stream infection). 
A 20% Mortality rate from these infections has been reported. 
Most strains of S. aureus are sensitive to the more commonly used antibiotics, and infections can 
be effectively treated. Some S. aureus bacteria are more resistant. Those resistant to the antibiotic 
meticillin are termed meticillin resistant Staphylococcus aureus (MRSA) and often require different 
types of antibiotic to treat them. Those that are sensitive to meticillin are termed meticillin 
susceptible Staphylococcus aureus (MSSA).  
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National objectives are not set for MSSA bacteraemia, while the objective for MRSA is 0 cases. 
Since 2019 there has been an additional requirement to report the organisms S argentueus and S 
schweitzeri along with S aureus.  

MRSA 
There were 0 Trust apportioned MRSA bacteraemia cases during 2021-22. This is a reduction in 2 
cases from the previous year.  

When benchmarked against all 137 English Trusts (using data from PHE Data capture system), 
this Trust was one of 45 who had 0 cases for the year.  

There were 2 “community-apportioned” cases (a decrease from 3 the previous year). The ICNs 
assist the individual CCG reviews of the Community onset cases if the affected person has had 
recent contact with the Trust. 

MSSA 
There were 15 hospital-onset cases in 2021-22. Post infection review is carried out by the IPC 
team, with support from Pharmacy and Clinical teams. Learning is fed back at Governance 
meetings, at Trust wide senior nurse meetings, at COIC and is included in training sessions. The 
findings are recorded in the table below: 

Source Number of cases 
Lower respiratory 6 – one case is from a patient who had an 

extended hospital stay as a result of COVID 
CVC 2 
Lower urinary 1 
Skin/soft tissue 1 
Infective endocarditis 1 
Neutropaenic sepsis 1 
Osteomyelitis 1 
Discitis 1 
Unknown/unclear source 1 

Monthly counts of MSSA 2021-22 (data from UKHSA Local Health Protection Field Service) 
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Benchmarking 
When benchmarked against all 137 English Trusts (using data from PHE Data capture system), 
this Trust has the 47th lowest rate of MSSA bacteraemia with a rate of 9.06 per 100 000 bed days. 
When rates from all NHS Trusts in England are ranked in order from highest to lowest, Ashford and 
St Peters Hospitals NHS Trust is denoted by the red line below. 
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Clostridiodes difficile Infection (Cdiff) 
Cases are apportioned to this Trust from the following two categories: the first are cases that are 
detected in the hospital two or more days after admission, and the second are cases that occur 
either in the community or within two days of admission (when the patient has been an inpatient in 
the Trust reporting the case in the previous four weeks). The Trust threshold was set at 25 

Monthly counts of Cdiff 2021-22 (data from UKHSA Local Health Protection Field Service) 
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There were 24 Trust-apportioned cases in 2021-22 of which 13 were “Hospital onset, healthcare 
associated” and 11 “community onset, healthcare associated”. The combined total of these cases 
denote a 17% decrease when compared to the previous year. The rate is 7.85 per 100 000 bed 
days. This rate places the Trust rate as 14th lowest (i.e. best) of the 137 Trusts in England and one 
of the few who achieved their reduction threshold. When rates from all NHS Trusts in England are 
ranked in order from highest to lowest, Ashford and St Peters Hospitals NHS Trust is denoted by 
the red line below 

Wards with Trust-apportioned Cdiff cases 2021-22 
Cases were not related to any one ward in particular, as noted in the table below: 
AMU 2 
Kingfisher 2 
Maple 2 
Wordsworth 2 
Heron  2 
Swift 1 
Holly 1 
Falcon 1 
Cherry  1 

Formal Root Cause Analysis meetings to agree lapses in care were carried out during 2021-22. 
Weekly Cdiff ward rounds were also carried out.  
“Clostridioides difficile infection: how to deal with the problem” (last updated 2019) defines a period 
of increased incidence (PII) of Cdiff as “two or more new cases (occurring >48 hours post 
admission, not relapses) in a 28-day period on a ward”. It defines an outbreak of C. difficile 
infection as “two or more cases caused by the same strain related in time and place over a defined 
period that is based on the date of onset of the first case”. 
There were two Cdiff Periods of Increased Incidence (PII) triggered during 2021-22. Ribotyping of 
samples from the same wards proved that they were not linked (ie there was no outbreak) 

Learning from review of cases is fed back to the COIC, at Trust meetings and is also included in 
Mandatory IPC training, and has included ensuring samples that are sent are correctly labelled, 
ensuring sample results are checked, and prescribing antibiotics as per ASP guidelines 



14 

Gram negative Bacteria  
As outlined in “Tackling Antimicrobial Resistance 2019-2024. The UKs 5-year national action plan”, 
the national objective for reducing healthcare assocaite gram negative blood stream infections by 
50% by 2024. The baseline for this Trust was 260 cases (in 2016). 
Trust apportionment definitions were changed for the 2021-22 reporting year, with the threshold 
released in July 2021. Cases that fulfil the criteria below are apportioned to the Trust. 
Hospital Onset –Healthcare Associated: 
-Patient is an inpatient in an acute trust and has 3 or more days between admission and positive 
specimen 
Community Onset –Healthcare Associated:
-Patient returns a positive specimen within 28 days of discharge from an elective or emergency 
hospital admission within the reporting trust 
This change to the way that cases are apportioned to the Acute Trust means that comparison 
cannot be made with the previous year. 

E Coli 
Escherichia coli (E. coli) bacteria are found in the intestines of humans and animals. There are 
many different types of E. coli, and while some live in the intestine quite harmlessly, others may 
cause a variety of diseases. 
The bacterium is found in faeces and can survive in the environment. E. coli bacteria can cause a 
range of infections including urinary tract infection, cystitis (infection of the bladder), and intestinal 
infection. E. coli bacteraemia (blood stream infection) may be caused by primary infections 
spreading to the blood. E. coli infections – which represent 65% of what are called Gram-negative 
infections were thought to be responsible for more than 5,500 NHS patient deaths in 2015 and cost 
the NHS £2.3 billion by 2018. 
There were 52 cases at this Trust in 2021-22.  

Monthly counts of EColi 2021-22(data from UKHSA Local Health Protection Field Service)
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The rate is 13.29 per 100 000 bed days. This places the Trust as 30th lowest out of the 137 Trusts 
in England. When rates from all NHS Trusts in England are ranked in order from highest to lowest, 
Ashford and St Peters Hospitals NHS Trust is denoted by the red line below 
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Root cause analysis of cases is carried out by the Infection Control, Pharmacy and clinical teams. 
Urinary tract infections account for the root cause for the majority (50%) of these blood stream 
infections. Of the 26 cases with this as the root cause, 5 were related to urinary catheters. Other 
root causes are hepatobiliary (15%), intra-abdominal (12%), respiratory (10%), skin/soft tissue 
(6%) with the remainder having an unknown cause. Learning from review of cases is fed back to 
the COIC, at Trust meetings and is also included in Mandatory IPC training. Any case who has 
been resident in a nursing or Care home is fed back to our North West Surrey Community 
colleagues with an aim to feedback learning to the Care Homes.

Klebsiella species 
Klebsiella species are commonly found in the environment and in the human intestinal tract. 
Klebsiella spp. can become resistant to a wide range of antibiotics through a variety of 
mechanisms for example, production of Extended-Spectrum Beta-lactamases or carbapenemase. 
The Trust reported 24 cases in 2021-22. This is an 8% decrease from the previous year. Despite 
this decrease the Trust reported 3 cases over the NHS Contract reduction threshold of 21 cases.  

Monthly counts of Klebsiella 2021-22(data from UKHSA Local Health Protection Field Service 
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The rate is 9.06 per 100 000 bed days. This ranks the Trust 68 out of the 137 trusts in England.  
When rates from all NHS Trusts in England are ranked in order from highest to lowest, Ashford and 
St Peters Hospitals NHS Trust is denoted by the red line below 
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Root cause analysis of cases is carried out by the Infection Control, Pharmacy and clinical teams. 
The most common root cause is Lower respiratory (21%) and lower urinary (21%) followed by 

Hepatobiliary (17%), and abdominal causes (4%). The root cause for the remainder of cases was 

unclear.  

Learning from review of cases is fed back to the COIC, at Trust meetings and is also included in 

Mandatory IPC training. Any case who has been resident in a nursing or Care home is fed back to 

our Community colleagues with an aim to feedback learning to the Care Homes. 

Pseudomonas aeruginosa  
Pseudomonas aeruginosa is a Gram-negative bacterium often found in soil and ground water. It 
can cause a wide range of infections, particularly in those with a weakened immune system such 
as cancer patients, newborns and people with severe burns, diabetes mellitus or cystic fibrosis. P. 
aeruginosa infections are sometimes associated with contact with contaminated water. In 
hospitals, the organism can contaminate devices that are left inside the body, such as respiratory 
equipment and catheters. P. aeruginosa is resistant to many commonly-used antibiotics. There 
were 6 Trust apportioned cases for 2021-22 against a threshold of 10 cases. All cases are fed 
back to the Water, Ventilation and Environment Safety Group. None of the cases was linked to any 
water test result. 

Monthly counts of Pseudomonas aeruginosa 2021-22(data from UKHSA Local Health Protection 
Field Service
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The rate is 1.21 per 100 000 bed days. This places the Trust as having the 20th lowest rate out of 
the 137 trusts in England. When rates from all NHS Trusts in England are ranked in order from 
highest to lowest, Ashford and St Peters Hospitals NHS Trust is denoted by the red line below 

Glycopeptide Resistant Enterococci 
Glycopeptide-resistant Enterococci (GRE) are resistant to glycopeptide antibiotics (vancomycin 
and teicoplanin). These cases are not apportioned to Trusts by PHE, no objective has been set 
and case details are not reported. The number of cases only are reported as part of the Quarterly 
Laboratory Mandatory return. The root cause of all of these cases is monitored at this Trust by the 
Infection Control Team to ensure that they are not related to practice issues or cross infection.
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There were 3 cases reported in 2021-22 which is a reduction when compared to the previous year 
when we had 5. All were in patients with complex underlying medical conditions.  

COVID 
The COVID-19 pandemic that first affected UK, and this Trust during 2020-21 continued into 2021-
22 with the Infection Control Team continuing to support staff in ensuring “Covid” and “non Covid” 
pathways were in place, ensuring staff were clear on what Personal Protective Equipment they 
required (and that they were trained to put it on and remove it safely), confirming which patients 
required single rooms and which could be cohorted with others, confirmed testing protocols, 
keeping up to date with frequently updated guidelines, carrying our contact tracing for every patient 
who has tested positive and providing daily data for sit reps and Board assurance. They also 
reacted to a very large number of telephone and email queries while supporting clinical staff with 
daily ward visits.  
No additional staff were brought in to support the depleted IPC Team while the IPCN team of 1 
Infection Control Doctor, 1 Nurse Consultant and 1 Band 7 IPCN. The Associate Director worked 
across both the ASP and CSH Teams (i.e. 0.5 WTE at each). This resource was further impacted 
by sickness but the team continued to provide cover 7 days per week.  

The Infection Prevention and Control (IPC) Board Assurance Framework that was first released in 
May 2020 was updated and presented to the Board quarterly. Changes to National policy were 
disseminated to ASP clinical staff groups as below: 

16/08/21 staff members notified that they are a contact of a COVID-19 case are not required to 
self-isolate if they are fully vaccinated.  

25/08/21 NPSA Alert concerning the Infection Risk when using FFP3 respirators with valves during 
surgical and invasive procedures. 

2/9/21 IPC dental guidance updated 

27/09/21 reduction of 2m social distancing to 1m 

5/10/21 information on minimizing sessional use of gowns where cohorts of confirmed COVID-19 
patients are managed to reduce cross infection. 

22/11/21 Removal of 3 pathways (“high”, “medium” and “low” risk) with IPC Hierarchy of Controls 
used to assess and reduce risk  

1/12/21Staff no longer required to self-isolate if household member tested positive for COVID 

7/1/22 Quarantine isolation date for patients changed from 14 days to 10 days 

30/1/22 Update on Omicron variant (P.1.1529) 

28/3/22: Step down 7 days after the onset of symptoms (or their first positive COVID-19 test if they 
do not have any symptoms) may take place provided clinical improvement criteria met. 

Healthcare Associated COVID cases 
All PCR and point of care screens that test positive for SARS-CoV-2 (2019-n-CoV) are monitored 
by the Infection Control team using definitions provided from NHSEI CNO Letter (Ref No 001559) 
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19 May 2020: Interim data collection – hospital-onset COVID-19. This letter defines a definite HCAI 
case as having illness onset (or first positive specimen date) 15 or more days after admission and 
a probable HCAI 8-14 days after admission. 
The Infection prevention and Control Team carry out Post Infection reviews of all Healthcare 
Associated Covid cases – the majority of which proved to be people who had been “exposed” to a 
patient in a hospital bay who then tested positive for covid. These “exposed” patients then went on 
to test positive during their quarantine period in the following few days. Actions to reduce this risk 
such as improving ventilation and enhanced cleaning have been implemented Trust wide, while 
others have not been easy to adopt as patients are reluctant to wear facemasks, or wander about 
the ward due to underlying issues such as dementia. The more transmissible Omicron variant and 
its sub variants also made cross transmission more difficult to prevent. 

Number of “Definite” Healthcare acquired SARS-CoV cases 2021-22 

Number of “Probable” Healthcare acquired SARS-CoV cases 2021-22 

The increase in monthly figures in the tables above reflect the impact of the Omicron BA.1 and 
BA.2 variants in the South East of England. These are highly transmissible. 
Case numbers were reported daily as part of the Trust COVID Sit Rep. 

COVID deaths 
In 2021-22 there were 13 patients defined as “definite” hospital onset COVID-19 (using the PHE 
definition above) who died within 28 days of the positive test and 13 patients defined as “probable” 
hospital onset (i.e. having first positive specimen 8 -14 days after admission) who died within 28 
days of the positive test. The effectiveness of the National vaccine programme was demonstrated 
as there were fewer deaths than the previous year – with fewer vaccinated patients requiring 
intensive care. 
A number of these cases were linked to Covid outbreaks throughout the Trust – and these have 
been annotated in the Covid Outbreak table below. 

COVID outbreaks 
Outbreak criteria is defined in the document COVID-19: Epidemiological definitions of outbreaks 
and clusters in particular settings (GOV.UK 17/09/2020) as “Two or more test-confirmed or 
clinically suspected cases of COVID-19 among individuals (for example patients, health care 
workers, other hospital staff and regular visitors, for example volunteers and chaplains) associated 
with a specific setting (for example bay, ward or shared space),where at least one case (if a 
patient) has been identified as having illness onset after 8 days of admission to hospital”.  
The Infection Control Nursing Team surveillance and contact tracing of all patients who test 
positive for SARS-CoV-2 (Covid) will demonstrate when the outbreak definition has been fulfilled 

Ashford and St Peters Hospitals NHS Trust reported the following COVID outbreaks during 2021-
22. All were reported via the National electronic reporting portal. 

Apr 21 May 21 Jun21 July 21 Aug 21 Sep 21 Oct 21 Nov 21 Dec 21 Jan 22 Feb 22 Mar 22 

0 0 0 0 7 0 7 8 9 31 38 23 

Apr 21 May 21 Jun21 July 21 Aug 21 Sep 21 Oct 21 Nov 21 Dec 21 Jan 22 Feb 22 Mar 22 

1 0 0 0 4 0 4 8 3 20 41 28 
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Meetings were held for all outbreaks to ensure actions were agreed and monitored – and to identify 
possible root causes or issues of policy non-compliance. CCG representatives attended, and the 
Trust Occupational Health Team provided input related to staff. Support for staff fit testing of PPE 
and additional screening of both patients and staff was provided by the Emergency Planning team. 
Due to the high rates of Covid in the Community and possible cross transmission taking place 
outside of the hospital, it is not easy to link staff cases to outbreaks.  

Ward Site Outbreak 
Reference 

Positive 
Cases 
(patients)

Date first 
positive 

Date 
Last 
positive 

HCOI death within 
28 days of first 
positive Covid test 
with Covid 
recorded on death 
certificate 

Swan St Peters OUT13922 2 14/08/21 18/08/21 1 “probable” 
Chaucer/Wordsworth Ashford OUT13834 8 01/08/21 09/08/21 1 “definite”  
Swift  St Peters OUT14428 13 15/09/21 18/10/21 3 “definite” and 3 

“probable” 
Cherry St Peters OUT14666 5 29/10/21 04/11/21 1 “definite” and 2 

“probable” 
Cedar St Peters OUT14667 2 28/10/21 1/11/21 1 “probable” (pt 

with lung Ca as 
part 1 on death 
cert) 

May St Peters OUT14908 7 19/11/21 24/11/21  
Falcon St Peters OUT14909 8 16/11/21 28/11/21  
Falcon St Peters OUT15360 5 23/12/21 26/12/21 1 “probable” (pt 

with Bladder Ca as 
Part 1 on death 
cert) 

Swan St Peters OUT15546 7 20/12/21 02/01/22  
May St Peters OUT15548 8 20/12/21 29/12/21 2 “definite” (one pt 

has multi organ 
failure and alcohol 
liver cirrhosis and 1 
pt with immune 
thrombocytopeanic 
purpura as Part 1 
on death cert) 

Bradley Unit Woking 
Community  

OUT16087 17 31/12/21 15/01/22  

Swift St Peters OUT16473 60 04/01/22 04/04/22 4 “probable”  
Cherry St Peters OUT16474 39 09/01/22 12/03/22 2 “definite” = 1 

“probable” 
Chaucer/Wordsworth Ashford OUT16630 39 08/1/22 12/03/22 2 “definite” (1 with 

“spontaneous 
bowel obstruction”) 
+ 1 Probable” with 
“Sepsis/Lower leg 
ischaemia” 
recorded 

Holly St Peters OUT16631 38 28/12/21 04/04/22 1 “probable” 
Maple St Peters OUT17271 3 28/01/22 01/02/22 1”probable” 
Heron St Peters OUT17455 2 02/02/22 02/02/22  
Walton Care Unit Walton 

Community 
OUT17456 2 04/02/22 09/02/22  

Kingfisher St Peters OUT17564 3 06/02/22 10/02/22  
Swan St Peters OUT17616 3 12/02/22 15/02/22  
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Willow Discharge St Peters OUT17887 2 25/02/22 27/04/22 1 “definite” 
Aspen St Peters OUT17888 5 22/02/22 04/03/22 1 “probable” 
Aspen St Peters OUT18805 10 23/03/22 27/03/22  
Kingfisher St Peters OUT19120 4 27/03/22 29/03/22  

*NHSEI CNO Letter (Ref No 001559) 19 May 2020: Interim data collection – hospital-onset 
COVID-19. This letter defines a ‘probable’ healthcare associated infection (HCAI) as having illness 
onset (or first positive specimen date) between 8 and 14 days after admission. A definite HCAI 
case has illness onset (or first positive specimen date) 15 or more days after admission. 

Learning from outbreaks has been fed back to care groups although the themes remain as they did 
in the previous year and mirror those nationally (and which have informed changes to national 
practice guidance). 
New actions for 2021-22 as a result of learning from outbreaks are:  
-A new monitoring record of cleaning of frequent touch sites has been implemented on all wards.  
This is to assure that cleaning occurs every 1-2 hours and that the record is signed to evidence the 
cleaning. 
-All of the Hepa air filtration devices in the Trust had an annual maintenance carried out and 
checks that these are plugged in and functioning are included in daily spot checks by the ward 
staff. 
-The Human Resources Department sent an email to the agencies used in the Trust asking that 
they ensure their workers regularly carry out and record Lateral Flow test 

Infection Prevention and Control Board Assurance Framework 2020 

This Infection Prevention and Control (IPC) Board Assurance Framework was published by NHS 
I/E in May 2020 to support all healthcare providers to effectively self-assess their compliance with 
Public Health England (PHE) and other COVID-19-related infection prevention and control 
guidance and to identify risks. 

The framework consists of 10 standards to assess against to identify measures being undertaken, 
in line with the current guidance. It is to be used to provide evidence as an improvement tool to 
optimise actions and interventions. It is a source of internal assurance to maintain quality 
standards for the Director of Infection Prevention and Control, the Medical Director and Chief 
Nurse as well as the Quality Committee and Trust Board. 

The framework has been revised by NHSI/E and has been presented to the Board following each 
update. 

Overall there still remains good compliance with the measures in place. The issues of highest 
concern are recorded on the Risk Register and these relate to the Trust wide Ventilation audit and 
risk assessment (which has not been completed) and the IPC team resource. The areas for 
improvement that are being worked on are promoting the consistent use of lateral flow tests for 
staff, higher level of PPE only being worn in the areas and tasks that warrant this level of 
protection, reducing repeated patient moves between wards and the review of IPC policies. 

Legionella contact with Ashford Hospital
North London HPU contacted the IPC team to alert them to a person who had tested positive for 
Legionella. This individual had had a number of contacts with Health Care facilities shown during 
contact training, including a visit to the Infusion Suite at Ashford Hospital where she had drunk 
water from a water cooler. Although this was not proven to be the root cause of the Legionella, this 
case was discussed at the Water, Ventilation and Environment Group where attendees discussed 
issues surrounding the number, placement, record of maintenance and cleaning issues around 
Water Coolers. It was agreed as an action by the Group that any new water cooler purchased will 
need to have IPC confirm and agree to its positioning. 
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Norovirus 
There were no ward closures due to diarrhoea and vomiting in 2021-22  

CPE outbreak- Cherry ward Dec 2021-Jan 2022 

This outbreak involved two patients who tested positive for CPE on Cherry ward. One of them 
tested positive on admission to Cherry ward (where was CPE isolated in a urine sample).  This 
patient was in bay 1 on Cherry ward at the time, so was moved to a single room for isolation and 
contact precautions were put into place 
Contact tracing identified three people who had been in contact with this person who were still in-
patients, and another two who had already been discharged.  Contacts were screened and 
“”flagged” on the electronic admission system soo they could be identified on readmission. 

Screening of contacts identified a further positive case. 

Both positive samples sent for typing and the results identified a similar lineage, indicating likely 
cross-infection from one patient to another and hence constituting an outbreak. Trust management 
and CCG informed. UKHSA were notified and an outbreak meeting held. 

The IPC team carried out an environmental and hand hygiene audits and worked with the ward 
staff to ensure actions were taken to ensure high levels of hand hygiene and environment cleaning: 

 Positive patients isolated promptly into single rooms, with contact precautions in place. 

 Single use equipment advised where possible and thorough cleaning of multi-patient use 
equipment using Clinell universal wipes. 

 Thorough environmental cleaning using Tristel disinfectant. 

 Provision of alcohol hand sanitiser by each bed, to encourage hand hygiene at thepoint of 
patient care and at the correct points in time. 

 Hand hygiene encouraged following WHO 5 moments. 

 Reported to Risk Department.  

 Electronic alert added to positive patients and contacts.  

 IPC Team providing ongoing support to ward staff, including IPC review, reminders about 
good IPC practice and challenging any poor practice during ward rounds (least three times 
a week). 

The outbreak was declared closed following confirmation of no further cases tested positive. 

Serratia bacteria in NICU 
The Health Protection Team contacted ASP Microbiology department following notification of a 
premature baby who was transferred from St Peters in January 2022 to Brighton Neonatal 
Intensive Care Unit. The baby was identified as having sepsis as a result of being infected with 
Serratia bacteria.  The IPC, micro and NICU ward teams worked together to investigate this and 5 
isolates (spanning a number of months before this positive case) were sent for genetic ribotyping 
with links demonstrating cross transmission. 
A joint walkabout, involving the Lead NICU Consultant, NICU Matron and IPC Team, was carried 
out to identify aspects of IPC that could be improved, to minimise the risk of further cases 
occurring. Actions were agreed and worked on to ensure robust processes for hand cleaning, 
environmental cleaning, decontamination of equipment and antimicrobial stewardship are carried 
out. In addition, improvements have been made to storage of equipment where possible and in the 
use of isolation precautions. Nevertheless, it is important to note that the physical environment of 
the Unit is in itself very challenging due to the very limited space available, and consequently 
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means that the patient cots / incubators are not adequately spaced apart. This lack of space 
between each cot / incubator increases the risk of spreading a variety of healthcare associated 
infections and is included in the Divisional Risk Register. Surveillance for further cases is ongoing. 

Mandatory Surgical Site Infection Surveillance (SSIS) 

The Trust received a letter from UKHSA to confirm that on review of data for Jan to March 2022 
the inpatient and readmission SSI risk is above the national 90th percentile in: Repair of neck of 
femur for the current surveillance period 3.0% risk. 

Surveillance at this Trust is carried out by a dedicated team who are part of the Surgical 
Directorate. 

Below is summary of the activities for the year provided by A. Thompson – Surgical Site 
Surveillance Nurse) 

Updates have been made and ratified for the SSIS policy and the patient leaflet earlier this year 
and can be viewed on the SSIS webpage. 
We continue to release a quarterly newsletter from the SSIS office that highlights SSI prevention 
care bundles in each issue as well as championing awareness in introducing the wider team 
involved in surgical site infection (SSI) prevention within the Trust. 
Successful SSIS Champions study day took place in October 2021, where allocated 
representatives (Champions) from each ward/department, were educated on the impact SSI’s have 
on patients, their families, and the NHS.  
SSI prevention Care Bundle Audits were launched in January of this year. They are undertaken 
quarterly by allocated SSIS Champions in each ward /department and report back to the SSIS 
Oversight Committee (SSISOC)  
We continued to deliver many teachings and training session, regardless of COVID disruption. 
Speciality specific SSI prevention pathways continued to be rolled out across the Trust, Colorectal 
surgery being the most recent to adopt a specific pathway that will ensure that all patients receive 
standardised care. 
Continuous data collection for the procedures breast surgery, fractured neck of femur, hip and 
knee replacements still underway for submission to UKHSA. Quarterly reports can be found on the 
SSIS webpage on the Intranet. 
Inhouse data for all caesarean sections and elective large bowl procedures performed in the Trust 
are collected continuously, while other procedures including urology , bariatric , and upper GI 
procedures are collected every 6 months. 

Incidents and Complaints 
There have been no complaints where Infection Control was a primary issue. 

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

A hospital built environment includes the fabric of the building, related fixtures and fittings, and 
services such as ventilation and water supplies. 

Report provided by C. Bell, Director of Estates and Facilities. 
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Cleaning services 
Housekeeping services continue to be provided in-house by Trust-trained staff. The cleaning 
department has introduced the new cleaning audits based on the cleaning frequencies for the 
functional risk categories as laid down in the National Standards of Healthcare Cleanliness 2021. 
The Housekeeping team have adopted all the cleaning specifications for the 50 elements that have 
been set out and updated the electronic audit tools accordingly.   

As the hospitals are opening up and becoming more accessible the Housekeeping team are being 
asked to share the details of our audits with matrons and ward sisters more regularly. Scores are 
still posted on each ward and on the T Drive. However, now detailed reports are being sent to 
individual wards to share with their staff at team meetings to help improve overall results. 

The Trust continues to invest in new cleaning equipment. Two new UV lights were purchased this 
year as demand for terminal cleans continue to grow. There were a total of 55 terminal cleans in 
the six months prior to the March 2020. The average is above 1,000 a month now using a two level 
cleaning system with a Fuse Tristel manual clean followed by UV light decontamination. A new 
Taski floor cleaning equipment has been invested in to ensure the continued cleanliness and 
infection control of the hospitals. 

The increased cleaning of all frequent touch points in both clinical and public areas across the 
Trust was maintained throughout the pandemic. It has now been reduced in line with NHS 
guidelines except in designated red zones where enhanced cleaning is still mandatory. 

The Trust is in the process of upgrading the washing machines that are used to clean our mops 
and cloths with the manufacturer JLA. This will enable us to cope with the increased demand we 
are experiencing and provide greener and more efficient machines. 

The routine programme of curtain change continues to be carried out every 6 months on top of 

changes due to terminal cleans and ward closures. 

Waste Disposal 

The services provided by Grundons and the contract have been extended until the end of March 

2023. All waste disposal is managed in line with legislation and (HTM 07-01) Management and 

disposal of healthcare waste and the “COVID-19 waste management standard operating 

procedure” version 6 November 2021. An external review of Trust and Grundon’s waste disposal 

services is underway with initial feedback showing good management of waste by the Trust and 

supplier. The Trust has reverted back to pre-pandemic internal waste collections. 

Laundry supplies  
The Trust uses the services provided by Synergy and the contract with that company did not 
require review during 2021-2022. Scrub demand reduced to pre-COVID levels. The supplier has 
experienced some linen shortages and to combat that the Trust has worked with the supplier to 
build an on-site buffer clean linen stock to mitigate any daily shortages to ensure patient care was 
not affected. Technology from the supplier is used to accurately monitor linen usage and 
requirements. 

Decontamination 
The Decontamination committee is chaired by Mark Ball (Health and Safety Lead) and has 
supported various works to improve Trust wide Decontamination processes throughout 2021-22.  
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A risk that remains on the risk register is with regard to the Air Flow Rate within the clean room in 
Sterile Services. There were two more risks around air handling units in theatres. Capital bids have 
been placed to remove these risks in financial year 2022/23 

 Additional Thermal Washer Disinfectors  have been installed in Sterile Services Receive & Clean 

area. 

Additional work on identifying ‘non-sterile’ decontamination practices and advising on 
improvements, best practice and safe systems continues, working closely with the IPC team and 
equipment libraries.  

Water Quality 
Water testing continues to be undertaken following the original regime with results being shared 
with IPC, the Water AE and the environmental committee. The most current results were released 
during the months of March and April 2022. 

Of the 47 areas currently designated within the Trust, 13 areas were sampled for legionella in 
March and 22 areas thermally checked within April.  

Of the 13 areas sampled in March, 6 were above the detection threshold. The response to these 
detections was to undertake a flushing and chemical treatment regime as well as to monitor flow 
and return temperatures to reduce the risk. The next batch of testing is due to be undertaken 
during the month of May and will see the start of a programme to test the entirety of the Trust in 
order to provide a baseline condition. 

The sampling continues to reflect areas of detection suggesting a requirement for increased 
management controls or investment strategy. It is the current position of the Estates department to 
undertake an full Trust sampling regime in order to ascertain a baseline risk overview and then 
propose management or investment options in order to reduce risk levels. 

All the areas thermally tested were within acceptable remits. 

Water Infrastructure Information 
Information currently available with regards to the water systems infrastructure as installed within 
the Trust environment is limited and dated. A proposal was put forwards during the last financial 
year to undertake a water infrastructure survey to provide information that could better inform 
decision making and investment proposals.  

This  survey was postponed to this current financial year in order to better define the scope and 
increase the value in decision relating to water quality. 

Along with the water infrastructure information, use points, locations and responsibility form 
another key element of information required in the establishment of good management and 
compliance control. This information is being established as part of the CAFM system roll out 
works which will see the trust implement SFG20 maintenance standards. This information will 
assist in the development of the flushing programme. 

Currently capital investment into water infrastructure has been placed on hold in order to compare 
existing priorities with those being identified through the information being provided from recent 
surveys and audits. It is expected that the capital backlog investment programme will resume with 
a defined and agreed specification within the next two months. 

Ventilation standards  
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Ventilation verification is up to date for all critical ventilation systems and has been undertaken 
within the last calendar year. Verification is undertaken by third party auditors. 
Of the 47 designated areas, only 5 currently hold the status of being Critical as per the HTM 
definition provided in HTM03-01 Part B – Section 4.7.  
It has been identified that the critical ventilation list for the Trust is  outdated and requires re-
assessment. This process requires clinical involvement and is currently in the process of  being 
planned. 

The ventilation infrastructure survey proposed for the last financial year was postponed to this 
financial year to enable a comprehensive scope to be drawn up ensuring greater assurance in the 
delivered product. This survey may be placed on further hold in order to increase focus and 
budgetary availability for the water infrastructure survey.  

Work is progressing with the integration of SFG20 in our maintenance regimes. A M&E asset 
survey has been undertaken which includes ventilation assets. This information from this survey 
will now be overlayed with clinical area information and departmental responsibility information to 
enable better reporting of condition, standards, compliance and quality. 

The ventilation policy has yet to be ratified – however is scheduled for final review within the next 
two months. 
A full review of theatres ventilation has recently undertaken with corrective actions having been 
undertaken. Currently all capital investment plans around theatre ventilation is on hold whilst 
budgets and scope is confirmed. 

Capital report 

The Infection Prevention and Control Team provide specialist advice on building work and 
refurbishments. The following major projects have taken place during 2021-22: 

 The Elliot ward at Ashford upgrade was completed to allow it to be used as an elective 
surgical ward that will accept Level 2 patients 

 The 62 bed Pan Assessment ward was constructed and opened in late August 2021 and 
the UTC transferred to the ground floor. 

The following work is being progressed and specifications of key clinical areas are planned in 
conjunction with IPC 

 Emergency Department and Abbey works is progressing through feasibility study and 
option assessment. 

 The Ashford Elective Centre programme has commenced undertaking feasibility study and 
options assessment. 
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Discussions are being held with SaBP to discuss managing dust from demolition and construction 
of the new Abraham Cowley Unit. 

As ongoing action for the coming year, a process needs to be agreed on how to refurbish wards 
and clinical areas from an IPC perspective and to agree a standard for sanitary ware used in the 
Trust 

Criterion 3: Antimicrobial stewardship 
Report provided by N. Lewis, Antimicrobial Pharmacist. 
General Overview of Antimicrobial Stewardship (AMS) 2021/2022 

Despite facing significant challenges, the AMS program for 2021/2022 has primarily focused 
on developing Safety and Quality through the implementation of Surrey Safe Care (SSC) 
electronic prescribing, administration and documentation system.  
Whilst we have not been able to formerly conduct AMS ward rounds or hold Stewardship 
Group Meetings, other AMS activities such as audits / quality improvement projects, education 
& training & guideline revision & MDT C. difficile ward rounds have continued.  

1. Key Priorities & Progress

Audit: ASPH remain an outlier for their prevalence of prescribing compared to national 
benchmark & Acute Trusts of a similar size & activity. A key recommendation from the Point 
Prevalence Antibiotic Prescribing Audit undertaken in June 2021, was to undertake a 
Diagnosis of infection audit, which was completed in Dec 2021. The results of this indicated 
that an appropriate diagnosis was being made in only roughly 35% of infections. Divisions 
have been asked to create & present their own action plans in response. The biannual Point 
Prevalence Antibiotic Prescribing Audit also measures compliance against key Dept. of Health 
prescribing criteria including documentation of indication & Stop/review date and undertaking 
mandatory 72hr review. Compliance with these has also remained poor despite various 
initiatives and policy changes implemented. Many of these criteria have been built into the 
SSC for prescribing of antimicrobials and it is hoped that this help will improve performance 
against these Antimicrobial Stewardship Standards.  

Antimicrobial consumption: National Contract target set 2% reduction in total Antibiotic 
consumption to be achieved in 2021/2022 - Unlikely to meet.  

2. Plan for 2022-2023 

 Implement actions as set out in the “diagnosis of infection audit”.  

 Point prevalence re- audit for Autumn 2022 following implementation and imbedding 
of SSC 

 Aim for 1% reduction in total antibiotic usage as per National NHS Contract 
requirement 2022/2023 

 Aim for reduction of 4.5% or more of the AWARE & RESERVE categories of 
antibiotics as per National NHS Contract requirement for 2022/2023 

 Supporting the CQUIN for “Treatment of community acquired pneumonia in line with 
BTS care bundle (Acute)” 

 Supporting the CQUIN “Appropriate antibiotic prescribing for UTI in adults aged 16”.  
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 Reinstate antimicrobial ward rounds & Antimicrobial Stewardship Group where 
resourcing allows.  

Criterion 4 – Provide suitable and accurate information on infection 

The Trust infonet site has been the site where IPC Information for staff, visitors and patients – and 
this has been updated frequently though the year as updated COVID-19 advice and guidance was 
released from Public Health England. A Poster Hub is easily accessible and allows for staff to 
obtain relevant posters and updated information. 
Patient information leaflets are available on topics such as MRSA, Cdiff and norovirus.  

Criterion 5 – Ensure prompt identification of people who are at risk of developing and 
infection 

The Trust has purchased Surrey Safe Care. This consists of “a series of software applications that 
bring together and digitalise clinical and administrative data to replace paper based records”. The 
system has involved both Ashford and St Peters and Royal Surrey County NHS Trusts and the 
Infection Prevention and Control Nurse teams have been involved in a number of pathways as part 
of the system preparation. Meetings and discussions with the aim of ensuring the system is fit for 
purpose, and to link the Infection Control Care Pathways, policies and care plans across both 
Trusts has been a considerable drain on the Nursing team resource throughout the Pandemic. The 
system went live in 2022. 

Criterion 6 – Systems to ensure that all care workers are aware of and discharge their 
responsibilities on the process of preventing and controlling infection 

Training (including hand hygiene) 
Prior to the start of the COVID pandemic in early 2020, the IPC updates had been removed from 
Mandatory Trust training days – and hand hygiene training was provided as a “break out” session 
during doctors induction. Training levels had dropped to around 60% Trust wide as a result of this. 
The programme of Infection Control training (used for induction, and as part of the Annual Infection 
Control Training updated) was reviewed and relaunched in May 2021. In order to ensure training is 
of a high standard (and delivered by the IPC Team members themselves) the IPC Nurse 
Consultant has reinstated IPC in all Trust training days, including Annual Mandatory Update days 
and Induction, and has also ensured “stand alone” sessions are provided to teams such as 
Housekeepers, porters, Critical Care and on Medical “Back to Basics” sessions. 
The IPC Link Rep programme is also used to ensure Clinical teams are updated and are made 
aware in changes to practice so this can be disseminated to their clinical teams. 

The Trust Audit programme  
A full programme of audits was undertaken in 2021-22. 

Hand hygiene audits were historically carried out using a paper audit tool by staff working in 
wards/departments (i.e. self-auditing), which on completion had to be scanned, emailed, and 
inputted into an audit spreadsheet; thus, requiring time and effort. To improve this process, work 
was undertaken to incorporate the audit into Perfect Ward (an app and web-based auditing portal), 
which the Trust already used for auditing other aspects of patient care.  Following a pilot and 
refinement, the hand hygiene audit was launched on Perfect Ward in January 2022 across the 
Trust. Extensive support was provided for implementation, including ward-based training for 
auditors in each ward/department. 
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Review of the hand hygiene audit methodology highlighted that auditors were auditing hand 
hygiene undertaken, rather than hand hygiene opportunities, i.e. the points in time when hand 
hygiene should be carried out to break the chain of infection. As a result, the majority of the audits 
reported very high compliance, e.g. 95-100%. However, this incorrect audit methodology failed to 
identify missed hand hygiene opportunities, potentially compromising patient safety. To help 
improve the accuracy of the audits, the IPC Team provided extensive training about the correct 
audit methodology, and this remains an ongoing piece of work. 

The IPC Team also carried out a number of other audits, including: 

 Audit of Single Room Facilities (September 2021). The audit assessed how many single 
rooms are available, in comparison to the total number of beds in each ward. The audit 
identified that each ward across the Trust has insufficient single rooms to meet demand, 
(bearing in mind single rooms are required for isolation of patients with a cross-infection risk 
and non-IPC purposes, e.g. the dying patient requiring privacy and dignity). An audit report, 
including audit results and recommendations, was presented at the Trust Control of 
Infection Committee. The results of this audit are taken into account in the corporate risk 
around healthcare associated infections across the Trust. 

 Audit of Clinical Hand Wash Basins (September 2021). The audit assessed compliance 
with the standards for clinical hand wash basins as detailed in the Health Building Note 00-
09: Infection Control in the Built Environment. The audit identified that whilst many clinical 
hand wash basins meet the required standards, many are also non-compliant, for instance 
some are fitted with non-compliant taps. An audit report, including findings and 
recommendations, was shared with Estates for appropriate remedial works and also 
presented at the Trust Control of Infection Committee. 

 Audit of Commodes (September 2021). The audit assessed the cleanliness and condition 
of commodes available across the Trust. Overall, the audit identified good compliance, i.e. 
the majority of commodes were clean and in a good state of repair (which allows for 
thorough cleaning). 

In addition, the IPC Team undertook extensive annual IPC audits in wards and departments, 
assessing compliance with environmental, cleaning and clinical practice standards pertinent to 
IPC, using a national audit tool developed by the Hospital Infection Society. A written report 
was provided to each area audited, including compliances, non-compliances and 
recommendations for improvement needed by ward staff, housekeeping, and Estates. 
Compliance scoring for each audit is as detailed below: 

=<74% is minimal compliance 
75-84% is partial compliance 
>=85% is compliant 

See table below for a summary of the overall audit score and compliance rating in each ward/ 
department that was audited: 

Ward / Department Date of 
Audit 

Overall Audit 
Score 

Compliance 
Rating 

Additional 
comments 

St Peter’s Hospital
Ambulatory Emergency 
Care Unit (AECU) 

20/07/21 76% Partial 

AMU 09/05/21 96% Compliant  Completed by a 
non-IPC nurse 

Ash 23/09/21 78% Partial  
Aspen  11/06/21 74% Minimal  
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Cedar 07/07/21 79% Partial 
Cherry 24/04/21 75% Partial 
Emergency Department 19/04/21 97% Compliant  Completed by a 

non-IPC nurse 
Endoscopy Unit 16/05/21 92% Compliant  Completed by a 

non-IPC nurse 
Heron 03/07/21 80% Partial  
Holly 21/12/21 76% Partial 
Intensive Care Unit 10/04/21 99% Compliant  Completed by a 

non-IPC nurse 
Ward / Department Date of 

Audit
Overall Audit 

Score
Compliance 

Rating
Additional 
comments

Maple 08/04/21 93% Compliant  
May 08/12/21 73% Minimal  
Mortuary 12/11/21 85% Compliant  
NICU 05/10/21 79% Partial  
Oak  24/09/21 80% Partial  
Paediatric Emergency 
Department  

27/09/21 71% Minimal  

Paediatric Outpatients  05/11/21 63% Minimal  
Surgical Assessment 
Unit 

03/09/21 87% Compliant  

Swan 15/07/21 68% Minimal  
Swift  07/07/21 80% Partial  
Theatres (main) 05/08/21 77% Partial  
Transitional Care Unit 
(maternity) 

12/10/21 81% Partial  

Ashford Hospital
Chaucer  09/09/21 80% Partial  
Infusion Suite 09/11/21 88% Compliant  
Theatres 14/10/21 76% Partial  
Wordsworth 29/07/21 69% Minimal  

In 2021-22 audit results have been included for discussion in Post Infection Reviews.  

Criterion 7 - Provide or secure adequate isolation facilities 
The number of single rooms with en-suite bathroom and toilet facilities is audited yearly and this 
number will increase as new Capital builds come into use. 
Maintenance and improvements have been carried out to two rooms with negative pressure 
ventilation on Chestnut ward. These are used for high risk respiratory illnesses such as Tb. 
Additional rooms with specialist ventilation are included in the new AECU and CAU departments 
A Prioritisation scoring tool is used. 
As a result of the COVID-19 Pandemic the number of patients requiring isolation rooms on 
occasions outstrips the supply, and so patients with COVID were segregated in cohort bays or 
wards in line with Emergency Plan for escalation. 
There is also a “pop up” ITU using bays on Chestnut which have high level ventilation. 

Criterion 8 –Secure adequate access to laboratory support as appropriate 
The laboratory service is provided by Berkshire and Surrey Partnership Pathology (BSPS) - a fully 
accredited service. There are three Consultant Medical Microbiologists and one Virology 
Consultant on site. 
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Quarterly BSPS IPC Operational meetings are held quarterly where any issues or concerns can be 
raised. These are attended by the IPC Deputy DIPC and Infection Control Doctor.  

Criterion 9 – Have and adhere to polices that will help to prevent and control infections 
The Trust has polices in place as required by the “Health and Social Care Act 2008: code of 
practice on the prevention and control of infections”. 

A range of IPC policies, as required by the Health and Social Care Act 2008: Code of Practice on 
the prevention and control of infections, are in place and readily accessible on TrustNet.  However, 
the majority of the policies available are past their review date, with reviews being delayed due to 
the COVID19 pandemic. It has proved challenging to undertake policy reviews, due to the 
increased workload created by each wave of the COVID pandemic, alongside the routine IPC work 
and staffing challenges. Nevertheless, policy reviews were undertaken for the following policies: 

 Meticillin Resistant Staphylococcus Aureus (MRSA) – issued September 2021 
 Carbapenemase-Producing Enterobacterales (CPE) / Carbapenem Resistant Organisms 

(CRO) - - issued December 2021 

In addition, the IPC Team gave input into reviewing the Trust Influenza Plan, expanding it into a 
Trust plan for Respiratory Viruses, including influenza. 

Criterion 10 – Manage the occupational health needs and obligations of staff in relation to 
infection 

A representative from the Trust Occupational Health (OH) Team attends the COIC to give an 
update on key issues and progress. The Primary focus for the Occupational Health Team during 
the COVID-19 pandemic was continuing to support Lateral flow testing, PCR testing, monitoring of 
outbreaks for the household associations and  work place risk assessments. The Occupational 
Health (OH) team supported Trust staff who tested positive for COVID and complied with NHS 
Track and Trace requirements. They extended to 7 day working to support staff. 
The number of positive cases reduced noticeably in March 2021 

Flu vaccination is provided by the Occupational Health Team who provided clinics and also visited 
clinical areas to offer the vaccine. 

FFP3 mask Fit -testing for staff takes place as part of a rolling programme and during local 
indication to areas such as ITU, theatres and respiratory wards. Testing records are held on the 
ESR Electronic Training System spreadsheet. In line with National guidance the focus in 2021 has 
been to ensure staff are fit tested for one of the seven British manufactured masks (to avoid supply 
issues in the future). A South East NHSEI fit tester has supported this Trust during 2021 and 2022. 


