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 GUY’S AND ST THOMAS’ NHS FOUNDATION TRUST 

QUALITY AND PERFORMANCE COMMITTEE  

WEDNESDAY 09 JUNE 2021 

Title: INFECTION PREVENTION & CONTROL ANNUAL REPORT 

Responsible Director: Dr Nicholas Price, DIPC, CD Infection 

Contact: Chief Nurses Office 

 
 
 
 

Purpose: For information and recommendation 

Strategic priority 
reference:  

TO TREAT AS MANY PATIENTS AS WE CAN, SAFELY 

Key Issues 

Summary: 
Infection prevention and control annual performance, including response to the COVID-19 pandemic 

Recommendations: 

The COMMITTEE is asked to: 

1. Take note of the report and future risks and support the proposed recommendations. 

2. Re-appoint Dr Nicholas Price as co-DIPC for the next year (other co-DIPC post is currently vacant) 
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GUY’S AND ST THOMAS’ NHS FOUNDATION TRUST  

QUALITY AND PERFORMANCE COMMITTEE  

WEDNESDAY 09 JUNE 2021 

INFECTION PREVENTION & CONTROL (IPC) ANNUAL REPORT 

1. COVID-19 performance overview 
1.1 The pandemic has involved a huge organisation-wide response and the Directorate of Infection (DoI) has played a central role in leading and delivering 

services, which have been foundational to this. For example, transference of systems/skills from treating the UK’s very first cases (HCID-a national lead 
unit); design of safe and efficient patient care pathways (IPC), coupled with maximising diagnostic performance (Virology); producing clinical guidance and 
training material adopted across London and wider; translational R&D (rapid evaluation/deployment of lateral flow devices, whole gene sequencing, 
vaccination etc). 

 
1.2 Outlying Wave 1 survival rates at the Trust triggered a Get It Right First Time ‘deep-dive’ investigation in order to learn lessons for wider dissemination 

across the NHS. Overall Trust mortality was 19% (980 patients) vs. Region 27% and National 29%. From 1 Sept 2020 (Wave 2), based on 1060 completed 
admissions, level 1 mortality was 6% vs. 17% in Wave 1.  

 
1.3 Hospital COVID-19 outbreaks and associated deaths 

1.3.1 An outbreak of hospital-onset COVID-19 (HOCI) is officially defined as 2 or more cases associated with a specific setting (e.g. bay, ward, shared 
space), where at least one case (if a patient) has been identified as having illness onset on or after 8 days of hospital admission (for a ‘probable’ 
case) OR if on or after 15 days (for a ‘definite’ case). It is mandatory that all outbreaks are reported and investigated by root-cause analysis. IPC has 
investigated over 30 outbreaks in 26 clinical areas since Sept ’20, i.e. start of the London 2nd Wave. 

1.3.2 15 deaths from COVID-19 resulting from HOCI outbreaks have been identified on the Guy’s and St Thomas’ sites since Sept ’20. None have been 
identified at Community sites or the Evelina. All deaths were in patients with risk factors for severe infection and classified as ‘Serious Incidents’. 

1.3.3 Learning and steps taken in response to deaths were presented to the Q&P Board (Feb 17th ‘21). A further update will be presented on June 9th. 
 

1.4 The DoI continues to support the ongoing clinical response as described and develop bespoke tools and materials such as ‘action cards’, educational 
materials and specific COVID-19 audit tools. Operational updates are provided to the Infection Control Committee on a monthly basis and fed into the 
Trust command and control structure, working with Occupational Health, Health & Safety, Site Operations, Essentia etc. In particular, IPC has coordinated 
a comprehensive review in response to the HSE ‘Spot Check Inspection’ findings (letter to hospital Chief Execs, March 2nd), which will be presented to the 
Q&P in June. Other IPC team members continue to be involved in the COVID-19 response at Sector/ICS, London Region and national levels. 
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2. Non-COVID-19 performance overview 
2.1 No CQUINS or external objectives were set for the reporting year 2020/21 because of the COVID-19 pandemic. At the time of writing, no information has 

been received regarding possible CQUINS or external objectives for 2021/22. 
 
2.2 GSTT has continued to report mandatory data via the Public Health England (PHE) Data Capture System (DCS) also known as the ‘MESS’ database. There 

have been no changes to the reporting requirements during this reporting year and these remain as: 

 Bacteraemias: Methicillin-resistant S. aureus (MRSA), Methicillin-sensitive S. aureus (MSSA), Escherichia coli, Klebsiella spp, Pseudomona aeruginosa 

 Toxin EIA positive C. difficile (CDI) in patients > 2 years of age 

 Quarterly Mandatory Laboratory Reports (QMLR). 
 

2.3 The definitions for healthcare-associated infections on the DCS/MESS were changed part way through 2020/21. For the purposes of meaningful 
comparison with the previous year, the data presented here uses the previous definition (this will be reviewed for 2021/22 pending national guidance). 
The figure below compares mandatory, healthcare-associated reporting data for April 2020 to end of March 2021 with the same period in the previous 
year. 

 The slight reductions in CDI and MRSA bacteraemia may reflect reduction in normal activity due to COVID-19. 

 1/3 hospital-acquired MRSA bacteraemia cases were determined to be potentially avoidable by root cause analysis (issues with long line care, wound 
care and decolonisation at home were identified).  

 In 2019/20 the Trust reported the lowest CDI rate in the Shelford group for the eighth consecutive year. No CDI “lapses in care” declared were declared. 
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2.4 Reportable bacteraemias: the graphs below shows variation in case numbers (Y axes) over the last 12 months (HA = hospital-acquired cases, CA = 
community-acquired cases). In particular, there was an increased number of Klebsiella spp bacteraemias in April 2020 and Jan 2021, and HA MSSA and 
Pseudomonas aeruginosa bacteraemias in Jan 2021. These periods correspond to increased COVID-19 admissions to Critical Care and work is currently 
underway in order to establish whether this is a function of much higher case numbers during that period, or whether other factors can also be identified 
e.g. immunosuppressive therapies, higher nursing: patient ratios, broad-spectrum antibiotic usage etc. Of note, the increase in Klebsiella bacteraemias in 
Critical Care has been recorded in other organisations across the country and a data summary has been prepared for CQC by IPC. 
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3. Antimicrobial Stewardship 
3.1 Routine antimicrobial stewardship monitoring activities were temporarily suspended during Wave 1 and re-instituted in the lull between Waves 1 and 2.  

Retrospective investigation showed that antimicrobial prescribing performance was maintained: Wave 1 performance was 89-95% vs. typical 
performance of 90-92%. Wave 2 also led to temporary suspension of routine monitoring and analysis of the period is currently underway. 

  
3.2 External performance monitoring of antimicrobial consumption/stewardship was suspended in Wave 1, including CQUIN and standard contract 

monitoring. 
3.2.1 Trust antimicrobial consumption performance over the 2019-21 period is shown below. Whole Trust consumption peaked during Wave 1 (26% 

increase on the immediate pre-pandemic period), but fell back to usual levels by mid-Summer, with only a slight rise over Wave 2.  
3.2.2 Carbapenem usage also spiked during wave 1 (an increase of 105% on the immediate pre-pandemic period) but this spike was repeated to the 

same extent during wave 2 (99% increase on pre-pandemic usage).  Most usage was on Critical Care and can be partly explained by the increased 
Critical Care footprint, as well as the increased use of ECMO and tertiary retrievals undertaken over wave 2 (see also 2.5 above).  

3.2.3 Consumption patterns are being regularly monitored to ensure that any pandemic-related changes observed are understood and corrected as 
activity and case-mix returns more to previous pre-pandemic practice. 

 
Key: 
DDD = Defined Daily Dose = average adult dose of drug = 
approximately equivalent to one day of therapy 

 
‘Access’ class = the more commonly used, narrow-
spectrum agents with least potential for driving 
antibacterial resistance, such as amoxicillin, doxycycline, 
nitrofurantoin, etc. 

 
Carbapenems = broadest-spectrum, ‘last resort’ class of 
antibacterials with the largest potential for driving 
antimicrobial resistance (AMR) e.g. CRO/CPE 
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4. Surgical Site Infection (SSI) Surveillance 
4.1 The Trust operates one of the most comprehensive SSI surveillance programs in the NHS. Continuous data collection was undertaken for 17 surgical 

categories up until mid-March 2020 when SSI surveillance activities were scaled back in response to COVID-19, the focus remained on specialties that had 
fully established SSI surveillance activities by the end of 2018. 

 
4.2 Although the SSI team continued to promote e-Noting surgical wound documentation, formal reporting was temporarily stopped in March 2020 due to 

COVID-19.  
 
4.3 Non-adherence to pre-operative pathways including MRSA screening and pre-op washing was noted due to the competing pressure of the pandemic and 

redeployment of key staff. 
 
4.4 As part of the re-establishment of SSI surveillance, a digital ‘Photo at Discharge’ (PAD quality improvement initiative) of all surgical wounds before discharge 

is currently being introduced in paediatric cardiac surgery. 
4.5 SSI by specialty (see table below, 4.6): 

4.5.1 Paediatric cardiac surgery: 28 paediatric cardiac SSIs were reported between Jan-Sep 2020. On review, 15 were felt to represent genuine SSI. SSI 
incidence is currently at 3.8% versus 4.5% in 2019 and 2.3% in 2018. There was a moderate decrease in the SSI incidence between 2019 and 2020 
despite activity having been maintained throughout the COVID-19 pandemic. Work is being done to try and identify risk factors and areas of 
potential improvement to reduce SSI in complex paediatric cardiology patients.   

4.5.2 Adult cardiac surgery: 7 SSIs were reported for Oct – Dec 2020; detailed investigations are currently in progress. 
4.5.3 Adult fractured neck of femur surgery: Seven SSIs have been identified, putting the organisation above the national average at 4.9%. A detailed 

investigation did not reveal a common source, but factors associated with increased risk were identified e.g. prolonged surgery time, diabetes, high 
ASA scores, alcohol history etc. No SSIs have been reported since August 2020.  

4.6.4 Gynaecology: lowest ever SSI incidence (0.3%) reported in 2020, with only 1 Trust attributable SSI.  
4.6.5 Other surgical specialities: SSI incidences remain stable for all the other surgical specialties i.e. below the national average. 
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4.6 The table below shows SSI incidence by Surgical Speciality in more detail. Note that with the exception of orthopaedic SSI (red), participation in the national 
SSI surveillance scheme is not compulsory and where there is no national data this is not collected.  
 

Surgical specialty ‘19 Total SSIs (incidence %) ‘20 Total SSIs (incidence %) ‘21 Total SSIs (incidence %) 

All adult cardiac 
(CABG National ave. =3%) 

20 (1.5%) 
CABG 17 (2.7%) 

19 (2.3%) 
CABG 12 (3.2%) 

0 

Adult cardiac TAVI from July 2019 0 0 0 

Paediatric cardiac 16 (4.5%) 15 (3.8%)  0 

Vascular surgery 
(National ave. = 2.5%) 

7 (1.1%) 6 (1.4%) 2 (2.2%) 

Orthopaedics (hips & knees) 
(National ave. 0.5% hips & 0.5% knees) 

2 hips (0.4%) 2 hips (0.8%) 0 

Orthopaedics (fractured neck of femur) 
(National ave. = 1%) 

3 (1.8%) 7 (4.9%) 0 

All adult Gastrointestinal Surgery 
(National ave. for Large bowel surgery = 8.7% ) 

59 (4.6%) 
Large bowel 36 (12.6%) 

53 (5.5%) 
Large bowel 35 (13.9%) 

9 (4.5%) 
Large bowel 5 (10%) 

Gynaecology 
(National ave. for Abdominal hysterectomy = 1.7%) 

8 (1.2%) 1 (0.3%) 0 

Paediatric spinal surgery 1 (0.8%) 0 0 

Paediatric & Neonatal GI 12 6 0 

C-sections 
(National ave. 9.6% from pilot study in 2010) 

26 (5.1%) 24 (4%) - 

Adult renal transplant & nephrectomy 
from March 2019 

17 (3.6%) 7 (4.6%) 0 

Adult spinal from June 2019 
(National ave. = 1.5%) 

6 (2.7%) 6 (2.7%) 0 

Adult thoracic from June 2019 2 (0.3%) 0 – paused from Oct 2020  

Adult head and neck from June 2019 1 (0.4) 0 – paused from Oct 2020  

Breast surgery (STH) 16 (3%) 
2 (2.4%) in Feb ’20 

paused from Oct ‘20 
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5. Other incidents of note 
 
5.1 Overall, implementation of various COVID-19 protection measures has led to a significant reduction in transmission incidents with almost no influenza or 

norovirus activity, and significantly reduced episodes involving Group A Streptococcus, PVL S aureus and chickenpox compared to previous years. 
5.2 Several tuberculosis contact tracing exercises have been performed, including an infectious member of staff (Evelina). Although some have involved late 

diagnosis and significant exposure as a result, no secondary ‘active’ cases have been identified to date. Occupational Health have been involved in the case 
review and learning. 

 
5.3 Three cases of Burkholderia contaminans bacteraemia (2 adults, 1 child) were identified as part of a national investigation instituted by PHE. All cases were 

investigated using the national incident tool and information was fed back to PHE concerning exposure to aqueous care products, including ultrasound 
gel. No specific care issues were identified, but as part of the ongoing incident PHE has issued new guidance for ultrasound gel use, which has been adopted 
Trust-wide. 

 
5.4 There has been a single MRSA transmission event from one known carrier to 3 other in-patients on Mark ward. An investigation is currently being held 

which has highlighted potentially poor practice around shared equipment and adherence to PPE/hand hygiene in a bay. 
 
5.5 A single case of Candida auris was introduced to the organisation from a referring hospital. A large contact tracing and screening programme has revealed 

no onward transmission. 
 

6. Decontamination 
6.1 Sterile Services Department and local decontamination units (including endoscopy) activity has been significantly reduced by the pandemic, but auditing 

has continued with no areas of significant concern. 
 
6.2 A safety alert regarding contamination of multi-use bottles of ultrasound gel with Burkholderia contaminans was issued by PHE in March 2021 (noted 5.3 

and 9.3.1). Where possible clinical areas have switched to single use sterile sachets. Where multi-use bottles for low-risk areas continue to be used, good 
infection control practice has been reinforced and bottles are be discarded after 7 days use. 

 

7. Water & Ventilation 
7.1 In June/July 2020, a cluster of three patients developed Legionnaires’ disease during their inpatient stay. All were immunosuppressed patients who had 

been cared for on Patience, Richard Bright and Samaritan wards (Guy’s Borough Wing) and all recovered following treatment. Typing of the organisms 
showed strain similarity and widespread testing of the water outlets revealed significantly elevated counts of Legionella in many of the water outlets in 
Borough wing. Managed as a ‘Serious Untoward Incident’ by the Trust, this resulted in the following: 
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7.1.1 Point of use filters were immediately installed to outlets to prevent further cases and a patient notification exercise was commenced involving over 
400 patients. 

7.1.2 Identification of several issues with the water supply in Borough wing including poor water circulation, insufficient hot water temperatures, 
insufficient levels of chlorine and several runs of redundant pipework. These problems were all dealt with by a programme of remedial works and 
subsequent monitoring of essential parameters and microbiological testing have shown that the water system is now under good control. 

7.1.3 The internal audit department conducted an investigation of the assurance and governance of water safety and made a number of 
recommendations to the Board, the majority of which have now been completed. 

 
7.2 The Water and Ventilation Safety committee has met monthly during the past year with weekly meetings of the water technical subgroup and the 

formation of a new Theatres Maintenance programme board. Many of the Air Handling Units (AHUs) supplying theatres are approaching end of life which 
is adversely affecting their performance, and which will require significant funding to maintain / replace. 

 

8. Seasonal viral infections 
8.1 As noted, there have been minimal seasonal virus activity e.g. influenza and norovirus, probably a direct result of the national lockdown, social distancing 

and other measures reducing transmission. 
 

9. Evelina London Children’s Hospital (ELCH) 
9.1 Externally reportable bacteraemias and CDI continue to be in low number in Women’s and Children’s and are included in the overall GSTFT numbers.  Post 

infection reviews for MSSA bacteraemia’s were paused during the COVID-19 pandemic but are due to restart April 2021.  
 
9.2 There were 18 exposure and contact tracing investigations undertaken by the Evelina London Infection Prevention and Control team and these mainly 

were around COVID-19 cases. There was an investigation into two cases of Pseudomona aeruginosa bacteraemia on the Neonatal Unit and they were not 
found to be linked but an investigation with actions was completed.  

 
9.3 There have been two national alerts: 

9.3.1 Burkholderia contaminans infection associated with multiple use ultrasound gel bottles (as noted above, changes to ultrasound gel use in line with 
national recommendations have been shared and practices updated) 

9.3.2 Staphylococcus capitis bacteraemia affecting babies on Neonatal Units. The IPC team, Neonatal Team and Consultant Microbiologist all attended a 
national meeting regarding a rise in some centres with Staphylococcus capitits infection in Neonates. Whilst local data has not shown a rise like in 
other centres, the Evelina teams remain engaged with the national PHE response group. 
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9.4 COVID-19 in Women’s and Children’s  
9.4.1 Paediatrics: In the second surge of COVID-19 there was a significant 

increase in the number of children where COVID-19 was detected: 95 
(Oct to Dec) compared to the first surge 20 (Apr-Jun).  During the period 
of Jan-March 2021 there were 66 cases in total and since January the 
numbers of children affected has reduced in line with a national 
reduction of numbers. There is some data to support that children were 
more likely to have asymptomatic infection compared to adults and 
may not necessarily have been tested.  

9.4.2 Women’s: During Jan to March there were 21 cases of COVID-19 
detected in women, compared to 24 for the previous quarter. Whilst 
many of the women were mildly affected there was an increase in 
women who required admission to intensive care (both in the antenatal 
and post-natal period) since November 2020.   

9.4.3 The ELCH IPC team have continued to work closely with the Maternity 
Team on facilitating partners to be present.    

9.4.4 A member of the ELCH IPC team was a panel member for discussing COVID-19 vaccination amongst the Black, Asian and minority ethnic groups. 
9.4.5 Since the 19th April 2020, ECH has been heavily involved in describing and managing patients presenting with PIMS-TS (Paediatric Inflammatory 

Multi-System Syndrome Temporarily associated with SARS-CoV2). ECH has provided clinical support to all network hospitals from April 2020 by 
providing inpatient care for severe patients and remote daily support via an MDT for mild to moderate patients. 

9.4.6 Lateral flow device (LFD) testing has been rolled out in almost all areas of ELCH and Maternity services. LFD testing of carers was started in January 
2021 and as of April 12Th, Maternity services are compliant with the NHSE request that all maternity patients have a support person with them for 
all scans and appointments. This has created concerns with the physical capacity of the different areas which are not able to accommodate patients 
and partners and maintain adequate social distancing measures. Teams are working to ensure partners and patients engage in helping maintain 
these measures as much as possible. 

 

9.5 Other ELCH work of note 
9.5.1 The Evelina Deputy Director IPC continues to work with the Evelina Expansion team on multiple new builds and refurbishment projects including 

Evelina +1 plans and other new clinical environments.  Sky Ward was opened in April 2020 in response to the COVID-19 Outbreak where Forest PICU 
patients were transferred to Sky PICU to provide surge capacity for adult ICU patients.  

9.5.2 High Consequence Infection Diseases. The Deputy Director Paediatric IPC and Evelina IPC Doctor contributed to the trust preparedness on HCID 
throughout 2020-2021.  The Evelina is represented on the HCID management group by the Deputy Director Paediatric IPC and Paediatric ID/ IPC 
doctor. 
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9.5.3 The Evelina London Infection Prevention and Control Link Practitioners restarted meeting from March 2021 following the second surge of the COVID-
19 pandemic. A new group has also been set up within the Women’s Services. The link practitioners continue to be an important part of the 
organisation’s work in reducing healthcare associated infection and continue with local projects, audit and quality improvement work.  The group 
is strongly supported by the senior nurses/ midwives at the Evelina and this assists in ensuring its sustainability.   The PPE audit module is now 
available to all link practitioners, and submissions from all areas are expected to start from the 1st April 2021.  

9.5.4 Eleven temporary isolation cubicles called Redirooms were purchased in November 2020, these have been instrumental in ensuring children with 
suspected infections have been safely managed and cared for.  The Rediroom was also used on PICU when single room capacity was significantly 
reduced as Sky PICU was converted into an AICU during the second wave of COVID-19.     

 

10. Royal Brompton & Harefield Hospital (RBH) 
10.1 Please see separate report (Appendix 2). Note, future annual and half-year IPC Q&P Board reports will be a single paper. 
 

11. NHSE High Consequence Infectious Diseases-airborne (HCID-a) service 
11.1 HCID-a are a specific group of rare, acute respiratory infectious diseases, characterised by high case fatality; lack of effective prophylaxis or treatment; 

difficult rapid diagnostic detection; ability to spread within the community and healthcare settings; and a requirement for a system-wide response to 
manage effectively. 

 
11.2 The Trust has led the national HCID-airborne network since first commissioned by NHSE in 2017. Confirmed HCID-a cases must be admitted to one of 5 

specialist centres within 6 hours of confirmed diagnosis. The Trust’s HCID service comprises: 1) the purpose built EW6 isolation unit (Adult Critical Care), 
2) PICU and 3) the Infectious Diseases ward (Hillyers). In December 2020, Hillyers ward was extensively upgraded in order to provide a 16 bed negative-
pressure, isolation facility (previously 4 negative pressure beds).  

 
11.3 Since SARS-CoV-2 was initially designated an HCID-a, the UK’s first cases from 31 Jan ‘20 were exclusively managed by the HCID-a network. Due to the 

strict national ‘containment’ policy, no confirmed cases were initially kept at home but transferred to an HCID-a unit. As such, the network provided the 
UK’s primary admission facilities through Feb until early March 2020. The HCID-a status of COVID-19 was withdrawn on 19th March 2020 and there have 
been no HCID admission since this time. In response to SARS-CoV-2 ‘variants of concern’ and request of the CMO, the HCID-a service had a primary role in 
creating a new, expanded ‘Specialist ID’ network of 20 clinical units across England. 

 
11.4 Full-time, ‘HCID-Simulation fellow’ (registrar grade) and HCID CNS posts deliver specialised staff education and training across the service, helping to ensure 

there is preparedness to receive a patient at the Trust at any time. 
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12. IV line care audit 
12.1 Monthly point prevalence audits of intravenous access devices (IVADs) were suspended during both of the COVID-19 waves. Prior to the pandemic, the 

IV line team audited over 5500 IVADs per year. Daily MRSA and weekly central venous access catheters care audits continued as staffing and clinical 
priorities permitted.  Audits included both peripheral venous catheters (PVC) and central venous catheters (CVC) with 1500 IVADs audited in total. 

 
12.2 Data shows that IVAD documentation on the ‘continuing care form’ fell from 80% last year.  Documentation was in the body of shift notes, making audit 

difficult, and the usual template to document IVAD insertion and care was not always completed. The tables below show compliance with the various 
elements in the care bundle (a) and in each area audited (b). Despite the pandemic, overall compliance was 88% compared to 91% the previous year. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
12.3 Since mid-March two additional team members have been recruited to the team allowing return of routine, daily MRSA and weekly CVC 

audits.  Teaching on the care and management of IVADs to clinical areas has also resumed.  From May, point prevalence audits will resume in ICU 
followed by all inpatient clinical areas. 

 

13. Mandatory training 
13.1 Mandatory IPC training data has remained largely unchanged from the previous year despite only being accessible online since the start of the pandemic. 

Overall compliance (including hand hygiene) training for clinical staff is between 79-80% (80-85% pre-pandemic) against the 95% Trust target. 
 

Compliance PVC / CVC Care Bundle Status 

100% Dressing Dated 

85% Dressing Intact 

100% Free from signs of infection 

100% Insertion form complete 

62% Continuing care form 

Compliance Clinical Area 

100% Private Patients 

85% Health Centres 

93% ELCH 

92% PACCS 

91% Surgery 

89% TRU 

89% Onc & Haem 

87% Gastro Med & Surgery 

84% Cardiovascular 

80% Acute Medicine 

74% Women’s 

a b 
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13.2 The Trust Education, Training & Development (ET&D) team have been working closely with IPC on measures to increase compliance, e.g. mixed delivery 
model; face- to- face plus online, which will resume as soon as social distancing restrictions are removed. Automated prompts from the Learning 
Management System (LMS) as well as regular DMT updates from ET&D will also be used to improve compliance.  

 
14. Future work, risks & recommendations 
14.1 Royal Brompton & Harefield (RBH): Work is currently underway to establish an Infection service at RBH mirroring the successful, integrated 

IPC/ID/diagnostic clinical service model that was established at GSTT over a decade ago. This involves recruitment of 4 new ID consultants with specific 
IPC leadership and clinical roles, overseeing the on-site diagnostic service and working closely alongside the RBH IPC nursing team. The DoI Merger of the 
HCAI data capture system between GSTT and RBH will take place on 29th April. The RBH service also needs to seamlessly fit into a single Trust wide structure 
and governance framework, which can provide the Board with IPC assurance in line with the Health Act ’08. In keeping with the Trust wide responsibility 
for delivery of IPC, the DoI will continue to sit in the office of the Chief Nurse, as a stand-alone directorate (see revised DoI structure, Appendix 1). 

 
14.2 Antimicrobial resistance (AMR) & stewardship: The inexorable global rise in antimicrobial resistance remains the most significant IPC challenge for the next 

two decades. AMR is predicted to overtake cancer as a cause of mortality by 2050 and inappropriate antimicrobial prescribing is the major underlying 
factor driving this (see UK Govt Review on Antimicrobial Resistance 2014). Following the merger with RBH, the Trust is now the biggest antibiotic user in 
London, both in terms of total consumption and prescription of last resort agents, e.g. carbapenems. In order to combat this, a new ‘Infection bio-
informatics and Epidemiology’ group will be created within the DoI, bringing together Pharmacy, IT, Synlab and the ‘Centre for Infection & Diagnostic 
Research’ (pathogen genomics and data science) in order to deliver innovative, data-driven strategies. Accessibility to electronic data (pharmacy, diagnostic 
laboratory, patient) across all Trust sites is critical for the success of this initiative (see Appendix 1). Of note, the NHS standard contract now includes a 
requirement to reduce overall antibiotic consumption by 2% (from the 2018 baseline) and thereafter by 1% per year. 

 
14.3 Synlab and pathology re-configuration: The COVID-19 response has highlighted the importance of marrying effective laboratory outputs with clinical 

pathways in order to maximise efficiency whilst maintaining patient safety, in addition to having the capability to introduce novel diagnostics into the 
routine service at speed. The DoI provides clinical leadership for both the Microbiology and Virology laboratories, alongside the ‘Centre for Infection & 
Diagnostic Research’ (CIDR) that functions as a dynamic, translational R&D pipeline. The CIDR hosts the BRC-funded nanopore pathogen sequencing facility 
that is piloting same day antibiotic susceptibility testing and rapid genome sequencing to help prevent transmission of antibiotic resistant organisms. Both 
diagnostic and research laboratories are also currently physically co-located, alongside ID and IPC. As decisions about pathology re-location are being 
made, it is vital these distinct but inter-dependent services remain seamlessly integrated. 

 
14.4 COVID-19:  the focus for IPC will be recovery of elective work and planning for a possible 3rd wave.  In particular, a Trust-wide review of ventilation and 

establishing a robust, rolling programme of assurance will be conducted (see Trust response to HSE ‘spot check’ inspections). Focus will be on areas with 
mandatory performance requirements (Critical Care, Theatres and negative-pressure isolation rooms) in addition to high-risk AGP zones e.g. A&E, 
AAW/MSAU, endoscopy suites etc. 

https://www.gov.uk/government/publications/government-response-the-review-on-antimicrobial-resistance
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14.5 Waste disposal: a resilience issue and dependency on waste disposal contractors was highlighted by the Kent plant failure earlier this year, which resulted 

in the need to store significant amounts of waste on-site. In addition, there is the need for greater on-site Cat. 3 waste storage capacity in light of the 
expanded number of HCID-a beds created on Hillyers ward. Working together, IPC and Essentia should report back to TICDAC in order provide necessary 
assurance in the first instance (July 2021), and escalate further if these issues cannot be sustainably resolved. 

 
14.6 The Board is asked to re-appoint Dr Nicholas Price as joint-DIPC for the next year. Dr Neil Wigglesworth left the Trust earlier in 2021 to take up the position 

as DIPC in East Kent Hospitals University NHSFT, hence the other joint-DIPC post is currently vacant. Please would the Board extend their thanks to Dr 
Wigglesworth for his important work and many achievements at the Trust. Following a successful recruitment process, the post will be filled in July. In the 
interim, Dr Newsholme is acting as co-DIPC with Dr Price. 
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