




 

Antimicrobial Resistant Microorganism (ARM) Policy  
Ratified by: Infection Prevention & Decontamination Assurance Group: 20th August 2024 
Review date: February 2029  Page 3 of 29 

 
CONTENTS 

 
KEY POINTS OF THIS POLICY: .......................................................................................... 4 

1.  INTRODUCTION ........................................................................................................ 5 

2. PURPOSE .................................................................................................................. 5 

3. DEFINITIONS............................................................................................................. 5 

4.  DUTIES AND RESPONSIBILITIES OF STAFF ......................................................... 6 

5. CANDIDA AURIS (C. auris) ...................................................................................... 8 

6. CARBAPENEMASE-PRODUCING ENTEROBACTERALES (CPE) ....................... 11 

7. ESBL/AMP C PRODUCING ORGANISMS .............................................................. 14 

8. MRSA ...................................................................................................................... 15 

9. OTHER ANTIMICROBIAL RESISTANT MICROORGANISMS (ARMs) ................... 18 

10. VANCOMYCIN RESISTANT ENTEROCOCCI (VRE) .............................................. 19 

11. PATIENT INFORMATION ........................................................................................ 20 

12. ARCHIVING ARRANGEMENTS .............................................................................. 21 

13. PROCESS FOR MONITORING COMPLIANCE WITH AND EFFECTIVENESS OF 
THE POLICY ............................................................................................................ 21 

14. REFERENCES ......................................................................................................... 21 

APPENDIX 1: TABLE OF MDROs AND APPROPRIATE PRECAUTIONS ....................... 23 

APPENDIX 2: MRSA PROTOCOL FOR CF & NON-CF BRONCHIECTASIS PATIENTS.. 25 

APPENDIX 3: COMMUNICATION PLAN ........................................................................... 27 

APPENDIX 4:  EQUALITY IMPACT ASSESSMENT TOOL ............................................... 28 



 

Antimicrobial Resistant Microorganism (ARM) Policy  
Ratified by: Infection Prevention & Decontamination Assurance Group: 20th August 2024 
Review date: February 2029  Page 4 of 29 

 
KEY POINTS OF THIS POLICY: 
 
Antimicrobial resistant microorganisms (ARMs) are clinically significant because: 

  

• They are resistant to many antimicrobials commonly used in hospitals  

• Treatment may require second line antimicrobials which may be less effective or have 
more side effects  

• Delays in identifying the causative organism as an ARM may result in significant 
morbidity  

• Depending on the species, they may colonise the environment for long periods of time.  

• They may colonise patients and eradication may not be possible  
 
This policy sets out clear guidance for care of patients infected or colonised with Candida 
auris (C. auris), Carbapenemase producing Enterobacterales (CPE), Extended spectrum 
beta lactamases (ESBL), AmpC beta lactamases, Meticillin resistant Staphylococcus aureus 
(MRSA), Vancomycin resistant Enterococci (VRE) or other multi-drug resistant organisms.   
 
The policy sets out clear guidance about the management of patients who have been 
hospitalised in areas which experience high levels of CPE or C. auris, to prevent potential 
spread within the hospital. 
 
Screening, isolation and cleaning requirements for all ARMs are discussed. 
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1.  INTRODUCTION 
 
1.1 This policy focuses on antimicrobial resistant microorganisms with a focus on Gram-

negative bacteria.  However, other potential pathogens, such as fungi, can be 
resistant to multiple antimicrobials and the principles of this policy also apply to such 
organisms.  Antimicrobial resistant microorganisms (ARMs) are clinically significant 
because: 

  

• They are resistant to many antimicrobials commonly used in hospitals  

• Treatment may require second line antimicrobials which may be less effective or have 
more side effects  

• Delays in identifying the causative organism as an ARM may result in significant 
morbidity  

• Depending on the species, they may colonise the environment for long periods of time.  

• They may colonise patients and eradication may not be possible  
 

N.B.  There is a separate clinical guideline for Tuberculosis and Multi-drug resistant 
Tuberculosis available on Hub. 
 

2. PURPOSE 
 
2.1 To set out clear guidance regarding patients infected or colonised with Candida auris 

(C. auris), Carbapenemase producing Enterobacterales (CPE), Extended spectrum 
beta lactamases (ESBL), AmpC beta lactamases, Meticillin resistant Staphylococcus 
aureus (MRSA), Vancomycin resistant Enterococci (VRE) or other multi-drug 
resistant organisms to ensure appropriate management of the patient and prevent 
spread within the hospital.   

 
2.2 Furthermore, to set out clear guidance about the management of patients who have 

been hospitalised in areas which experience high levels of CPE or C. auris, to 
prevent potential spread within the hospital. 

  
3. DEFINITIONS 
  
3.1 Candida auris - is a species of fungus which can cause healthcare associated 

infection and outbreaks in the UK and globally have been seen.  C. auris has been 
associated with bloodstream infections, wound infections and otitis.  It’s difficult to 
identify on microscopy as it is indistinguishable from other Candida species.  C. auris 
is resistant to first line antifungals and can develop resistance to other antifungal 
drugs.   

 
3.2 Carbapenemase producing Enterobacterales (CPE) – Carbapenmases are a 

group of clinically important β-lactamases that efficiently hydrolyse most β-lactam 
antibiotics including the Carbapenems, e.g. Meropenem.  Carbapenem antibiotics 
are currently the only class of β-lactam antibiotics reliably active against 
Enterobacterales with ESBL or AmpC activity.  Although still rare in South West 
England, these organisms are endemic in other areas of the world and in pockets of 
the UK and there is a risk of introduction to healthcare settings, and subsequent 
person-to-person spread. 

 
3.3 Extended spectrum beta lactamases (ESBL) and AmpC beta lactamases - 

ESBLs and AmpC beta lactamases are enzymes produced by certain Gram-negative 
bacteria that confer resistance to third generation or “extended spectrum” 
cephalosporins e.g. ceftazidime and cefotaxime. They are often linked with 
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resistance mechanisms to other classes of antimicrobials thus limiting the range of 
available treatment options.    

 
3.4 Meticillin resistant Staphylococcus aureus (MRSA) - Staphylococcus aureus is a 

bacterium that can be carried, asymptomatically, in the nasopharynx, perineum and 
on skin.  S. aureus can cause a spectrum of illness, ranging from trivial skin 
infections to life-threatening conditions such as bacteraemia, endocarditis and 
pneumonia.  MRSA is a strain of the bacterium that has developed resistance to 
flucloxacillin and all other related antibiotics.  Antibiotics that can be used to treat an 
MRSA infection may be difficult to administer and they often have more toxic side 
effects.  

 
3.5 Vancomycin resistant Enterococci (VRE) - Enterococci which are resistant to 

Vancomycin. VRE are sometimes referred to as GRE (Glycopeptide resistant 
Enterococci).  Enterococci colonise the gut of most healthy people.  There are many 
different species of Enterococci but only a small number have an ability to cause 
infection in humans. More than 95% of VRE infections are due to Enterococcus 
faecium or faecalis. Infection occurs more commonly in immunocompromised 
patients and is often associated with the urinary tract or wounds but can also cause 
bacteraemia and endocarditis.  

 
3.6 Other Antimicrobial Resistant Microorganisms (ARMs) - Other antimicrobial 

resistant microorganisms exist with a range of resistance mechanisms.  An organism 
that is resistant to three or more major groups of antimicrobials will be tagged as a 
multi-drug resistant organism.  The extent of the resistance will influence the 
treatment options available in the event of infection. 

 
4.  DUTIES AND RESPONSIBILITIES OF STAFF 
 
4.1 The Board of Directors, through the Chief Executive Officer, will delegate to the 

Directors of Infection Prevention and Control (DsIPC) responsibility for supporting 
and encouraging compliance by:  

 

• Regarding lapses in compliance with this policy as a serious issue 

• Supporting education at induction for all staff and appropriate updates for staff 
involved in direct patient contact 

• Ensuring that appropriate facilities are provided for the management of patients 
with ARMs 

• Involving the Infection Prevention and Control Team (IPCT) in the planning 
process for new construction and refurbishment work so that advice can be given 
on appropriate isolation facilities as emphasised by “Infection Control in the Built 
Environment” (Department of Health, 2013)  and the Health and Social Care Act 
2008 - Code of Practice on the prevention and control of infections and related 
guidance (Department of Health, 2015)  
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4.2 Infection Prevention and Decontamination Assurance Group (IPDAG) is 
responsible for:  

 

• Reviewing the ARM policy every five years and making any necessary revisions 
in light of local surveillance and national evidence-based guidance 

• Ratifying the ARM policy 

• Escalating issues and concerns about ARM performance to the Safety and Risk 
Committee 
 

4.3 Each Care Group Leadership Team is responsible for: 
  

• Ensuring there is process in place for all relevant staff, including junior medical 
staff, to complete infection control training and annual updates 

• Providing facilities and equipment for appropriate placement of patients with 
ARMs. 

 

4.4 Infection Prevention and Control Team (IPCT) are responsible for:  
 

• Providing advice on appropriate placement of patients with ARMs 

• Producing timely feedback on surveillance of ARM acquisition for wards/units, 
Care Groups and the Trust 

• Ensuring patients with first time isolates of ARMs have an alert placed on their 
Epic record.  

• Investigating suspected incidents of cross infection 
 

4.5 Antimicrobial Stewardship Group (ASG) is responsible for: 
 

• Ensuring the hospital has access to an appropriate antimicrobial formulary 

• Providing evidence-based guidance for prescribing antimicrobial drugs 

• Monitoring antimicrobial use to ensure it is appropriate and proportionate 
 
4.6 Microbiology Department/Laboratory/Medical Microbiologists are responsible 

for:  
 

• Ensuring appropriate tests are available for identification of ARMs 

• Ensuring results are communicated promptly to clinical teams 

• Providing timely advice to clinicians regarding appropriate treatment, where 
relevant 

• Communicating new CPEs or C. auris isolates or other ARMs to the IPCT 
promptly 

• Monitoring the use of antimicrobial agents within the Trust and feedback on areas 
for improvement through the Antimicrobial Stewardship Lead. 

• Reporting suspected CPE cases to the UK Health Security Agency (UKHSA), 
and referring the relevant isolates 

• Reporting suspected C. auris isolates to the UK HSA, and referring relevant 
isolates 

 
4.7 Clinical Nurse Managers and Other Registered Nurses are responsible for:  
 

• Ensuring relevant patients are screened for ARMs on admission or pre-admission 
to hospital 

• Ensuring arrangements are in place to check for an alert on Epic to identify 
patients with an ARM carriage/infection 
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• Ensuring the infection control risk assessment is completed on admission 

• Ensuring patients are provided with adequate information, including provision of a 
relevant information leaflet. 

• Administering prescribed treatment for infection  

• Ensuring that bed spaces/rooms vacated and associated equipment used by 
patients with ARMs are terminally cleaned and disinfected, after reviewing this 
policy on the type of clean required, prior to a new admission 

• Communicating infection control information to others who will provide care, in 
other hospitals or in the community setting 

 
4.8 Consultants and Other Medical Staff are responsible for:  
 

• Prescribing antimicrobial agents prudently  

• Complying with Eolas and guidelines taking into consideration ARM history 

• Commencing treatment of patients with ARMs in accordance with this policy or 
microbiology advice 

 
4.9  Patient Flow/Site Practitioners are responsible for: 
 

• Assisting ward staff to identify single room accommodation for patients with 
suspected or confirmed ARMs where risk assessment has shown that this is 
appropriate. 

 
4.10 Estates are responsible for: 
 

• Completing any room maintenance or estates work required on areas where 
MDROs have been identified, in a timely manner 

 
5. CANDIDA AURIS (C. auris) 
 
5.1 Significance 

 
5.1.1 There are limited therapeutic options to treat infections caused by C. auris as it is 

resistant to first line antifungals and can develop resistance to other antifungal drugs. 
Experience suggests that environments contaminate easily and cross transmission 
from the environment or fomites is a particular risk.  It is also expected that cross 
transmission will occur on hands of healthcare workers.  Infections with C. auris are 
associated with poorer patient outcomes and increased hospital costs.    

 
5.2 Screening 

 
5.2.1 All patients who have any of the following risk factors should be screened promptly 

on admission and managed accordingly (as per Appendix 1) 

• Healthcare (> 24 hour stay or haemodialysis) outside of the UK in the last 12 
months 

• Healthcare (> 24 hour stay) in a cardiothoracic unit within the UK, other than 
University Hospital, Plymouth, in the last 12 months 

 
5.2.2 For screening, the following samples should be obtained, using standard 

bacteriological swabs: 

• Nose (both nostrils)  

• Axilla (clinician to determine which axilla to swab)  

• Perineum/Groin  
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• Exposed wounds 

• CSU, if catheterised  
 
Order screens via the MDRO order panel on Epic.  Complete request with relevant 
risk factors and information.  
 

5.2.3 A sample can be confirmed negative in 48 hours however a positive sample can take 
3-4 days. 
 

5.2.4 If negative, a further two negative screens need to be obtained.  The screens should 
be taken 48 hours apart i.e. day 1 (the initial sample on day of admission, day 3 and 
day 5 for the further two samples). 
 

5.2.5 A patient with C. auris or C. auris risk factors should have an alert placed on their 
Epic record, which will show on the storyboard.  

 
5.2.6 Screening for clearance of a known positive case must be discussed with the IPCT.  

The patient must achieve 3 consecutive negative screens (at least at weekly 
intervals) including one negative achieved at least 12 months after the last positive 
result.  The alert can then be removed by the IPCT. (See Appendix 1) 
 

5.2.7 If there is evidence of transmission in a clinical area, screening of all patients on 
affected units/wards may be instigated. This will be undertaken under the direction of 
the IPCT/ Microbiology.   
 

5.2.8 In the event of an outbreak of C. auris, refer to the Outbreak of Infection Policy.  
 

5.3 Treatment 
 

5.3.1 Treatment options are limited and determined by sensitivity testing results. Any 
treatment should be discussed with a Medical Microbiologist. 

 
5.3.2 Discussion should take place with the IPCT or Medical Microbiologist about whether 

skin suppression with Chlorhexidine is merited. 
 
5.4 Infection Control Measures 
 
5.4.1 Patients who meet the at-risk criteria or who are found to be positive for C. auris must 

be isolated in a single room with the door closed at all times.  If this is not possible 
due to patient safety concerns then discuss options with the IPCT.  Also see 
Appendix 1.   

 
5.4.2 If a patient is found to be negative for C. auris following 3 negative screens (and the 

only indication for isolation was increased risk) they should be removed from isolation 
and can be nursed in a bay using standard infection control precautions.  No further 
screening is required.  The Epic alert can be removed. 

 
5.4.3 A patient who is found to be positive for C. auris should remain in isolation for the 

duration of their stay in hospital.  Where possible, the patient will be isolated in an en-
suite single room.  Positive patients must have their own toilet and bathroom facility. 
If this room is not en-suite, a dedicated commode should be provided or toilet 
facilities should be allocated and must be located where the patient does not have to 
walk through other patient rooms/bays to gain access. 
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5.4.4 Patients with confirmed C. auris should ideally have designated staff to  
care for them, but it is accepted that this may not be practicable and strict adherence 
to isolation precautions must be maintained.  Staff such as Allied Health 
Professionals (AHPs) should, where practical, see all other patients prior to those 
with confirmed C. auris and adherence to transmission-based precautions must be 
maintained. 

 
5.4.5 As a minimum, gloves and a disposable apron are required to care for a patient with 

C. auris.  For brief contact (delivering medication or food trays) a disposable apron is 
sufficient.  For prolonged direct contact, a long-sleeved apron or gown should be 
worn.  Staff can change into scrubs if contact is prolonged but this is optional, not 
mandatory, and personal protective equipment (PPE) must still be worn.     

 
5.4.6 Equipment must be kept to an absolute minimum and designated for the sole use of 

the patient in isolation. This includes blood pressure monitoring equipment and 
commode.  Equipment may only be used on other patients after it has received 
thorough decontamination with a chlorine-based product, unless otherwise specified.  
When the patient has been discharged, equipment should be left in the isolation 
room and should be decontaminated using hydrogen peroxide vapour (where 
available), before being used on other patients. 

 
5.4.7  Visitors are permitted and will not usually need to wear protective clothing.  Visitors 

should wash their hands immediately prior to leaving the isolation room and should 
not wander around the ward and visit other patients.  Visitors should be limited, 
where possible, to household contacts 

 
5.4.8 In community care settings, i.e. own home or care homes, segregation from other 

people is not usually required, and standard infection control precautions are 
adequate.  Discussions with carers/care providers in these settings must take place 
prior to transfer and must involve the IPCT.  Long-sleeved apron or gowns may be 
required for prolonged contact, for example, when wound care will be undertaken. 

 
5.5 Terminal Cleaning 

 
5.5.1 When inpatients with risk factors for C. auris are discharged before three negative 

screening results are known, the single room or bed space must receive a terminal 
clean and disinfection using a chlorine-based product.  Curtains must be changed.   

 
5.5.2 For a confirmed C. auris case, prior to terminal cleaning, the room must be inspected 

to ensure that walls and other surfaces are intact.  If any surfaces are damaged they 
must be repaired prior to decontamination.  The room will not be reused until 
inspected by the IPCT or competent person, a site practitioner or the domestic 
services manager/deputy domestic services manager.  

 
5.5.3 Once relevant work is complete and the room has been inspected and signed off for 

terminal cleaning, the room and associated equipment must be cleaned and then 
decontaminated using hydrogen peroxide vapour (where available).  A Chlorine-
based product will be used where HPV is not available.  Curtains must also be 
changed.   

 
5.6 Mobilisation/rehabilitation/visits to other departments 
 
5.6.1 Infection control measures should not compromise the patient’s care and should not 

affect the patient’s freedom to be mobilised or attend other departments for 
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healthcare-related visits.  This does not mean that the patient can wander freely 
around the ward where close contact with other patients is possible or that they can 
visit other non-healthcare related areas such as the restaurant or cafes.  Any 
mobilisation outside the isolation room should be discussed with the IPCT first. 

 
5.6.2 Patients can undergo investigations in other departments, provided the relevant 

department has been informed in advance.  Staff in the department should practice 
transmission-based precautions.  Equipment should be decontaminated with a 
chlorine-based product, or HPV, in accordance with the decontamination policy, 
before use on the next patient.  For transfer between departments, PPE is not 
required but hand hygiene must occur as per the 5 moments for hand hygiene. 

 
5.6.3 If a patient needs to be transferred urgently due to clinical reasons i.e. critical care, 

the receiving area should be fully aware of the patient’s diagnosis and required 
transmission-based precautions. 

 
5.7 Transportation by Ambulance or Car 
 
5.7.1 Patients with C. auris may be transported with other patients in hospital cars and 

ambulances as long as open wounds are covered and they are continent of 
urine/catheterised and faeces. If the patient is incontinent of urine, they can still travel 
in hospital cars or ambulances, but must travel on their own.  Discuss with the IPCT, 
if concerned. 

 
6. CARBAPENEMASE-PRODUCING ENTEROBACTERALES (CPE) 
 
6.1 Significance 
 
6.1.1 There are very limited therapeutic options available to treat infections caused by 

CPE. In addition to this, there are few novel antimicrobial agents in development to 
provide therapeutic cover for the next 10-20 years.  Infections with CPE are 
associated with poorer patient outcomes, increased morbidity, mortality and higher 
hospital costs. 

 
6.2 Screening for identification of colonisation 
 
6.2.1 Any patient who has received healthcare is at risk of CPE colonisation.  However, 

South West England has seen relatively few cases of CPE compared with other 
regions and countries.  Therefore, screening of any patient who has had healthcare 
interactions outside of Devon, Cornwall and Somerset is advised.  

 
All patients who have one or more of the following risk factors should be screened 
promptly on admission and managed accordingly (as per Appendix 1) 
 

• any patient who has had healthcare (>24 hours stay or haemodialysis) (excluding 
mental health healthcare) outside of Devon, Cornwall or Somerset, including 
abroad in the last 12 months 

• any patient who is a known CPE contact 

• patients previously colonised or known to have had an infection with CPE should 
only be screened when at least 6 months have elapsed from their positive sample 

 
Screening may also be requested on patients who do not meet these criteria, at the 
discretion of the IPCT or the Medical Microbiologist. 
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6.2.2 For screening, the following samples should be obtained and sent for CPE screening: 

 

• Rectal swab with faecal material/visible discolouration (using bacteriological 
swab).  However, if rectal swab can’t be obtained, a stool sample can be 
obtained.  In paediatrics, rectal swabs MUST NOT be taken. 

 
Order screens via the MDRO order panel on Epic.  Complete request with relevant 
risk factors and information.  

 
6.2.3 A sample can be confirmed negative in 48 hours however a positive sample can take 

3-4 days. 
 
6.2.4 For a patient with risk factors, if one negative screen is achieved, there is no 

requirement for further screening.  Isolation can be discontinued and Epic alert can 
be removed. 

 
6.2.5 A patient with CPE or CPE risk factors should have an alert placed on their Epic 

record, which will show on the storyboard.  
 
6.2.6 Screening for clearance of a known positive case must be discussed with the IPCT.  

The patient must achieve 1 full negative screen, taken at least 6 months after the last 
positive result.  The alert can then be removed by the IPCT. (See appendix 1) 

 
6.2.6 If there is evidence of transmission in a clinical area, screening will be undertaken 

under the direction of the IPCT/ Microbiology.  Equally, if a patient found to be 
positive for CPE has spent time in an open ward or bay before the positive result was 
known, the other patients within that bay (or the whole ward if the patient has 
occupied more than one bay) should be screened under the direction of the 
IPCT/Microbiology.  Screening is usually twice weekly for two weeks and weekly for 
two weeks, if contacts remain as inpatients.  Screening advice may change in line 
with national guidance changes.   

 
6.2.7 In the event of an outbreak of CPE, refer to the Outbreak of Infection Policy. 
 
6.3 Treatment 

 
6.3.1 Treatment options are limited and determined by sensitivity testing results.  Any 

treatment, including surgical prophylaxis, should be discussed with a Medical 
Microbiologist. 
 

6.4 Infection Control Measures  
 
6.4.1 Patients who meet the at-risk criteria or who are found to be positive for CPE must be 

isolated in a single room with the door closed at all times.  If this is not possible due 
to patient safety concerns then discuss options with the IPCT See Appendix 1.   

 
6.4.2 If a patient with CPE risk factors is found to be negative for CPE following 1 negative 

screen (and the only indication for isolation was increased risk) they should be 
removed from isolation and can be nursed in a bay using standard infection control 
precautions.  No further screening is required.  The Epic alert can be removed. 

 
6.4.3 A patient who is found to be positive for CPE should remain in isolation for the 

duration of their stay in hospital.  Where possible, the patient will be isolated in an en-
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suite single room.  Positive patients must have their own toilet and bathroom facility.  
If this room is not en-suite, a dedicated commode should be provided or toilet 
facilities should be allocated and must be located where the patient does not have to 
walk through other patient rooms/bays to gain access. 

 
6.4.4 Patients with confirmed CPE should ideally have designated staff to  

care for them, but it is accepted that this may not be practicable and strict adherence 
to isolation precautions must be maintained.  Staff such as Allied Health 
Professionals (AHPs) should, where practical, see all other patients prior to those 
with confirmed CPE and adherence to transmission-based precautions must be 
maintained. 

 
6.4.5 As a minimum, gloves and a disposable apron are required to care for a patient with 

CPE.  For brief contact (delivering medication or food trays) a disposable apron is 
sufficient.  For prolonged direct contact, a long-sleeved apron or gown should be 
worn.  Staff can change into scrubs if contact is prolonged but this is optional, not 
mandatory, and PPE must still be worn.     

 
6.4.6 Equipment must be kept to an absolute minimum and designated for the sole use of 

the patient in isolation. This includes blood pressure monitoring equipment and 
commode.  Equipment may only be used on other patients after it has received 
thorough decontamination with a chlorine-based product, unless otherwise specified.  
When the patient has been discharged, equipment should be left in the isolation 
room and should be decontaminated using hydrogen peroxide vapour (where 
available), before being used on other patients. 

 
6.4.7  Visitors are permitted and will not usually need to wear protective clothing.  Visitors 

should wash their hands immediately prior to leaving the isolation room and should 
not wander around the ward and visit other patients.  Visitors should be limited, 
where possible, to household contacts 

 
6.4.8 In community care settings, i.e. own home or care homes, segregation from other 

people is not usually required, and standard infection control precautions are 
adequate.  Discussions with carers/care providers in these settings must take place 
prior to transfer and must involve the IPCT.  Long-sleeved apron or gowns may be 
required for prolonged contact, for example, when wound care will be undertaken. 

 
6.5 Terminal Cleaning 
 
6.5.1 When inpatients with risk factors for CPE are discharged before a negative screen is 

achieved, the single room or bed space must receive a terminal clean and 
disinfection using a chlorine-based product.  Curtains must be changed.   

 
6.5.2 For a confirmed CPE case, prior to terminal cleaning, the room must be inspected to 

ensure that walls and other surfaces are intact.  If any surfaces are damaged they 
must be repaired prior to decontamination.  The room will not be reused until 
inspected by the IPCT or competent person, a site practitioner or the domestic 
services manager/deputy domestic services manager.  

 
6.5.3 Once relevant work is complete and the room has been inspected and signed off for 

terminal cleaning, the room and associated equipment must be cleaned and then 
decontaminated using hydrogen peroxide vapour (where available).  A Chlorine-
based product will be used where HPV is not available.  Curtains must also be 
changed.   
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6.6 Mobilisation/rehabilitation/visits to other departments 
 
6.6.1 See 5.6 
 
6.7 Transportation by Ambulance or Car 

 
6.7.1 See 5.7 
 
7. ESBL/AMP C PRODUCING ORGANISMS 
 
7.1 Significance 
 
7.1.1 These organisms are found in very high numbers colonising the large intestine and 

are most commonly implicated in infections of the gastrointestinal, hepato-biliary and 
genito-urinary systems.  The majority of ESBL and AmpC related infections are of the 
urinary tract.  However, as the organisms concerned make up normal bowel flora, 
carriage may be asymptomatic.  Treatment is not indicated without symptoms or 
signs of infection.   
 

7.1.2 Patients who are most at risk from infections due to ESBL and AmpC producing 
organisms are those who are neutropenic, have undergone organ transplantation, 
premature neonates and older persons. Others at risk include those who have 
received prolonged and extensive antibiotic therapy, those who have undergone 
gastrointestinal surgery and those with urinary catheters. 

 
7.2 Screening 
 
7.2.1 Carriage is assumed to be prolonged so screening for patients known to be carriers 

of ESBL or AmpC producing organisms is not necessary.   
 
7.3 Treatment 
 
7.3.1 Clinical judgement is required as to whether the ESBL or AmpC producing organism 

is causing infection.  In many instances antibiotic therapy is not required. Where 
treatment is indicated, options may be limited. Advice can be obtained from a 
Medical Microbiologist. 

 
7.4 Infection Control Measures 
 
7.4.1 In inpatient settings where high risk groups are found, for example surgery, ITU, 

NNU, maternity, paediatrics, renal medicine and orthopaedics, patients should ideally 
be isolated in a single room.  However, if this is not possible in lower risk areas, 
spatial isolation and contact precautions within a bay should be implemented.  It is, 
however, important to avoid nursing other patients in high risk groups in the same 
area where possible. 

 
7.4.2 Gloves and a disposable apron must be worn for all direct contact with the patient, 

when dealing with urine and faeces and when cleaning.   
 
7.4.3 Patients can go to recovery post operatively with contact precautions and the 

practitioner caring for the patient should not simultaneously attend other patients.  
The trolley and trolley space in recovery must be cleaned thoroughly using a 
chlorine-based product.    
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7.4.4 In community care settings, i.e. own home or care homes, segregation from other 

people is not required and standard infection control procedures are adequate. 
 
7.5 Terminal Cleaning 

 
7.5.1 When a patient is discharged from hospital, the single room or bed space must 

receive a terminal clean using a chlorine-based product.  Curtains must be changed. 
 

7.6 Mobilisation/rehabilitation/visits to other departments  
 
7.6.1 Infection control measures should not compromise the patient’s care and should not 

affect the patient’s freedom to be mobilised or attend other departments for 
healthcare-related visits. 

 
7.6.2 For transfer between departments, PPE is not required but hand hygiene must occur 

as per the 5 moments for hand hygiene. 
   

7.7 Transportation by Ambulance or Car 
 
7.7.1 Patients with ESBL and AmpC carriage or infection can be transported with other 

patients in hospital cars and ambulances, providing open wounds are covered and 
they are continent of urine/catheterised and faeces. If the patient is incontinent of 
urine, they can still travel in hospital cars or ambulances, but must travel on their 
own.  Discuss with the IPCT, if concerns.  Attention to hand hygiene must be 
maintained. 
 

8. MRSA  
 
8.1 Significance 
 
8.1.1 Staphylococcus aureus is a bacterium that can be carried, asymptomatically, in the 

nasopharynx, perineum and skin.  It can cause a spectrum of illness, ranging from 
trivial skin infections to life-threatening conditions such as bacteraemia, endocarditis 
and pneumonia.   

 
8.1.2 A small proportion of Staphylococcus aureus are resistant to Meticillin.  Meticillin 

resistant Staphylococcus aureus (MRSA) is a strain of the bacterium that has 
developed resistance to flucloxacillin, the usual antibiotic used for treatment of 
Staphylococcal infection, and all other related antibiotics.  Other antibiotics that can 
be used to treat an MRSA infection may be difficult to administer.  Additionally, they 
often have more toxic side effects.  

 
8.1.3 For Panton-Valentine Leukocidin (PVL) advice, see Policy for the management of 

Panton-Valentine Leukocidin (PVL) and other High-risk Staphylococcus aureus 
infections in the hospital environment available on Hub. 

 
8.2 Screening 
  
8.2.1 When any type of infection is suspected it is normal practice to obtain a relevant 

specimen for microscopy, culture and sensitivity (MC&S).  This may  
identify MRSA as the infecting organism.  Subsequent screening of common carriage 
sites on the same patient may identify skin or nasal colonisation.  If a clinical isolate 
is deemed healthcare associated as the specimen is taken on or after day 3 of 
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admission, in the absence of a known history of MRSA, the IPCT and Microbiology 
team will determine whether an incident meeting should be convened to discuss 
further actions.  

 
8.2.2 As a minimum, patients who are under the following specialities will be screened for 

MRSA prior to or on admission:  
 

• Elective Orthopaedics 

• Haematology 

• Implant surgery 

• ITU 

• NNU 

• Oncology 

• People in active military service 

• People who inject drugs 

• People who are admitted from prison 

• People who have had healthcare (>24 hours stay) outside of the UK 

• People with an MRSA alert 

• Pre-op vascular graft surgery 

• Renal medicine 
 

For screening, the following samples should be taken, using standard bacteriological 
swabs: 

• Nose (both nostrils) 

• Perineum/Groin 

• Exposed wounds 

• CSU if catheterised 

• Sputum if expectorating 
 

Order screens via the MDRO order panel on Epic.  Complete request with relevant 
risk factors and information.  

 
8.2.3 A negative MRSA screen taken prior to elective surgery at pre-assessment will be 

valid for one year unless the patient has received healthcare outside of the UK in that 
timeframe. 

 
8.2.4 Patients who have been positive for MRSA are considered to always be positive for 

MRSA.  However, clearance can sometimes be achieved.  If the patient has an 
MRSA alert, the patient must achieve 3 consecutive negative screens including one 
negative achieved at least 12 months after the last positive result.  If clearance is 
achieved, the MRSA alert can be removed from the patient’s Epic record and 
replaced with a history of MRSA alert.  The ‘history of MRSA’ alert should ensure 
history of colonisation/infection with an ARM is considered when prescribing 
antimicrobials.  Patients with a ‘history of MRSA’ alert do not require screening on 
each admission to hospital, unless they are in one of the other categories listed in 
8.2.2.   

 
8.3 Treatment 
 
8.3.1 Clinical infection may require systemic antibiotic therapy. If required, advice can be 

sought from a microbiologist.  Patients will also require topical suppression treatment. 
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8.3.2 Patients who are positive for MRSA and are having an elective procedure should 
commence suppression 2 days prior to their procedure.  If MRSA positive patients 
have not commenced suppression prior to admission, a 5-day course will be 
commenced on admission with at least one dose of Octenisan® provided prior to 
surgery. 

 
8.3.3 Regular attenders (e.g. haematology, oncology and renal patients) who screen 

positive for MRSA must be provided with suppression. All regular attenders receiving 
ongoing treatment, regardless of the result of the initial screen, will need to be 
screened regularly over the course of their treatment.  The frequency of screening 
will be approximately monthly but will be determined at a local level to fit in with 
attendance and treatment programmes.  Patients admitted as day cases to 
community hospitals for blood transfusions do not require routine screening.  

 
8.3.4 Patients attending for Central Venous Catheter insertion for Dialysis will be screened 

on admission but prior to line insertion.  All patients will receive nasal Octenisan® 
after the screen is obtained and prior to line insertion.  Patients identified as MRSA 
positive will be provided with suppression products when they next attend for dialysis. 

 
8.3.5 Topical suppression must be administered to all patients with MRSA to suppress the 

growth of MRSA and reduce the risk of endogenous infection and transmission to 
others. 
 

8.3.6 Protocol for Adults and Children (excluding neonates)  
 

8.3.6.1 Specialist dermatology advice should be sought prior to treating patients with some 
skin conditions.   For patients with a known Octenisan® sensitivity, alternative 
products can be prescribed. Contact Pharmacy for advice. 

 
8.3.6.2 The 5-day suppression protocol consists of the following products: 
 

• Octenisan® antimicrobial wash for bathing/showering/washing for five days. 
Use as liquid soap, apply with a damp wash cloth. If the patient’s condition 
allows, also use to wash hair on days two and four. 

 

• Octenisan® md nasal gel applied to each nostril twice daily for five days. Apply 
using a cotton bud or gloved fingertip. 

 
8.3.6.3 If wound advice is required, please contact the Tissue Viability team for advice on 

dressing types. There are specific Octenidine® based preparations for wound care. 
 
8.3.6.4 It is important that the patient’s bed linen and towels are changed each day in 

hospital and as frequently as possible in patients’ own homes. 
 
8.3.6.5 No more than two attempts will be made to achieve suppression in one hospital stay.  

If screens are positive after two attempts at suppression, the patient will be 
considered a chronic carrier. 
 

8.3.6.6 Neonates - The decision to suppress will depend on the age and condition of the 

neonate’s skin.  Octenisan may be used for skin cleansing and Octenisan® md 
nasal gel used.  Chlorhexidine powder (CX Powder) can be applied to umbilicus, 
buttocks, perineum and flexures at every nappy change.  However, the decision to 
apply some or all of these products must be made on a case by case basis by the 
neonatologist. 
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8.3.6.7 See Appendix 2 for MRSA protocol for CF and Non-CF bronchiectasis patients. 
 
8.4 Infection Control Measures 
 
8.4.1 See section 7.4.1, 7.4.2, 7.4.3 and 7.4.4.  
 
8.4.2 In addition, children may go to the schoolroom as required as long as they do not 

have an exfoliating skin condition.  Any wounds must be covered with an occlusive 
dressing as should the wounds of other children.  Children with MRSA positive 
sputum who are expectorating should be managed in the separate area within the 
schoolroom. 

 
8.4.3 Patients with MRSA who require surgery will require topical suppression and, if 

relevant to the procedure, appropriate systemic antibiotic prophylaxis.  Theatres must 
be informed in advance of the patient’s MRSA status.   
 

8.4.4 To allow for thorough cleaning of surfaces within the operating room it is preferable to 
put the patient at the end of the list.  Theatre surfaces must be cleaned using a 
chlorine-based product. 

 
8.5 Terminal Cleaning 
 
8.5.1 See section 7.5 
 
8.6 Mobilisation/rehabilitation/visits to other departments 
 
8.6.1 See section 7.6  
 
8.7 Transportation by Ambulance or Car 
 
8.7.1 See section 7.7 
 
9. OTHER ANTIMICROBIAL RESISTANT MICROORGANISMS (ARMs) 
 
9.1 Significance 

 
9.1.1 The significance of other ARMs will depend on the organism and the level of 

antimicrobial resistance.  An organism that is resistant to three or more major groups 
of antimicrobials will be tagged as a multi-drug resistant organism.   

 
9.2 Screening 
 
9.2.1 Screening will be undertaken as per direction from the IPCT or Medical 

Microbiologist.  If required, screens should be ordered via the MDRO order panel on 
Epic.  Complete request with relevant risk factors and information. 

 
9.3 Treatment 
 
9.3.1 Treatment options may be limited and will be determined by sensitivity testing results. 

Any treatment, including surgical prophylaxis, should be discussed with a Medical 
Microbiologist. 
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9.4 Infection Control Measures 
 
9.4.1 The patient must be nursed in a single room with en-suite facilities. 
 
9.4.2 As a minimum, gloves and a disposable apron are required to care for a patient with 

an ARM.  For brief contact (delivering medication or food trays) a disposable apron is 
sufficient.  For prolonged direct contact, a long sleeve apron or gown should be worn.  
Staff can change into scrubs if contact is prolonged but this is optional, not 
mandatory, and PPE must still be worn.  A patient with an ARM will have an alert 
placed on their Epic record, which will show on the storyboard.  

  
9.4.2 Visitors are not required to wear protective clothing unless involved in the patient’s 

personnel care, when an apron should be worn. Visitors should wash their hands 
immediately prior to leaving the isolation room (if the patient is isolated) and should 
not visit other patients. 
 

9.5 Terminal Cleaning 
 

9.5.1 The level of terminal cleaning required when a patient with an ARM is discharged is 
dependent on the organism and the level of resistance.  The IPCT must be contacted 
for advice. 

 
9.6 Mobilisation/rehabilitation/visits to other departments 
 
9.6.1 See section 5.6 
 
9.7 Transportation by Ambulance or Car 

 
9.7.1 See section 5.7  
 
10. VANCOMYCIN RESISTANT ENTEROCOCCI (VRE) 
 
10.1 Significance 
 
10.1.1 Resistance to Vancomycin reduces options for treatment where clinical infection is 

evident.  Resistance in Enterococci can transfer to other organisms, for example, 
Vancomycin resistant Staphylococcus aureus (VRSA).  The risk of VRSA and 
potentially untreatable Staphylococcus aureus infections is an important reason for 
controlling the spread of VRE. 

 
10.1.2 The emergence of VRE as a clinical problem can often be linked to multiple risk 

factors.  Prior and prolonged antibiotic use is an important risk factor, particularly 
Cephalosporins and Glycopeptides.  Other risk factors for acquiring healthcare 
associated infection with VRE include significant immuno-suppression, admission to 
a haematology, renal or intensive care unit and prolonged or multiple hospital 
admissions.  

 
10.2 Screening 
 
10.2.1 When VRE is isolated from a clinical specimen or the patient has a history of VRE, 

the following screening should be undertaken.  This should be done whether infection 
or colonisation is suspected. Ideally, screening should be undertaken prior to 
commencement of antibiotics.  If this is not possible then screening can take place a 
minimum of 48hrs post antibiotic completion. 
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• Stool sample (or, if unavailable, rectal swab)    
    
Order screens via the MDRO order panel on Epic.  Complete request with relevant 
risk factors and information. 

 
10.2.2 If negative, a further two negative screens need to be obtained.  The screens should 

be taken 48 hours apart i.e. day 1 (the initial sample on day of admission, day 3 and 
day 5 for the further two samples). 
 

10.2.3 A patient with VRE should have an alert placed on their Epic record, which will show 
on the storyboard.  

 
10.2.4 Once 3 consecutive negative screens have been achieved, including one negative 

achieved at least 12 months after the last positive result, the patient can be 
considered negative.  The alert can then be removed by the IPCT. (See Appendix 1) 
 

10.3 Treatment 
 
10.3.1 Patients colonised with VRE do not need treatment.  Patients who have an infection 

should receive appropriate antimicrobial therapy.  However, successful treatment of 
infection does not always indicate clearance of VRE from the body and colonisation 
can continue. 

 
10.4 Infection Control Measures 
 
10.4.1 Isolation in a single room is essential, with en-suite facilities if available.   
 
10.4.2 See section 7.4.2, 7.4.3 and 7.4.4  
 
10.5 Terminal Cleaning 
 
10.5.1 See section 7.5  
 
10.6 Mobilisation/rehabilitation/visits to other departments 
 
10.6.1 If isolated in a single room, the patient can leave the room to allow mobilisation in an 

area away from the ward, e.g. main corridor.  This does not mean that the patient can 
wander freely around the ward where close contact with other vulnerable patients is 
possible.  Patients can undergo investigations in all departments.  Staff in the 
department should practice source isolation infection control precautions.  Equipment 
should be decontaminated, in accordance with the decontamination policy, before 
use of the next patient.  For transfer between departments, PPE is not required but 
hand hygiene must occur as per the 5 moments for hand hygiene.  

 
10.7 Transportation by Ambulance or Car 
 
10.7.1 See section 7.7  
 
11. PATIENT INFORMATION 
  
11.1 If a new antimicrobial resistant microorganism is isolated from a patient whilst they 

are in hospital, the patient should be notified of this result and an explanation of the 
ARM and precautions required given.  Patient Information Leaflets for CPE, ESBL, 
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recommendations from a Joint Working Party.’ Journal of Hospital Infection 92 
(Supplement 1) S1-S44 Available at:  
https://www.journalofhospitalinfection.com/action/showPdf?pii=S0195-
6701%2815%2900314-X 
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APPENDIX 1: TABLE OF MDROs AND APPROPRIATE PRECAUTIONS 
Organism Who to screen When to screen Screens required Patient placement PPE De-escalation 

Candida auris Known positive Candida auris Advised by IPCT 
or Micro, 3 
negative screens 
at weekly intervals 
will be required. 

• Nose 

• Axilla 

• Perineum/Groin 

• Exposed wounds 

• CSU if catheterised 

• Single room with en-
suite 

• Door closed 

• Designated staff 

• Designated medical 
equipment 

• Gloves 

• Standard apron or long 
sleeve apron/gown 
depending on level of 
contact 

When 3 consecutive negative 
screens (at least weekly intervals) 
have been achieved, including one 
negative achieved at least 12 
months after the last positive result.  
Alert will be removed 

Candida auris 
risk factors 

• Healthcare (>24 hour stay or 
haemodialysis) abroad in last 
12 months 

• Inpatient care in a 
cardiothoracic unit, in the last 
12 months, other than UHP 

Day 1 
Day 3 
Day 5 

• Nose 

• Axilla 

• Perineum/Groin 

• Exposed wounds 

• CSU if catheterised 

• Single room • Gloves & standard 
apron for direct contact 

When 3 consecutive screens are 
negative, can come out of isolation 

CPE 
(Carbapenemase 
producing 
Enterobacterales) 

Known positive for CPE Advised by IPCT 
or Micro 

• Stool sample (or rectal 
swab) 

 

• Single room with en-
suite 

• Door closed 

• Designated staff 

• Designated medical 
equipment 

• Gloves 

• Standard apron or long 
sleeve apron/gown 
depending on level of 
contact 

When 1 negative CPE screen has 
been achieved at least 6 months 
after last positive result.  Alert will 
be removed 

CPE risk factors • Acute Healthcare (>24 hour 
stay or haemodialysis) 
outside of Devon, Cornwall & 
Somerset, including abroad in 
last 12 months 

Day 1 
 

• Stool sample (or rectal 
swab) 
 

• Single room  
 

• Gloves & standard 
apron for direct contact 

 

If 1 CPE screen is negative, can 
come out of isolation 

ESBL/AmpC No screening required N/A • N/A • Single room.  May 
not be possible in 
lower risk areas – 
risk assess 

• Door closed 
 

• Gloves and standard 
apron for direct contact 

Reliable testing does not exist so 
alert will remain on patient’s record 
and patient will not be de-
escalated. 

Known MRSA 
positive  

Screen all patients with known 
previous MRSA 

 
 

Day 1 
& then weekly 
or 48 hours post 
suppression then 
weekly  

• Nose  

• Perineum/Groin 

• Exposed wounds 

• CSU if catheterised 

• Sputum if 
expectorating 

• Single room.  May 
not be possible in 
lower risk areas – 
risk assess 

• Door closed 

• Gloves & standard 
apron for direct contact 
 

Treat as positive.  But when 3 
consecutive negative screens have 
been achieved including 1 negative 
screen at least 12 months after last 
positive result.   Alert will be 
changed for a history of MRSA 

No MRSA history Regular attenders or Elective or 
Emergency admissions to the 
following: renal, haematology, 
oncology, elective orthopaedics, 

Day 1 
or 
Day 1 & weekly 
for ITU 

• Nose  

• Perineum/Groin 

• Exposed wounds 

• CSU if catheterised 

• Any bed if negative 
or awaiting result 

• Single room in high 
risk areas if positive.  

• Standard precautions if 
negative 

If screen negative, doesn’t require 
isolation 
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implant surgery, pre-op vascular 
graft, ITU, people who inject 
drugs, patients admitted from 
prison, patients who have had 
healthcare outside of the UK 
and people in active military 
service 

or 
Monthly for 
regular attenders  

• Sputum if 
expectorating 

Risk assess isolation 
availability in lower 
risk areas 

• Gloves and standard 
apron for direct contact, 
if positive 

Admission to NNU Day 1 & weekly • Nose 

• Umbilicus 

• Perineum 

• Any bed if negative 
or awaiting result 

• Single room or 
spatially isolate if 
positive 

• Standard precautions if 
negative 

• Gloves & standard 
apron if positive for 
direct contact 

If screen negative, doesn’t require 
isolation. 

Multidrug 
resistant 
Acinetobacter 

Known positive MDR 
Acinetobacter 

Advised by IPCT 
or Micro 

• Nose 

• Axilla 

• Perineum/Groin 

• Exposed wounds 

• Single room with en-
suite 

• Door closed 

• Gloves 

• Standard apron or long 
sleeve apron/gown 
depending on level of 
contact 

When 1 negative MDR 
Acinetobacter screen has been 
achieved at least 6 months after 
the last positive result.  Alert will be 
removed. 

Multidrug 
resistant E. coli 
or Multidrug 
resistant 
Klebsiella 

Known positive MDR E. coli 
Or 
Known positive MDR Klebsiella  

Advised by IPCT 
or Micro 

• Stool sample (or rectal 
swab) 

• Single room with en-
suite 

• Door closed 

• Gloves 

• Standard apron or long 
sleeve apron/gown 
depending on level of 
contact 

When 1 negative MDR E. coli or 
MDR Klebsiella screen has been 
achieved at least 6 months after 
the last positive result.  Alert will be 
removed. 

Multidrug 
resistant 
Pseudomonas 

Known positive MDR 
Pseudomonas 

Advised by IPCT 
or Micro 

• Stool sample (or rectal 
swab) 

• Single room with en-
suite 

• Door closed 

• Gloves 

• Standard apron or long 
sleeve apron/gown 
depending on level of 
contact 

When 1 negative MDR 
Pseudomonas screen has been 
achieved at least 6 months after 
the last positive result.  Alert will be 
removed. 

Other Multidrug 
resistant 
organism 

Known positive other MDRO, 
not listed above 

Advised by IPCT 
or Micro 

• Screening sites will be 
organism dependant 
but either nose, axilla 
perineum/groin, 
exposed wounds, or 
stool sample 

• Single room with en-
suite 

• Door closed 

• Gloves 

• Standard apron or long 
sleeve apron/gown 
depending on level of 
contact 

When 1 negative MDRO screen 
has been achieved at least 6 
months after the last positive result.  
Alert will be removed. 

VRE Previous positive for VRE/GRE Day 1  
Day 3 
Day 5 
Patient must not 
be on 
antimicrobials 

• Stool sample (or, if 
unavailable, rectal 
swab)   

• Single room 

• Door closed 

• Gloves & standard 
apron for direct contact 

When 3 consecutive negative 
screens have been achieved 
including 1 negative achieved at 
least 12 months after last positive 
result.  Alert will be removed 

CPE = Carbapenemase Producing Enterobacterales, MRSA = Methicillin Resistant Staphylococcus aureus, VRE = Vancomycin resistant Enterococci, Day 1 = day of admission  
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APPENDIX 2: MRSA PROTOCOL FOR CF & NON-CF BRONCHIECTASIS PATIENTS 
 

1. INTRODUCTION 
 
1.1 Cystic fibrosis (CF) patients colonised or infected with MRSA have a decreased lung 

function, and an increased rate of hospitalisation. In addition, MRSA infection is a risk 
factor for failure to recover lung function after an acute pulmonary exacerbation 
(Goss et al, 2011). 
 

1.2 There is a strong rationale to attempt MRSA suppression in CF/non-CF 
bronchiectasis patients when first colonised. Those who have a new isolate of MRSA 
from their sputum should in addition to topical suppression, also be offered nebulised 
vancomycin – both to reduce future morbidity in the individual patient, and to reduce 
the risk of cross infection.  
 

2. IDENTIFICATION OF MRSA 
 

2.1 Identification of patients will occur from standard screens, and/or a sputum sample 
sent to Microbiology. Sputum samples must be labelled as CF or non-CF 
bronchiectasis sputum to ensure complete range of Microscopy Culture & Sensitivity 
(MC&S)    

 
2.2 On confirmation of a new MRSA isolate, the relevant CF consultant will be informed 

as communication of the result to the patient requires specialist input and follow up 
by the CF physician. 

   
2.2 On confirmation of a new MRSA isolate from sputum, a full MRSA screen must be 

performed to determine the presence or absence of nose and/or skin carriage. 
Screening sites should be as per Appendix 1.  

 
2.3 After a full screen has been performed start the five-day suppression protocol as per 

8.3.6.2 
 

2.4 Topical suppression must be used while awaiting results of the full MRSA screen.  
Although clearance of MRSA is unlikely once chronic colonisation has occurred, 
whilst in hospital topical agents should be used to reduce bacterial load and limit 
transmission. 

 
3 TREATMENT 
 
3.1 Topical suppression protocol is as per 8.3.6.2  
 
3.2 If the following inclusion criteria are met, commence nebulised Vancomycin (in 

addition to topical suppression): 
 

• Clinically confirmed CF or CT confirmed diagnosis of non-CF bronchiectasis  

• Have isolated MRSA in sputum AND are either MRSA naïve (i.e. have never 
previously isolated MRSA) OR were MRSA free (i.e. have been MRSA free over 
the preceding 12 months). 

 
3.2.1  Nebulised Vancomycin  
 

a. The first dose must always be administered in hospital. 
b. Respiratory function must be monitored by a suitable trained specialist.  
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Adults: Carry out spirometry at baseline, and 15 minutes post dose.  
Paediatrics: Perform chest auscultation and where possible spirometry (as for 
adults). 

c. In adults and children nebulised vancomycin may be preceded by an inhaled 
bronchodilator e.g. Salbutamol. 

d. Dose:  
o Paediatrics: Vancomycin neb 5mg/kg bd – qds (max 250mg qds) for 14 

days   
o Adults: Vancomycin neb 250mg bd – qds for 14 days 
o To prepare the dose: Dissolve Vancomycin 500 mg Powder for solution 

for infusion in 10 ml of sterile water for injection (to give a solution of 
vancomycin 50mg/ml).  Draw up the required dose (volume can be made 
up to 5mls with sodium chloride 0.9% if required). Keep the vial in the 
fridge for second daily dose (discarded if not used within 24 hours). 

e. Administer the vancomycin via a ventstream nebuliser over 10 minutes.   
f. A mouthpiece is preferable to a mask to maximise pulmonary deposition. 
g. Ideally nebulised antibiotics should be taken after physiotherapy to ensure 

maximum deposition. 
h. Monitor for side effects including: severe allergic reaction, cough, wheeze, chest 

tightness, breathlessness & bronchospasm.   
 

3.2.2  Nebulised vancomycin is not intended for patients who: 
 

• Do not have a confirmed diagnosis of CF/non-CF bronchiectasis  

• MRSA suppression has previously failed (when prescribed & given in 
accordance with the regimen in sections 2 & 3 above)  

• Known to be chronically colonised with MRSA 

• Have a hypersensitivity to, or are allergic to Vancomycin 
 
3.3 Systemic antimicrobial therapy 

 
3.1 May be indicated for the treatment of infection and can be given in conjunction with 

the suppression regime above. 
 
3.2 May be considered to clear persistent carriage in some individuals where eradication 

is deemed necessary – consult microbiology. 
 
3.3 Review appropriateness of any systemic anti-staphylococcal antibiotics currently 

prescribed (prophylaxis or treatment) in view of new MRSA isolate from sputum. 
 
4.   RE-SCREENING/SURVEILLANCE 

 
4.1 Send a full MRSA screen (See appendix 1 and include a sputum sample) 48 hours 

after completion of suppression therapy. 
 
4.2 If the MRSA screen is negative, two further screens will be required - one at three 

and one at six months to establish that MRSA has been successfully eradicated.  
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APPENDIX 3: COMMUNICATION PLAN  
 

                                                     
COMMUNICATION PLAN 

 
The following action plan will be enacted once the document has gone live. 

 

Staff groups that need to have 
knowledge of the policy 

All clinical staff 

The key changes if a revised policy Harmonised policy for Eastern and Northern 
services.  Updated with approved changes to 
screening sites and/or frequency (Approved 
IPDAG August 2023).  Updated information about 
removing alerts/using history of alerts. 

The key objectives To set out clear guidance about patients infected 
or colonised with C. auris, CPE, Extended 
spectrum beta lactamases (ESBL), AmpC, VRE, 
MRSA or other antimicrobial resistant 
microorganisms to ensure appropriate 
management of the patient and prevent spread 
within the hospital.   

How new staff will be made aware of 
the policy and manager action 

Induction and annual update process. 

Specific Issues to be raised with staff Draw attention to the changes in screening sites 
and/or frequency of screening.  

Training available to staff Induction and infection control updates 

Any other requirements N/A 

Issues following Equality Impact 
Assessment (if any) 

No negative impacts 

Location of hard/electronic copy of 
the document etc. 

Infection Prevention and Control Team Offices 
and Site Management Offices 

  








