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ACTUALITY OF HOSPITAL WARD 

 

DOCTOR: Would you take a deep breath for me?  And out.  Did 

that hurt your tummy?  No? 

 

PATIENT: No. 

 

URRY: For decades, doctors have been able to use antibiotics to 

fight off life threatening infections in their patients.  But now they’re having to deal with the 

consequences.  The bacteria which cause those infections are becoming ever more resistant, 

leading to dire warnings from the UK Government’s most senior medical advisor. 

 

DAVIES: This is a severe risk to humanity.  This should be on the 

Government’s Strategic Risk Register alongside climate change and terrorism.  We might not 

live to see climate change because we could die of infections.  

 

URRY: If it’s that bad, you’d expect our own Health Service to 

have been on full alert.  With the superbugs on the march, has enough been done to track them 

effectively?  Our investigation raises serious questions about the monitoring and surveillance 

of these mutated strains, which are known killers. 
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HOPKINS: We haven’t got enough research to know how prevalent 

it is in the community. We don’t know what the right antibiotic is to treat it; we’ve got no new 

antibiotics coming along, so one of these patients who you see may be the next patient that you 

see dying.  

 

URRY: Tonight File on 4 asks if the NHS has been sleepwalking 

into a superbug crisis. 

 

SIGNATURE TUNE 

 

ACTUALITY WITH LAB COATS 

 

WOODFORD: We’re just asking you to put on these protective 

laboratory coats so that your day clothes are protected from any of the bacteria that are present 

in the laboratory, just to keep you clean. 

 

URRY: At one of the nation’s foremost science labs, procedure 

is taken very seriously. 

 

ACTUALITY OF HAND WASHING 

 

WOODFORD: You’re going to be washing your hands again afterwards 

to make sure that you don’t take away any of the bacteria that are in the laboratory. 

 

URRY: This is Colindale in North London, the high containment 

microbiological research labs of Public Health England, the former Health Protection Agency.  

Antibiotics revolutionised the treatment of infection, but the more we use them, the more 

bacteria build resistance.  Professor Neil Woodford is in charge of the labs which monitor the 

most troublesome organisms. 

 

WOODFORD: What we have here are some agar plates, so these are 

dishes of jelly, which microbiologists use to culture bacteria.  So what we have done is plated 

the bacterium on this jelly, put on strips containing the antibiotic, incubated them overnight, the 

antibiotic diffuses out of the strips and if the bacterium is sensitive, it’s stopped from growing 

and you get these zones where there is no growth. 
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URRY: So this is why we’ve got this sort of wheel effect with 

the spokes of growth of the bacteria, and where you’ve put the antibiotic strips nothing at all? 

 

WOODFORD: Absolutely.  This is a fully susceptible strain of a gut 

bacterium called E.coli. 

 

URRY: You can clear that one up? 

 

WOODFORD: Yes, this one should respond to a range of antibiotics, so 

in this case .... 

 

URRY: Another dish you’ve now picked up. 

 

WOODFORD: So this is now a more resistant bacterium and you can 

see in this case that we either get no zones at all where the antibiotic is completely ineffective 

against the bacterial strain, or we get very small zones, again where there is a reduced level of 

susceptibility.  For an infection that’s caused by this strain of bacterium, there are fewer 

therapeutic choices. 

 

URRY: That’s the challenge which our hospitals are having to 

grapple with. 

 

ACTUALITY ON WARD ROUND 

 

HOPKINS: So we’re on the seventh floor and ward three – this is the 

predominantly vascular surgery ward, where patients with complex vascular operations 

needing bypasses, angioplasties and with diabetic foot infections are looked after.   

So Peter, how are you doing today? 

 

PETER: Doing a bit better today. 

 

HOPKINS: Okay.  How’s the pain in the leg? 

 

PETER: I’ve had some treatment.  Doctor has had a look at it.  He 

says it’s a little bit swollen. 
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HOPKINS: Okay.   

 

PETER: And he wants me to go back into theatre to take off some 

more bone today. 

 

HOPKINS: Okay. 

 

URRY: Dr Susan Hopkins is a consultant in Infectious Diseases 

and Microbiology at London’s Royal Free Hospital.  She works with patients who’ve got drug 

resistant infections - people like Peter, a blind, middle aged man with underlying health 

problems. 

 

PETER: I’m diabetic and I’ve got poor circulation to my foot, 

which caused a blister to get worse, so all my toes turned black and then it spread to my foot.  

The antibiotics weren’t working because there wasn’t sufficient blood supply going down.  

Gangrene was spreading. 

 

URRY: Because Peter’s had to take antibiotics before, he’s 

caught in a cycle of difficulty - more infections mean more drugs, which mean more resistance. 

   

HOPKINS: So the plan is to try and get the blood supply to the best 

place possible and then hopefully the antibiotics will have a better chance of working and 

completely treating the infection.  We still have one or two drugs left that we can use for you, 

though they are getting quite difficult to treat; the bacteria that you’ve had over the last couple 

of years, we’ve seen more and more resistant bacteria because of the antibiotics we’ve had to 

give you for the foot infections.  Obviously the anxiety is always – and you know this as well – 

is that if the antibiotics stop working and we don’t get the blood supply working to your foot, 

then the foot will need to be amputated, and we are doing everything we can to prevent that. 

 

URRY: For Susan Hopkins, there’s also cause for concern about 

the bigger picture in the UK.  The superbugs are spreading. 
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HOPKINS: We know that there are multi drug resistance clones 

circulating in the UK and we’ve seen outbreaks, particularly in the northwest of the country, 

that have gone from just being in the hospital to now being more widespread across the 

community as well.  The problem is that once these become part of the normal flora on our 

body, then we can spread them from one patient to the next.  By and large if we’re healthy, 

then these bugs are not going to cause us any problems.  But the problems are the patients who 

have got a reduced immune system, the older patients, people who’ve got diabetes, on steroids.  

These people are the people who develop devastating infections with them and they’re all 

around us too, those people don’t live in a separate bubble. 

 

URRY: What’s the thing that keeps you awake at night worrying 

then? 

 

HOPKINS: I worry constantly that we don’t know what to do next.  

We haven’t got enough research to know how prevalent it is in the community, we don’t 

actually know if it is a real big problem. So one of these patients who you see may be the next 

patient that you see dying; that’s pretty devastating for somebody who treats infection all the 

time. 

 

URRY: Dr Hopkins has seen a very small number of patients 

who don’t respond to any antibiotic at all, and about another twenty a year for whom only one 

or two drugs of very last resort will work. These are older compounds, potentially toxic, often 

with nasty side effects.  But on the other side of the Atlantic, the situation’s much worse. 

 

PALMORE: A number of patients became colonised and then very 

quickly became infected with bloodstream infections with the bacteria, and those bloodstream 

infections proved in most cases to be extremely difficult, if not impossible to treat. 

 

URRY: Dr Tara Palmore leads a team of infectious disease 

specialists at the prestigious National Institutes of Health Clinical Centre in Maryland. The 

Centre is the research hospital for the organisation. People who get admitted there usually have 

a range of complications that other hospitals sometimes struggle with.  It’s right at the cutting 

edge of expertise.  In the summer of 2011, there was an outbreak of a deadly strain of bacteria 

known as Klebsiella.  It came in with a patient who’d been transferred from New York. The 

Centre’s control systems were tightened up and enhanced; more resources were brought in. 
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PALMORE: We actually created a whole separate intensive care unit 

for patients who were carriers, with their own nursing staff who were what we call cohorted for 

that unit and did not take care of other patients.  In addition, we began using hydrogen peroxide 

vapour decontamination of equipment and rooms that had been occupied by colonised patients 

in order to prevent transmission from equipment or the environment.  The real problem with 

these patients was the impairment of their immune systems, so in some cases we actually gave 

the patients white blood cell transfusions in hopes that those would help fight the bacteria, but 

that really didn’t have the desired effect.  

 

URRY: Try as they might, they couldn’t stop it spreading; the 

Klebsiella bacteria in this case were already multi drug resistant. But even as Dr Palmore and 

her colleagues fought to overcome that with novel approaches to the way medicines were 

administered, the superbug stayed one step ahead, with fatal consequences. 

  

PALMORE:  We used three, four, sometimes five antibiotics in 

combination to try to save these patients.  The bacteria were generating resistance mutations to 

the few antibiotics to which they were susceptible while the patients were receiving those 

antibiotics.  They are able to mutate their DNA very quickly, and so several patients died with 

bacteria in their blood that were resistant to all antibiotics. 

 

URRY: All antibiotics? 

 

PALMORE: All antibiotics. We tested their bacteria for other old 

outmoded antibiotics as well as some new investigational antibiotics that are not even on the 

market and found them resistant to everything. 

 

URRY: Of the seventeen patients who were carrying the strain, 

eleven died, six as a direct result of the infection, another five from their underlying conditions 

whilst trying to fight it off. It took six months to bring the situation under control. The Centre 

turned to genome sequencing and analysis to track the spread, organise effective screening and 

containment.  Since then the hospital has remained on high alert, which has helped control any 

further outbreaks. Some other hospitals in America have had similar problems and similar 

tragic outcomes. Defeating such microbes won’t be easy. Ever since antibiotics were 

pioneered, there’s been an arms race between the bugs and the drugs, and the bugs are 

formidable enemies. 
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BAX: They have been around 200 million years more than we 

have, all the time mutating, and they are the ultimate in genetic diversity, all the time 

exchanging genetic elements, and they are really very worthy foes.   

 

URRY: Richard Bax has spent 35 years researching microbial 

susceptibility.  He believes he’s developed more antibiotics than anyone else alive. The 

bacteria causing most concern right now are a group known as Gram negatives, named after a 

19th century Danish physician, who pioneered a test which differentiated microorganisms.  

Richard Bax says these have defences which make it tough for antibiotics to do their job. 

 

BAX: In Gram-negative bacteria, you’ve got a much more 

complicated cell wall.  It’s double, its thicker, it’s less likely to be affected by antibiotics.  

Also, within the bacterial cell they have other mechanisms for preventing antibiotics from 

killing them.  They actually pump out antibiotics from the centre of the cell outside. 

 

URRY: They can spit it out? 

 

BAX: Yes, spit it out in a major way. Because they are so 

complicated - and it’s not that people haven’t tried – are actually defeating us in terms of 

finding truly new antibiotics.  These superbeasts are continually mutating.  They have multiple 

resistances to multiple classes of antibiotics.  They are passing these resistances between 

different bacteria.  Many of these are causing major infections with much higher morbidity.  In 

modern medicine we do not expect to have patients dying of bacterial infections for which 

there are no known treatments. 

 

URRY: The NHS doesn’t want to find itself in that situation.  So 

what are we doing about these sophisticated and deadly microorganisms in our hospitals, and 

how well are they being tracked?  

 

ACTUALITY AT ALDER HEY 

 

URRY: At Alder Hey in Liverpool, they are seeing children with 

a drug resistant form of E.coli known as ESBL - Extended-Spectrum Beta-Lactamase. 

That’s one of the Gram negatives and therefore a worry for physicians like Stephane 

Paulus. 
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PAULUS: ESBLs have resistance to all cephalosporins and 

penicillins.  They are to be used routinely for sepsis, for meningitis, and if you have an 

infection with an ESBL producing bacteria, these sorts of antibiotics won’t work. 

 

URRY: They want to stop it spreading so the children’s hospital 

has rigorous infection control measures. 

 

PAULUS: We are here on K3, which is a surgical ward here at 

Alder Hey, so we will go in now.  But before we do, I guess we should really sort of clean our 

hands and also be bare below the elbows. 

 

URRY: Stephane Paulus is doing his rounds. He leads a team 

dedicated to dealing with difficult infection cases. Today he’s checking on the progress of a 

four year old with ESBL E.coli in a surgical wound. 

 

PAULUS: Hello there, good morning.  How are you doing? Things 

okay with Dominica today? 

 

MOTHER: Yes, today is very good. 

 

PAULUS: Okay.  So, Dominica of course has a complex medical 

history and is originally from Poland, and she had many surgeries when she was a baby, didn’t 

she? 

 

MOTHER: Yes. 

 

PAULUS: And she recently had to go to surgery because she had an 

obstruction and that was complicated at the time by an infection, for which she received about 

a week course of antibiotics, which was a cephalosporin containing agent.  And unfortunately, 

Mum, she then developed a wound infection with a resistant bacteria. 

 

URRY: Dominica was put on an alternative broad ranging 

antibiotic straightaway, to cover the possibility she might have had a multi-drug resistant strain. 

Tests confirmed that diagnosis.  For several days the four year old was very poorly, a worrying 

time for her and her mum. 
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MOTHER: She was being sick, she not good breathing, she not 

smiling, she not talk to me, she every time sleeping, crying, she have antibiotic, antibiotic help. 

Today is very very good. 

 

URRY:  You’re smiling today? 

 

MOTHER: Yes.  I come back home, so maybe today. 

 

PAULUS: She finishes her course of antibiotics today, she just 

received a five day course of Ciprofloxacin and the wound looks much better indeed and we’re 

quite happy to stop now. 

 

URRY: So that looks as though it’s worked then? 

 

PAULUS: Yes, it did. 

 

URRY: Dominica has recovered and now left hospital. It’s 

only recently that the NHS has begun to understand the scale of the E.coli problem. It 

came to light following something called a point prevalence survey, published last 

year. That was a snapshot of antibiotic use and healthcare infections during one day.  

What that suggested was that, along with other Gram-negative bugs, E.coli is 

responsible for five thousand deaths a year in our hospitals. Resistant strains account 

for half of those deaths.  Mortality rates when those are involved are twice as high.   

What the survey also revealed was that these Gram negatives were far more prevalent 

that the ones hospitals have been ordered to sort out - MRSA and Clostridium 

Difficile or C Diff.  One of the authors of the survey is Susan Hopkins, the infectious 

disease specialist at the Royal Free Hospital. Dr Hopkins also works for Public Health 

England as an epidemiologist, helping to track patterns and trends in populations. 

 

HOPKINS: Previous surveys have thought that it was all MRSA and 

C Difficile, but this survey really proclaims that E.coli, Klebsiellas and Pseudomonas are the 

most important causes of infection these days. 

 

URRY: Did that take people by surprise? 
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HOPKINS: It did. I mean, the last survey was five years ago, those 

bacteria weren’t explicitly measured in that survey, but in the last survey nearly half the 

infections were caused by MRSA and C Difficile.  In this survey, less than 0.5% of the 

infections were caused by those bacteria and on the other side the infections caused by Gram- 

negative infections were about 20%. 

 

URRY: Shouldn’t we know more about this? 

 

HOPKINS: Of course we should know more.  We’re doing lots of 

research on it and we’re trying to understand it.  There is a limited budget about where the 

money for research can go in this country, and I think this has now meant that we have to 

refocus that budget on looking at antimicrobial resistance and Gram negatives.  We don’t know 

what we can do in the community to reduce transmission of resistant bacteria from one person 

to the other and we need to research that. 

 

URRY: It seems all the attention’s been on MRSA and  

C Diff, even though they are now largely under control through better healthcare 

practices, enforced by Government targets. While this has been going on, E .coli 

bloodstream infections have shown a year on year rise of 8%. The figures show E.coli 

and its cousins in the Gram-negative family are killing far more patients than MRSA 

and C Diff put together. Yet, according to Public Health England, the rise in infection 

rates is unexplained.  There seems a lot the Health Service in England doesn’t know 

about potentially deadly strains and that’s something which troubles its Chief Medical 

Officer, Professor Dame Sally Davies. 

Do you think because of this emphasis on MRSA and C Diff then that the Service’s 

eye has been off the ball when it comes to E.coli and these other so-called Gram 

negatives? 

 

DAVIES: I think the Service has a right to be very proud of where 

we’ve got to on MRSA, which has dropped 80% since 2003.  Clostridium Difficile down 41% 

since 2010, so that we’ve got only 0.1% in 2011 in England and 0.4% of Clostridium Difficile 

in 2011.  I think that is amazing.  The increase in bacteraemias has just been a steady rise and it 

takes someone to bring it all together, put it down and cry as I have, ‘Stop, we need to think 

about this and do things differently.’ 
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URRY: So is your answer then, yes, people’s eyes have been off 

the ball, because it’s taken somebody like you to point it out? 

 

DAVIES: I do not think people’s eye was off the ball.  What I have 

done is not only put the data in the public domain, but raised awareness of it.  That was not 

happening .....   

 

URRY: Five thousand deaths a year and people didn’t know 

about it? 

 

DAVIES: [Interrupting question] It was the raising awareness that 

was missing. 

 

URRY: Five thousand deaths a year and people didn’t know 

about it? 

 

DAVIES: They were spread across the country, so everyone knew 

about a few.  The difference now is that we have made people aware of the totality of the issue. 

 

URRY: Shouldn’t there be targets for E.coli then in the same 

way that there have been for MRSA and Clostridium Difficile? 

 

DAVIES: I think I would argue that we don’t need a target, we just 

need to minimise this and get on top of it.   

 

URRY: That’s easier said than done. We’ve found out that 

hospitals aren’t required to report strains which are the most difficult to treat.  

 

WOODFORD: We’re particularly concerned about resistance to a group 

of antibiotics called the carbapenems.  These are our most powerful penicillin-like antibiotics 

and historically they have been held in reserve for treating infections that are incredibly 

resistant to other agents.  
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URRY: Professor Neil Woodford of Public Health England is 

worried because some microbes are producing enzymes which can fight off this last effective 

line of medical defence. Microbial DNA, which enables this, can move from bug to bug, 

complicating the situation, which is getting worse. 

 

WOODFORD: The problem is that we’re now seeing rising numbers of 

bacteria that are resistant even to the carbapenems, and that pushes therapeutic choice to one or 

two remaining agents that may have had toxicity issues, which meant their use declined or 

perhaps are seen to be less preferable for other reasons. 

 

URRY: So how many cases are there that you’ve identified of 

these highly resistant organisms which can shrug off the last line of treatment? 

 

WOODFORD: We found the first ones in gut bacteria back in 2003, and 

until 2007 we were seeing three to five per year.  Since 2008, those numbers have begun to 

rise, and in 2012 we confirmed just under eight hundred from hospitals in the UK, so a 

significant rise over a relatively short period. 

 

URRY: It’s difficult for hospitals to know when someone is a 

carrier of these bugs, because they may not be ill with them. It’s only when they get into a 

wound site or any area where skin has been punctured that the problems emerge, and by then it 

can be too late. 

 

CAWTHORNE: I was quite horrified and very concerned we had 

discovered this in a patient in our Trust. 

 

URRY: Julie Cawthorne is the consultant nurse for infection 

prevention and control at Central Manchester University Hospitals Trust. Four years ago, she 

and her colleagues were confronted with something they hoped never to find - a carpabenem-

resistant strain of Klebsiella, a potentially deadly form of Gram negative. A routine check led 

to the discovery of the strain, which Manchester called CPC. 

 

CAWTHORNE: We take swabs from patients all the time.  They get sent 

off to the microbiology laboratory, and when we looked at this particular specimen that had 

been taken, we identified that it was a CPC. 
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URRY: This was something unusual? 

 

CAWTHORNE: It was something very unusual.  It’s the first one that 

we’ve seen here in central Manchester and the first one that I’d ever experienced in a 

considerable amount of years in infection prevention and control. 

 

URRY: Do you know where that organism came from?  Were 

you able to plot its track into the hospital? 

 

CAWTHORNE: No, we weren’t able to plot its track into the hospital, but 

in quite close succession we found two patients with a CPC in the Trust. 

 

URRY: Although they don’t know where it came from, once it 

emerged, the CPC began to colonise others at the hospital, including some of the most poorly 

and vulnerable. 

 

CAWTHORNE: We started to see an increase and spread of this 

microorganism in certain high risk groups of patients, patients who had undergone bowel 

surgery, because this is a bug that’s naturally found in the bowel.  We also see an increase in 

instance in patients who were immunosuppressed, patients who had come in with leukaemia, 

they were carrying it as well, we found carriage amongst them. 

 

URRY: And how was it spreading? 

 

CAWTHORNE: We don’t know how it spread and that’s one of the big 

key factors.  If we’d known how it spread, we could have perhaps prevented it spreading more 

quickly, but what we did do is we put in some key control measures, most importantly was 

around making sure that everybody was washing their hands before they touched a patient and 

after they touched a patient.  We also looked at isolation of patients and we isolated anybody 

that had CPC. 

 

URRY: Despite that, the situation worsened the following year. 

Additional measures were introduced and a decision was taken to shut wards. Trust figures 

show five ward closures between August and December 2011 for a total of sixty-one days -  
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URRY cont: the equivalent of sixteen hundred lost bed days. The 

problem hasn’t gone away.  Special machines have been brought in to decontaminate wards.  

But even that is not deemed sufficient. Now, according to Dr Andrew Dodgson, an infectious 

disease specialist at the Trust, there’s a further proposal to screen more patients. 

 

DODGSON: We would like to increase the amount of screening that 

we do, potentially looking at patients who have come in potentially with this or on wards where 

we don’t know that this organism has been previously.  We will be looking at patients who 

have been in the Trust within the last six months and screening their samples when they are 

admitted to the Trust.  We are still working on the exact numbers, but it will be a substantial 

increase on what we’re doing now, so we get that whole picture of exactly how many patients 

there are which would allow us to identify and isolate every patient, safe in the knowledge that 

we have got every single person with this. 

 

URRY: What the Trust doesn’t publish in its annual reports is 

numbers of patients who’ve been infected by CPC. It seemed important to know this to assess 

the scale of the problem, given that Manchester is on the NHS frontline when it comes to this 

particularly worrying strain.  So, I asked Dr Andrew Dodgson for those facts. 

What about infection itself?  How many people have been infected with these strains? 

 

DODGSON: We identify three to four times more patients who are 

just carrying the organism as opposed to those who have it in a clinical site, and even those 

who have it in a clinical site might just have it growing there and not causing any harm, so the 

proportion that have a genuine infection is considerably less than the total number that we 

identify. 

 

URRY: Do you know how many? 

 

DODGSON: I couldn’t give you the exact number off the top of my 

head. 

 

URRY: Have people died as a result of that particular infection 

then? 
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DODGSON: It’s often very difficult to say exactly the cause of death, 

particularly in patients with complex medical histories, but it would be fair to say it has 

probably contributed in some cases. 

 

URRY: We asked the Trust for their figures. We were told they 

see around ten patients a week who are carriers of the strain, but they didn’t have figures for 

the number who actually became infected.  It’s the job of Public Health England, formerly the 

Health Protection Agency, to monitor situations like this, but is that being done? Given that 

carbapenem resistant pathogens are the ones causing most concern and that numbers have risen 

sharply to eight hundred cases reported by hospitals all over the UK, you’d expect tracking and 

monitoring to be a priority.  But Neil Woodford of the PHE admits that’s not yet happened.   

Do you have a handle on the people now then that are carrying this highly resistant strain 

around with them? 

 

WOODFORD: It’s possible for people to be carrying these organisms 

within their guts.  Many of these patients are elderly, they may be treated in different hospitals 

and we need better information on how the patients are moving around the system and whether 

or not they are taking multi resistant strains with them.  We are increasingly following up 

individual cases so that, for example, hospital notes can be flagged when someone is found to 

be carrying or infected with a multi resistant organism. 

 

URRY: That’s what you’re trying to achieve, but I think my 

point is that why this hasn’t been done in England up to now? 

 

WOODFORD: There are a number of strategies for the control of 

antibiotic resistance.  We are working to tighten up our procedures. 

 

URRY: Do we know how many patients have died of this? 

 

WOODFORD: No we don’t.  As a national reference laboratory, we do 

not get told that information by microbiology laboratories that submit to us. 

 

URRY: Does anybody know how many patients may have died 

of this? 
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WOODFORD: When we confirm a multi resistant organism, we would 

send a report back to the requesting microbiology laboratory, they would then correlate that 

with their local mortality data, so that would be held locally but is not held centrally.   

 

URRY: File on 4’s discovered there’s currently no compulsory 

reporting of carbapenem resistant strains to the authorities, even though these organisms are on 

the rise in the UK, with capability to defeat our more powerful drugs.  Professor Neil 

Woodford argues the need for more effective surveillance. 

 

WOODFORD: It’s difficult to work out the extent of the problem when 

there is no mandate for these multi resistant bacteria to be referred centrally for investigation 

and for follow up. 

 

URRY: I mean, that does seem pretty fundamental, doesn’t it?  

Do you think there should be a proper mandate, as you describe it? 

 

WOODFORD: I think we do need to move to a system for mandated 

referral and for active surveillance of these highly resistant organisms, yes, because if the 

carbapenems fall, there are very few antibiotics left in reserve.  We need to take steps now to 

ensure that we have carbapenems that remain active for future generations.  We have to 

preserve our most powerful antibiotics.  If we don’t have an accurate handle on the extent of 

the problem, it becomes that much harder to control. 

 

URRY: But Chief Medical Officer Sally Davies believes there’s 

already sufficient reporting and surveillance in the system. 

 

DAVIES: We do have compulsory reporting of quite a lot of 

things, you know about MRSA and C Diff.  We also have compulsory reporting of orthopaedic 

surgical sight infections, E.coli bacteraemias and Glycopeptide Resistant Enterococcus, so 

we’ve got quite a lot in there.   

 

URRY: Yes, but not the most worrying ones. 

 

DAVIES: But we get at that through our point prevalence studies, 

which also included the antimicrobial use, so that we’re able to look at this on a regular basis. 



-  17 - 

URRY: But that’s a study, isn’t it?  I’m struggling to understand 

why, in some of these nasty but in many ways less important infections, there is compulsory 

reporting and yet there’s none on the one which is causing medics the most concern on the 

front line. 

 

DAVIES: Well the numbers are small and if we’re talking about 

surveillance, you start … 

 

URRY: They’re growing. 

 

DAVIES: They are growing.  With surveillance, you start in a 

number of ways.  You can do routine collections and many of the routine collections as I have 

described are mandated.   

 

URRY: There’s no compulsory surveillance of the carbapenam 

resistant infections. 

 

DAVIES: The laboratories all talk to each other; they know what is 

going on.  I believe that we have the information we need. 

 

URRY: But even if that is the case with these most challenging 

strains, the NHS needs to get to grips with its use of antibiotics. That’s been tried with 

specialist antimicrobial pharmacists helping to improve stewardship in hospitals. Best practice 

guidelines have also been updated. But the Chief Medical officer’s latest annual report warns 

antibiotics are often used wastefully.  And for infectious Disease specialist Susan Hopkins, 

there’s also a need for ready access to detailed information. 

 

HOPKINS: What we would like to see is access to quantity data for 

antibiotics from across the country, from primary and secondary care. 

 

URRY: How much is being used? 
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HOPKINS: How much is being used, what drugs are being used and 

not just how much globally, but exactly how much of each drug is being used.  We’d like to 

have access to some quality data, so why is that drug being used, for what purpose, is it being 

used according to your local guidelines, as well as data on what bugs we’re seeing in each 

region and in each hospital and what antibiotic resistance we’re seeing, to try and see if we can 

build a picture about does the antimicrobial use drive anti-microbial resistance?  Are there 

certain bugs that are present that are driving the antibiotic use, to see where we can intervene 

and what research we should do.  At the moment the research obviously would be driven by 

ideas, but this would be research driven by data. 

 

URRY: That seems absolutely fundamental. 

 

HOPKINS: I think it is fundamental and I think we are moving to a 

situation of being able to do that over the next two years. 

 

URRY: The Department of Health admitted the NHS can’t 

gather information itself from its own pharmacies on the usage of medicines until all hospitals 

have electronic prescribing systems, and that’s still some years off.  So arrangements are in 

place for IMS Health, a private company, to do so.  But until recently there was restricted 

access to that information for researchers like Susan Hopkins, who does epidemiology for 

Public Health England. 

  

HOPKINS: The Government and the Department of Health and IMS 

Health, a private organisation, do monitor the number of antibiotics being used, both in 

hospitals and also in GP surgery, though that data’s not publicly available at the moment. 

 

URRY: It seems extraordinary to an outsider though that data 

that should be readily available within the NHS somehow isn’t available to the people that need 

it most. 

 

HOPKINS: I think that’s a very valid point. 
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URRY: Eight months ago, a special committee of leading experts 

set up to advise Government on the issue took up that concern.  In minutes of a meeting last 

September, the committee pointed out: 

 

READER IN STUDIO: Detailed antimicrobial consumption data is currently 

lacking at national, regional and local levels. 

 

URRY: The committee noted GPs’ information from primary 

care has been available for a number of years, with annual summaries issued, but no similar 

system for central collation of antibiotics used in hospital. The committee suggested a way 

forward: 

 

READER IN STUDIO: The development of a national programme to review 

hospital data was proposed as an area for consideration. 

 

URRY: We’ve spoken to both IMS and the Department of 

Health about this. The company said they have been involved in numerous studies about 

resistance and revealed they’d recently begun work with the advisory committee to benchmark 

antibiotic use across all English hospitals.  In a statement, the Department of Health defended 

the arrangements with the company: 

 

READER IN STUDIO: The partnership between IMS Health and the NHS 

allows complex data on the use of medicines in hospitals to be converted into extremely useful 

analytical information. We’re currently working with IMS and other partners to develop ways 

to collect, compare and understand information on the use of antibiotics in our fight against 

infection and antibiotic resistance. 

 

URRY: So does Chief Medical Officer Sally Davies accept it’s 

taking a while to get systems in place? 

The committee which advises Government on these sorts of issues says that not enough is 

known about antibiotic use nationally, regionally or locally.  What’s gone wrong? 

 

DAVIES: I think a lot is known locally.  After all, every … 
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URRY: Well that’s not what they say.  Not enough is known 

nationally, regionally or locally – I’m quoting directly from their report of last year. 

 

DAVIES: Maybe they feel that data has not been put together, 

linked and analysed effectively.  But there is a terrific amount of data and we have announced 

that we will launch a call.  We’ve pre-announced it, so people can get ready for research from 

the National Institute of Health Research, which would allow people to explore that data better, 

to explore ways to manage patients more effectively. 

 

URRY: Why has that taken so long? 

 

DAVIES: Once I was aware of this issue, I have put it in the report 

in the public domain, demanded attention and action, and we are on a journey with a significant 

amount of progress. 

 

URRY: The Health Service is waking up now to the threat of 

resistance. The Government’s expected to announce a new five year plan shortly, aimed at 

addressing some of the criticisms we’ve heard about in this programme.  But to date, there’s no 

compulsory reporting of the most troubling resistant strains.  It’s unclear how many people 

have died.  There’s not enough tracking of patients carrying superbugs, and until now not 

enough information available about the use of antibiotics.  None of this chimes with the 

concerns of experts, who’ve been warning for more than a decade about the threat. The World 

Health Organisation launched its strategy for containment of resistance twelve years ago.  

Previous Chief Medical Officers have also drawn attention to the issue, but none so forcefully 

as the current post holder, Professor Dame Sally Davies.  

 

DAVIES: This is a severe risk to humanity that will build if we do 

not take action over the next ten to twenty years.  Because this is a ticking time bomb, and if 

we don’t take action at the global level, but it always starts at home, then what we risk is 

moving back to a pre-antibiotic era, and I highlighted that we might not live to see climate 

change because we could die of infections. 

 

SIGNATURE TUNE 

 

 


