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	All Wales Guidance for the Management of Clinically Significant Antimicrobial Resistant Organisms (CSARO) Including CPO, MDRO, MRSA & VRE
(To inform Local Policy and Procedures)

	Guidance Statement
Provide all Health Boards/Trusts & Social Care settings across Wales with evidence based practical advice and resources for developing and managing existing policies and procedures. The following guidance  and resources, cover a wide range of clinically significant antimicrobial resistant organisms(CSARO). Early identification and management of clinically significant antimicrobial resistant organism requires consistent clinical risk assessment, from admission, throughout care-pathway including discharge and beyond. Recommended screening and robust communication strategies will facilitate safe patient care, management and placement, within both acute and community settings. 

	Commitment
The aim is that the Healthcare-associated infection and antimicrobial resistance and prescribing programme (HARP) team, PHW will review this guideline every 3 years in collaboration with Multi drug resistant organisms (MDRO) working group. The guidance may be reviewed sooner in light of new evidence, the emergence of new multi resistant organisms, changes to best practice or change in national direction. In line with Prudent Health18 and ‘One Wales’ agenda, the standardisation of practice across Wales is to be encouraged to ensure all Health Boards, Trusts and Primary and Community Care including private Care Homes and Hospitals/establishments are taking the appropriate measures to reduce harm to patients/service users by using best practice to prevent the development of CSAROs and their transmission. 


	Supporting Evidence and Guidance 
This guidance should be read in conjunction with the following documents:
[bookmark: _Hlk111466635]Code of Practice for the Prevention and Control of Healthcare Associated Infections: (Welsh Government, May 2014):
code-of-practice-for-the-prevention-and-control-of-healthcare-associated-infections.pdf. Currently under review (gov.wales)

UKHSA: Framework of actions to contain carbapenemase-producing Enterobacterales 2022 Actions to contain carbapenemase-producing Enterobacterales (publishing.service.gov.uk)
	
NHS Scotland: Toolkit for the early detection, management and control of carbapenemase-producing Enterobacteriaceae in Scottish acute settings (nhs.scot)

[bookmark: _Toc146010540]European Centre for Disease Prevention and Control CPE Guidance 2017: IP&C tools for the prevention of entry of CRE into healthcare settings  

UK GOV: Tackling antimicrobial resistance 2019 to 2024: addendum to the UK's 5-year national action plan - GOV.UK (www.gov.uk) 

Healthcare Infection Society: MRSA 2021 Guidelines (NICE accredited)MRSA guidelines HIS 2021  Joint Healthcare Infection Society (HIS) and Infection Prevention Society (IPS) guidelines for the prevention and control of meticillin-resistant Staphylococcus aureus (MRSA) 

Together for Health: Tackling antibiotic resistance and improving antibiotic prescribing – A Delivery Plan for NHS Wales and its partners. Welsh Government, 2016: 	
together-for-health-tackling-antimicrobial-resistance-and-improving-antibiotic-prescribing.pdf (gov.wales)

UKHSA: Guidance for the laboratory investigation, management and infection prevention and control for cases of Candida auris (August 2017, v2.0)

European Centre for Disease Prevention and Control.  Carbapenem-resistant Acinetobacter baumannii related to recent hospitalisation in Ukraine. ECDC: Stockholm; 2022 

National standards of cleanliness “National standards for cleaning in Wales” – 2021 ADDENDUM Key Standards for Environmental Cleanliness( Currently under review)

All Wales TB Strategy: ( Currently under  review)

The Duty of Quality: Statutory Guidance 2023 The Duty of Quality in healthcare | GOV.WALES  The Duty of Candour - Public Health Wales (nhs.wales)





	Scope
· To provide an outline of the clinical significance and risk factors associated with antimicrobial multi-resistant organisms
· Provide comprehensive evidenced based guidance to support Infection Prevention and Control Teams (IPCT) in the development and review of their local antimicrobial resistance policies and procedures
· To identify organisational requirements to enable early identification and subsequent management of suspected or confirmed patients with a clinically significant antimicrobial resistant organism
· Provide  clear information and guidance for healthcare organisations across Wales in Primary, Secondary and Community Care  that  supports appropriate screening/sampling, care and management of patients suspected or confirmed of having a clinically significant antimicrobial resistant organism. 
· Provide a range of resources including example documents/templates  that can be adapted/adopted for use by organisations in the effective identification, screening/sampling, management, and communication with this patient group.
· Clearly outline key Infection Prevention and Control measures to prevent infection transmissions including as part of incident/outbreak control
· To identify the key staff roles and responsibilities in the identification, prevention, and management 
· Clearly outline the importance and role of antimicrobial stewardship and appropriate prescribing in the development of resistance.
· To provide a set of standards, guidance and resources, that may be adopted or adapted to support organisations in patient management, screening/sampling, clinical risk assessment, placement and information
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[bookmark: _Toc146010542]GLOSSARY/DEFINITIONS
	C. auris
	Candida auris is an emerging fungus that presents a serious global health threat. Healthcare facilities in several countries have reported that C. auris has caused severe illness in hospitalized patients. Some strains of C. auris are resistant to all three major classes of antifungal drugs. This type of multidrug resistance has not been seen before in other species of Candida. C. auris can persist on surfaces in healthcare environments and spread between patients in healthcare facilities.

	CPE
	Carbapenemase Producing Enterobacterales (CPE) – resistance resulting from production of enzymes that breakdown carbapenem antibiotics in the group of organisms that includes E. coli and Klebsiella spp. ( Pseudomonas and Acinetobacter do not belong to the order of Enterobacterales) 

	CPO
	Carbapenemase Producing Organisms (CPO) - with resistance resulting from production of enzymes that breakdown carbapenem antibiotic – this makes the bacteria resistant to the carbapenem group of antibiotics, which includes meropenem. All bacterial species with carbapenemases belong to this group, including Pseudomonas aeruginosa VIM and Acinetobacter baumannii OXA23 like. 

	CRAb
	Carbapenem Resistant Acinetobacter baumannii- resistance resulting from production of enzymes that breakdown carbapenem antibiotics in Acinetobacter baumannii.

	CRE
	Carbapenem-resistant Enterobacterales (CRE) – Enterobacterales that are resistant to carbapenems by any mechanism, including the production of an acquired carbapenemase or the production of an ESBL or AmpC combined with porin loss.

	CRO
	Carbapenem-resistant organisms (CRO) - Gram negative bacteria including Enterobacterales (such as Klebsiella pneumonia and Escherichia coli) and non-fermenters (such as Acinetobacter baumannii, Pseudomonas aeruginosa and Stenotrophomonas maltophilia).

	CSARO
	Collective term for antimicrobial resistant organisms that are of clinical concern. Including  organisms where treatment/eradication/ decolonisation options are limited, and organisms which are difficult to contain and remove/ irradicate from health care environments.

	DDA
	Disability  Discrimination Act

	ESBL
	Extended Spectrum Beta-Lactamases are enzymes produced by certain bacteria that destroy, and so confer resistance to predominantly cephalosporins (including 3rd generation cephalosporins such as ceftazidime) but also can confer low level carbapenem resistance. ESBL enzymes are most commonly produced by two types of bacteria – E.coli and Klebsiella.

	GRE
	Glycopeptide Resistant Enterococci – resistance to the glycopeptide antibiotics vancomycin & teicoplanin. They are often found as commensals of the gastrointestinal tract, lower urethra and female genital tract. Commonly cause urinary tract infections and in compromised patients may cause more invasive disease such as bacteraemia, endocarditis, wound infection, cholangitis and meningitis.

	IP&C
	Infection prevention & control

	IPCT
	Infection prevention & control team

	MDRO
	Multidrug resistant organisms (MDRO) are defined as bacteria that have become resistant to more than one class of antimicrobial agents and usually are resistant to all but one or two commercially available antimicrobial agents, complicating treatment of illnesses they cause.

	MRAB
	Multi-resistant Acinetobacter baumannii – environmental organisms widespread in & outside healthcare settings. Prevalent in static water & found within hospital environment. 


	MR-GNB
	Multi Resistant Gram negative bacteria are a type of Gram-negative bacteria with resistance to multiple antibiotics.

	MRSA
	Meticillin resistant Staphylococcus aureus is a Gram-positive bacterium that is highly resistant to meticillin/methicillin (flucloxacillin) and penicillin but may carry resistance to other antibiotics. MRSA is any strain of Staphylococcus aureus that has developed, through horizontal gene transfer and natural selection, multiple drug resistance to beta-lactam antibiotics.  

	NIPCM
	National Infection Prevention and Control Manual

	NSC
	National Standard of Cleanliness for Wales

	OCG
	Outbreak Control Group

	P&CC
	Primary and Community Care

	PVL
	Panton Valentine Leucocidin is a toxin produced by some strains of Staphylococcus aureus. Whilst relatively uncommon and does not confer antibiotic resistance has implications on managing wider community cases and is often commonly linked to index “close household contacts with recurring skin infections”. Severe infection can reoccur if source index case is not identified and managed. 

	RPE
	Respiratory Protection Equipment

	SICP
	Standard Infection Control Precautions

	TBP
	Transmission Based Precautions

	VISA & VRSA
	Vancomycin Intermediate and Resistant Staphylococcus aureus (VISA=MIC = 4-8 µg/mL), Staphylococcus aureus with complete resistance to vancomycin (VRSA MIC ≥ 16 µg/mL).

	VRE
	Vancomycin Resistant Enterococci may also be called GRE. Enterococci resistant to vancomycin.


[bookmark: _Toc528162559]

1. [bookmark: _Toc146010543]INTRODUCTION and BACKGROUND
The emergence of Clinically Significant Antimicrobial Resistant Organisms (CSARO) including MDRO is recognised as a major Public Health threat.1,3,6,10,11,13,14,43,49,54 Antimicrobial resistance (AMR) is complex and an increasing global public health challenge, with no current single or simple strategy available that will fully contain the emergence and spread of infectious organisms; that are becoming increasingly resistant to the available antimicrobial drugs.5, 10,12,13,43

Resistance can develop through naturally occurring genetic changes and acquisition of resistance genes, commonly thought to develop with antimicrobial exposure.  Raising resistance increases the chances of colonisation, which often precedes infections that are difficult to treat. Secondary spread of resistant organisms can opportunistically colonise and infect humans. Transmission between vulnerable individuals residing in close proximity can occur in any healthcare setting.  Resistant organisms have the ability to cause harm and increase morbidity and mortality, the more resistant the organism, the less options available for treatment. Giving rise  to the escalating and hidden rise of the financial cost; one UK study estimated the cost of a Carbapenemase Producing Enterobacterales (CPE) 10-month outbreak where 40 patients identified as infected or colonised estimated as £1 million.54 Unless action is taken, and we learn from experiences within Wales and across the world, rapid spread will continue to pose an ever-increasing threat to public health and all medical treatment pathways within the UK.44
These all-Wales guidelines have been updated and revised in conjunction with several key documents including Hospital Infection society 2021 MRSA  Guidelines41 and PHE/UKHSA recommendations for acute and non-acute Trusts Framework of action to contain  carbapenemase-producing Enterobacterales.43 
It is essential that current evidence-based guidelines, training, supporting tools and resources are accessible to all healthcare staff that may suspect, encounter and/or care for a patient suspected or confirmed to have a clinically significant antimicrobial resistant organism such as MDRO/MRSA CRO/CPO etc.11

Successful prevention and control of antimicrobial resistance organisms requires a high level of organisational leadership and commitment that can be visualised by all healthcare professionals. Financial and human resources commitment are also necessary with close partnership across health board. 
Various acronyms are used to describe groups of clinically significant antimicrobial resistant organisms including, but not exclusive to the definitions of MDRO, CRO , CPO. The Venn diagram below aims to graphically summarise their various distinguishing features, including in relation to each other:
Figure 1: Venn diagram for CRO/CPO/CPE/CRE
Reproduced with permission of Mandy Wootton, Lead Scientist, SACU, PHW (June 2018).
[bookmark: _Toc528162560][image: ]Carbapenem-resistant Gram negative bacteria:


2. [bookmark: _Toc146010544][bookmark: _Toc528162561]Clinical significance of Antimicrobial resistant organisms 
Once introduced into a healthcare setting, transmission and persistence of the resistant organism is determined by the availability of vulnerable patients, selective pressure exerted by antimicrobial use, increased potential for transmission from larger numbers of colonised or infected patients and the impact of implementation of infection prevention measures.3 In some organisms e.g. CPO’s, the genetic material coding for the resistance is on mobile genetic elements that can transfer between organisms, particularly in the gut.

It is important to recognise that:
· Multi-drug resistant organisms are resistant to many first-line antibiotics used in hospitals
· Treatment may necessitate the use of antibiotics which may be less effective or have increased side effects
· Many resistant organisms e.g. CRAb’s can survive in the environment and remain viable for long time periods.62
· Once a patient is colonised, it may not be possible to eradicate the organism
· Colonisation will often precede infection 
· Strains of clinically significant antimicrobial resistant organisms  already exist that are resistant to all known antibiotics and so cannot be adequately treated and managed when they cause infections
· Delay in identifying the causative organism or failure in managing suspected cases appropriately may result in significant morbidity and mortality and spread within the environment or to other patients

3. [bookmark: _Toc528162562][bookmark: _Toc146010545]General Patient Infection risk factors
Local policy should identify patient risk factors including: 
· Multiple hospital admissions
· Transfer from any hospital outside of the United Kingdom.
· Healthcare received abroad within the last 12 months, including surgical tourists i.e., dental care, cosmetic surgery, elective surgery, fertility treatment, renal dialysis and out-patient wound care
· New arrivals to UK from High risk countries  who are then admitted to healthcare settings including re-patriation or history of trauma/ combat injuries associated with active duty associated with conflict in Afghanistan, Iraq and Ukraine40
· Immunosuppression
· Transfer from hospitals within the United Kingdom who are known to have a high prevalence of CSARO cases (including transfer from hospitals within same Health Board with high incidences or recent/current associated outbreaks) 
· Previous history of CSARO colonisation or infection
· Admission to acute settings from long term care establishments
· Known prolonged exposure to extensively resistant/pan resistant CSARO and/or contact with a confirmed case
· Prolonged hospital in-patient stays or prolonged stay in a long-term care facility
· Indwelling devices, e.g. urinary catheter or central venous catheter
· Severe disease and multiple co-morbidities
· Admission to a critical care unit
· Chronic and/or open wounds 
· Dialysis
· Structural lung disease/bronchiectasis
· Conditions that cause skin breakdown
· [bookmark: _Toc528162563]Multiple courses of broad-spectrum antibiotics wherever administered


4. [bookmark: _Toc146010546]Surveillance:
Day to day and proactive organism surveillance is important to provide early alerts to clinical teams caring for the patient. Enabling correct controls to be put in place and establish any links with other patients can be considered. Surveillance systems can:
· Determine antimicrobial susceptibilities of targeted and emerging organisms of concern
· Provide early identification to alert IPCT, Executive Lead and Medical Director when a novel resistance pattern for that organisation or facility is detected
· Provide epidemiological data visualised in graphs, tables and timelines, to demonstrate if and when transmission is suspected or has occurred, providing evidence of potential/actual harm through investigation, cascading learning to improve future practice
· Support incident and/or outbreak tracking and management
· Understand facility-specific/organisation colonisation rates of CSAROs and help to identify and define the local colonisation pressures
· Maintain a local database for individual ward/facility/organisation, to include as a minimum; patient identification, date of identification, organism, antibiotic sensitivity and resistance 
· Maintain record of daily clinical review and daily interventions
· Provide record of clinical risk assessment undertaken and subsequent actions taken


5. [bookmark: _Toc112748294][bookmark: _Toc528162565][bookmark: _Toc530639721][bookmark: _Toc146010547]PREVENTION AND CONTROL IN HEALTHCARE SETTINGS
(Recommended minimum Departmental responsibilities outlined in Appendix 1)
5.1. [bookmark: _Toc528162566][bookmark: _Toc146010548]ESTABLISHMENT REQUIREMENTS TO SAFELY MANAGE PATIENTS:
All healthcare staff have a responsibility to comply with Standard Infection Control Precautions (SICP) for all patients in all settings, and take the necessary environmental interventions within the healthcare setting, all of the time.8,15 The organisation must provide appropriate facilities, resources and training, equipment and tools to enable compliance with National Infection Prevention and Control Manual (NIPCM) outlining the SICP and Transmission based precautions (TBP)  for all staff groups on induction and annually for all front line staff.15
Spread of CSARO is usually via direct/indirect patient contact and most commonly transmitted on the hands of healthcare workers or via objects and devices within the patients’ environment.6,8,14,15 Increasing evidence suggests that many CSARO’s can survive in the health care environments for months.  Therefore, environments must be fit for purpose to withstand and support robust and effective decontamination.
· Each Health Board/Trust should monitor the ability to isolate patients with infection risks as soon as possible 
· Where isolation is not possible discuss clinical risk assessment with site management team including bed management and IPCT. 
· Bed management teams should conduct daily reviews of the current site occupancy of all current single and isolation rooms, noting time frame of isolation
· Outcomes around non isolation should be formally discussed and documented in line with local and national governance process/ systems i.e., Datix, Duty of Quality and Duty of Candour. 
· Late or failure to isolate , increases risk of transmission and risk of harm
· Organisations should review isolation capacity, this review may evidence a need to increase capacity for single and isolation rooms to serve the current population needs
· HB’s and Trusts must review capacity to isolate and consider investing capital for future adequate rooms and the need for decant facilities to facilitate robust rotational planned preventative estates maintenance and rotational rolling programme of deep cleans/high level decontamination  
· Facilities to isolate i.e., single rooms and isolation suites should be Disability and Disabled Act compliant e.g. accommodate wheelchair users 
· Single room capacity must be in accordance with health building notes  for new builds, consider increasing single room capacity for all refurbishments
· In addition to isolation capacity, it’s important health boards/trusts follow WHTM 00-09 with water and ventilation safety to prevent transmission of CSARO
· Consider the identification of a ward(s) or clinical area that could become an ‘isolation ward’ for a cohort of infected cases that could be promptly adapted in the event of an outbreak or incident of CSARO 
5.2. [bookmark: _Toc146010549]ISOLATION & TRANSMISSION BASED PRECAUTIONS
Isolation will be decided on historical and clinical based information gained on admission, any current alert tags on patient record, medical history, and ongoing periodic risk assessment throughout healthcare. 
Isolation is known to have a detrimental effect on wellbeing65,66 therefore isolation, should not be unnecessarily prolonged; outline the time frame for isolation and discuss clinical implications of screening and impact on immediate and future care with the patient38
Clinical risk assessment is essential to enable prioritising of isolation rooms. 
· The patient should be isolated in a single room with an en-suite facilities that includes appropriate hand washing facilities and easy access to personal protective equipment (PPE)
· The door of the single room should be kept closed unless the patients’ clinical requirements dictate otherwise. Local risk assessment is undertaken, communicated, and regularly reviewed
· The room used to isolate should be clearly identifiable for all staff and visitors by means of locally agreed isolation signage, outlining what precautions including PPE is required
· Single rooms should be prioritised for patients with acute diarrhoea or acute respiratory symptoms in support of the hierarchy of controls - appendix 18. This supports the hierarchy of controls risk assessment due to the potential spread within shared bays and with shared communal sanitary areas
· Isolation suites e.g. negative pressure isolation, are not necessary for all situations.  Risk assessment will include suspected or confirmed organism, symptoms, severity and/or complexity of available treatment regimens e.g. Negative pressure isolation needed for high risk/suspicion of multi resistant symptomatic, open pulmonary/laryngeal or oral TB, emerging or novel viruses and diseases of high consequences
· Single use or dedicated equipment should be used where possible
· Utilise existing admission systems and patients notes to record/track patient status, the ward and bed location for all patients
· Contact lists of patients and staff may be needed depending on organism and mode of transmission i.e. TB or CPO contact/exposure 
· Priority must be given to patients with confirmed extensively resistant organisms which are difficult to treat are high risk of transmission
· Provide supportive literature to patient and relatives if appropriate
· The clinician in charge of the patient must ensure that the patient and current care provider is aware of their status on identification including informing the patient if discharged before the results were available
· Continually review risk around any non-isolation or failure to isolate
· Patients must be informed of the need for isolation/ transfer, documenting balance of risk and need for transfer in patients notes highlighting need for de-escalation or isolation around greatest need to reduce harm to service users
· Empower patients, visitors and family to remind all staff regardless of grade or experience of the importance of isolation and the required SICP & TBP actions i.e., hand hygiene & PPE 
· Cohort nursing should only be considered where no other alternative is available. IPCTs are pivotal in this decision-making process
· Organisations should consider reporting and escalate non-isolation events through Quality and Safety Group with an aim to reduce occurrence of delayed or inability to isolate 
Several factors potentially impact on increasing the risk of transmission:
· Inability to follow the hierarchy of controls.
· Patient assessed to be non-compliant with basic hygiene measures
· Patients compliant with precautions
· Profuse dissemination due to presence of diarrhoea or faecal/urinary incontinence, respiratory symptoms, exfoliating skin conditions, discharging wounds and extensive loss of skin integrity
· Pathogenic potential, propensity of organism or resistant determinant to spread and/or cause harm
· Considering decolonisation as a risk reduction intervention for cohorting patients with identical organisms i.e. MRSA. 
· Successful decolonisation is dependent on type of organism and the effective application38 
· Increasing cleaning frequency and protocols in line with the risk level of department speciality and degree of resistance of the organism identified, for example, multi resistant verses extensive resistance verses pan-drug resistance, in accordance with the national standards for cleaning.

5.3. [bookmark: _Toc528162568][bookmark: _Toc146010550]CLEANING AND DISINFECTION, DECONTAMINATION OF ENVIRONMENT
 Environments housing colonised or infected patients will be significantly contaminated with the same organisms43  and therefore they present an ongoing risk for transmission if not decontaminated effectively. Organisations need to ensure that multi-disciplinary staff roles and responsibilities for decontaminating all reusable care equipment, medical devices and the patient environment are clearly defined, communicated, understood, and audited in all departments.
All Health Boards/Trusts and their employees have a responsibility for maintaining a safe clean environment and should follow the National Cleaning Standards for Wales as a minimum. 15,25 

The following key points should also be considered.
· Effective decontamination must be maintained during the patients  occupation of the single room/isolation facilities and on discharge 
· Ensure adequate environmental cleaning and decontamination is  completed in accordance with local policy
· Consider planned preventative maintenance, repairs, and decontamination periodically to include high level cleaning removal and decontamination of radiator covers, radiators, vents and extracts and maintenance of shower traps and sink drain outlets
[bookmark: _Toc528162569]
6. [bookmark: _Toc528162571][bookmark: _Toc146010551][bookmark: _Hlk124239864][bookmark: _Toc528162570]ANTIMICROBIAL STEWARDSHIP 
The emergence and spread of CSARO can be driven by the use of broad-spectrum antimicrobials.5,10 Antibiotics should be prescribed and administered as per your local Health Board/Trust antimicrobial guidelines.12  Wales has signed up to the UK AMR strategy 2019-2024 action plan.60 
Tackling antimicrobial resistance 2019 to 2024: addendum to the UK's 5-year national action plan - GOV.UK (www.gov.uk)
Prescribers must ensure they are up to date with emerging evidence on antimicrobial resistance and appropriate antibiotic usage and are working towards delivery of Welsh Governments’ AMR improvement goals.29 amr-hcai-improvement-goals-for-2021-2023.pdf (gov.wales) All health care professionals should maintain their competence and understanding of Anti-microbial Stewardship (AMS) and Anti-microbial Resistance (AMR) by undertaking regular educational activities available via Health Education Improvement Wales (HEIW).

· All acute care facilities should implement “Start Smart then Focus” as a key part of their antimicrobial stewardship programme13
· Antimicrobial prophylaxis pre-surgery should be as narrow spectrum as clinically possible, preferably restricted to a single dose30  
· All prophylactic antimicrobials should be compliant with all-Wales guidelines and reviewed regularly to prevent un-necessary long-term use12,24a 
· National audit resources24b should be used to  review patients on long term antimicrobials24a Primary care antimicrobial guidelines - All Wales Therapeutics and Toxicology Centre (nhs.wales)


7. [bookmark: _Toc146010552]STANDARD INFECTION PREVENTION AND CONTROL PRECAUTIONS (SICPS)
Existing national guidelines are unanimous in stating that SICPs should be used by all staff, in all care settings, at all times, for all patients (adults, children and infants), whether infection has been identified or not, in order to ensure the safety of those in our care and the safety of our staff and visitors. This is appropriate to any environment where care is given.8,14,15
It is essential to control the emergence and spread of CSARO due to the limited therapeutic alternatives, the increasingly compromised in-patient population, and the potential for transfer of resistance to other pathogenic bacteria and development of further resistance. Once colonisation of the patient or the environment has been identified, control is complex.3,8 NHS Scotland’s NIPCM8 on-line has been adopted by NHS Wales from April 2018 to replace all-Wales SICPs model policies.
NIPCM8 further categorise SICPs are outlined in the online manual

NIPCM can be accessed following this link: NIPCM - Public Health Wales (nhs.wales)
· CSARO’s should not disrupt patient pathways or prevent surgery 
· Patients with CSARO’s do not necessarily need to be placed on the end of an operating list when SICP and TBP are utilised, however the necessary decontamination of equipment and environment can take up limited operating time, therefore placing patients on the end of the list and recovering them in the same area will allow staff the time to systematically decontaminate all used equipment and cut down resources i.e. time and personnel needed to effectively and safely decontaminate these important environments
· Patients with CSARO’s should not experience delayed discharge or admission to any health or social care setting including transfers and discharges to nursing homes

In addition, please refer to your local IP&C policies for further information, local guidance, and recommendations. Other important evidence-based IP&C advice and guidance15 is outlined in the Epic 3 evidence-based guidance which can be accessed following this link: 
epic3: National Evidence-Based Guidelines for Preventing Healthcare-Associated Infections in NHS Hospitals in England (his.org.uk)
8. [bookmark: _Toc528162572][bookmark: _Toc146010553]SCREENING AND CLINICAL RISK ASSESSMENT /SAMPLING
Each Health Board/Trust must have an admission screening/sampling policy/procedure identifying all patients who have a risk of a current infection and those who will require screening for CPO, MRSA and MDRO. An active screening/sampling programme for clinically significant antimicrobial resistant organisms is recommended for high-risk specialties and local policy should provide clear guidelines for this.
Health boards/trusts should consider local prevalence and epidemiology to inform local screening protocols for patients in augmented care units. The following high risk patient groups, as a minimum:
· Renal
· Cardiothoracic / Vascular
· Intensive Care
· Orthopaedics
· Burns units
· Acute oncology 
· Haematology
A risk-based approach for all other patients is recommended. For further screening guidance, see Appendix 3. 
  
· Where targeted or universal patient screening is performed it must be linked to a specific point of action such as decolonisation or isolation (or both)38
· Do not perform repeat routine screening on previously positive patients during the same admission unless linked with an intervention i.e. decolonisation or being suspected of being an index case in an increased incidence or potential outbreak
A Clinical risk assessment MUST be undertaken for all acute patient admissions to establish whether risk factors are present indicating carriage and/or infection with any infection and CSARO.11 The following risk indicators should be included in all clinical risk assessments:
· In-patient in a hospital abroad in the last 12 months
· In-patient in a hospital within the United Kingdom in the last 12 months
· Received healthcare abroad within the last 12 months, including dental care, cosmetic surgery, elective surgery, fertility treatment, renal dialysis and out-patient wound care
· Known to be previously positive with a clinically significant antimicrobial resistant organism
· Inter-hospital transfer from a hospital or long-term care facility that is known to be in an increased incidence, or an outbreak of clinically significant antimicrobial resistant organism
· Screening of patients may be recommended during outbreaks or clusters of clinically significant antimicrobial resistant organisms, on the advice of the Outbreak Control Group (OCG)
· In some circumstances patients may be screened who have been in close proximity to colonised or infected patients with a CSARO, Microbiology/IP&C advice should be sought prior to undertaking any such screening for these “Contacts” or refer to local policy
· “Contact” cases within a specialist unit/augmented care are high priority for isolation while awaiting “contact screen” results
· Contact cases identified outside of a specialist unit/augmented care, do not usually require isolation whilst awaiting screening results, however this may be overruled by an OCG
· Cohort of contacts may be considered if there are a number of contact cases, this will require expert advice from Consultant Microbiology and IPCT
· Screening of household contacts and healthcare staff is not usually necessary.  However, the OCG may discuss and agree this as part of the management of ongoing outbreaks.  
· [bookmark: _Hlk111469989]Informed consent from the person will be required prior to taking samples/screens
8.1 [bookmark: _Toc528162573][bookmark: _Toc146010554]PATIENT CONTACT SCREENING/SAMPLING
[bookmark: _Hlk146011133]The above screening recommendations and those outlined in Appendix 2 and Appendix 3 are minimum requirements. The CPE toolkits for both Scotland36 and England 1 differ in their recommendations for repeat samples in the patient who has a CPO risk and negative swab taken on admission. Therefore the HB/Trust policy needs to define a preferred sampling option based on local epidemiology and risks to the organisation. Careful risk assessment is required if removing from isolation with only 1 negative sample1. Doing 2 further samples, 48hrs apart36 reduces risk of missing a patient who is positive and/or false negative due to poor sampling technique. HB’s and Trusts may require a more enhanced approach to screening; dependant on local prevalence, identified lapses in IP&C, suspected transmission of the organism or mechanisms of resistance is suspected.  Where a positive CPO case is identified after admission, screening of contacts should be considered along with re-admission screens for discharged contacts. In these situations, CPO screening of patient contacts should be instigated, and an outbreak control team convened as soon as possible.1,19,36,
8.2 [bookmark: _Toc528162574][bookmark: _Toc146010555]SAMPLE COLLECTION
Once any clinically significant antimicrobial resistant organism has been suspected following clinical risk assessment or the patient is identified as a high-risk possible contact, screening/sampling should take place without delay.1
· Consent must be gained before taking samples
· It is essential for staff to clearly indicate the type of investigation requested and include any relevant patient clinical information and current antimicrobial therapy on the pathology request form to prevent any delay in obtaining results
· The laboratory request form should clearly indicate the patients details demographics date, time, and specimen type, include details of the organism being screened for and indicate if screen due to an outbreak or investigation (please include laboratory outbreak identifier)
· Detail all current and most recently completed antimicrobial therapy
· Targeted or universal patient MRSA screening must be linked to a specific point of action e.g., decolonisation, isolation, or both38 MRSA swabs should consist of anterior nares, groin/perinium, and any other areas of abnormal broken skin and devices (only screen umbilicus for neonate if site shows signs of infection)
· Where a clinical risk assessment indicates a rectal swab (CRO/CPO and VRE only), ensure faeces are visible on the swab. A stool sample will be required if a rectal swab is not feasible/acceptable i.e., babies and children
· Use ANTT® to collect samples aseptically from all wound/skin lesions, device entry sites i.e., drains, or catheterised urine sample
· Consider using locally developed pictorial guidelines for collecting samples
8.3 [bookmark: _Toc528162575][bookmark: _Toc146010556]ENVIRONMENTAL SCREENING
Routine environmental screening is rarely of value as the sensitivity is low and the potential risk of a given site acting as a reservoir is unpredictable. However, it may be considered by the IPCT & OCG, as it can be useful to determine the dynamics of ongoing environmental spread or reservoirs as part of outbreak control. Due to the difficulties that are encountered with environmental microbiological sampling, technologies such as Adenosine triphosphate (ATP) bioluminescence or fluorescent gel markers may be  used to validate the efficacy of cleaning and disinfection regimes. Such methods can support audit programmes/teaching and outbreak surveillance, enabling real-time feedback to be given to the appropriate teams so necessary remedial action can be taken promptly.
· Where environmental screening has been deemed beneficial, ensure the laboratory are aware of the date of planned screening and importantly what organisms are being investigated as this will determine the selective medium used to grow the cultures. Provide detailed records of screening sites 
8.4 [bookmark: _Toc528162576][bookmark: _Toc146010557]STAFF CARRIAGE AND STAFF SCREENING/SAMPLING
Staff should not be routinely screened/sampled as part of outbreak investigation/interventions may be unhelpful and can cause considerable distress; especially as there is no recognised standard decolonisation regime for Gram-negative resistant organisms that originate and are associated with gut carriage. Staff sampling should only be considered as part of an outbreak investigation, where control measures have failed to prevent ongoing transmission, suggestive of persistent carriage. Decision to screen/sample staff will only be made through an OCG in agreement by the ICD or IPCT.  The following points will need to be considered;
· Staff sampling may be considered as part of pre-placement in very high-risk specialist areas
· Vulnerable staff with significant risk factors i.e., chronic skin condition on the hands should be routinely referred to their local Occupational Health Team (OHT)
· OCG must consider the implication of positive staff and ongoing management of care within the specialism
· The type of sampling requested must be agreed with OCG, staff representatives, staff, occupational health team and the local laboratory who will be carrying out the testing 
· Ideally sample staff after a 48 hour break to reduce the possibility of misidentifying short term transient carriage.38 If this is not possible, staff should be sampled at the start of their shift
· Informed consent from the person will be required prior to taking sample
· Ensure staff results are treated confidentially
· Take into consideration the individual’s risk of transmission to patients (e.g., a staff member colonised with MRSA who is working in an ICU or neonatal unit represents a greater potential risk to patients than a staff member with MRSA working in an outpatients’ department) 
· Develop local policies with occupational health to guide the decision of when staff should be excluded from work and when they should return including support for wellbeing
· Local policies should guide on decision making around colonised staff, exclusion and return to work via a risk assessment38 
· Routine screening/sampling of family contacts of positive staff is not recommended.14 However, where cases of Panton Valentine leucocidin (PVL) Staphylococcus aureus arise in staff, household contacts may be assessed for carriage to rule out a community source/index case58
8.5 [bookmark: _Toc528162578][bookmark: _Toc146010558]MANAGEMENT OF PATIENT INFORMATION
Patients must be informed of their status for colonisation or infection with CSARO upon laboratory confirmation and should be provided with a relevant information leaflet.15,1 (Appendix 4) Results of any screening has clinical implications, therefore the responsibility for documenting and informing patients of their positive/status lies with the clinician in charge of the patient while the sample was taken in collaboration with the current clinical team.
· Results obtained after discharge must be discussed with the discharged patient, documented in patients notes and communicated with the GP and area now responsible for the patient care i.e. Care home or rehabilitation centre or other health care establishment 
· Healthcare records and systems should be flagged to highlight the positive result/status, as per local policy
· Effective communication between departments and organisation receiving and transferring the patient is paramount i.e. WAST, Xray, porters, and other health care settings
· If a patient is found to be infected or colonised with a clinically significant resistant organism i.e. CPO, MDRO, MRSA they should be issued with a copy of alert card (Appendix 5). This will empower the patient and help facilitate effective communication and management within receiving health care settings55

Information should be made available for visiting family and friends prior to visitors entering the room so necessary SICP & TBP and/or visiting restrictions are taken.1,2,15 Refer to local policy and Appendix 4.

9. [bookmark: _Toc528162579][bookmark: _Toc146010559]Clinical presentation and Treatment
These guidelines do not provide recommendations for treatment. The important factor in successfully treating and managing clinically significant resistant organisms is prompt diagnosis. Undertaking relevant screening so that the causative organism is correctly identified, and the resulting sensitivity tests will therefore aid the most appropriate treatment which should be prescribed without unnecessary delay.
· CSARO do not usually present with a specific set of clinical symptoms
· Where there is increased prevalence or first line therapy has failed, resistant organisms should be suspected
· Treatment options for resistant organisms should be discussed with a Consultant Microbiologist and Antimicrobial Pharmacist at the earliest opportunity
· Delayed commencement of appropriate therapy is the greatest potential for patient harm when a patient is infected with a clinically significant antimicrobial resistant organism



10. [bookmark: _Toc528162580][bookmark: _Toc146010560]Last Offices
In most cases, special precautions are not required.35 Recommendations for care of the deceased patient in relation to IP&C are within Appendix 10 of NIPCM8, however, please follow your local Last Offices policy for agreed precautions and any communication that may be required with your local mortuary.


11. [bookmark: _Toc146010561]NEW AND EMERGING CLINICAL SIGNIFICANT Antimicrobial RESISTANT ORGANISMS
Candida auris (C. auris) is an increasing serious global health threat.16 C. auris has also been associated with increasing recent infections and outbreaks in healthcare settings.9,56,57 C. auris appears to be highly transmissible between patients and from contaminated environments, highlighting the importance of instituting effective IP&C practices with particular attentions to decontaminating the equipment and environment within augmented care settings.16,56,57 Concerningly there are reports of increasing resistance to treatments highlighting Pan resistance in some instances.56 
For further information please access UKHSA Guidance for the laboratory investigation, management and infection prevention and control for cases of Candida auris (August 2017, v2.0)

· Monitor all cases of C. auris for signs of resistance
· Report any suspicion of treatment failure to the consultant microbiologist
· Discuss case reviews with the consultant microbiologist/infection control doctor and IPCTs
· Monitor and report any suspected increased incidence or outbreak promptly to initiate hierarchy of controls and incident management
· Contact tracing may be initiated
 
Multi Resistant Tuberculosis (TB) with increasing resistance. 
If undetected and untreated TB can cause poor outcomes for individuals.61
Especially those with  co-infection with other diseases that deplete the human immune system i.e. HIV. Despite almost all forms of TB being curable treatment is lengthy, and noncompliance or disruption of treatment can allow increasing resistance. The World Health Organization (WHO) estimated that in 2016 about 10.4 million new cases occurred making screening for TB an important issue in the UK and globally.61
If a suspected or confirmed case of TB presents for an acute hospital admission; the admissions team must undertake an urgent Clinical risk assessment.
· Urgently refer to a TB specialist
· Screen and sample to rule out resistant TB
· Immediate transfer of all “Open” suspected or known active TB cases should be nursed in a negative pressure isolation room
· All confirmed resistant TB cases must be cared in a negative pressure isolation suit
· Staff should follow the national TB Strategy 
· Review isolation on confirmation of non‑resistance
Ensure that the Public Health Wales TB strategy is aligned to your local TB policy.
 
[bookmark: _11._References_and][bookmark: _Toc528162582][bookmark: _Toc528162583]Vancomycin intermediate-resistant S. aureus (VISA) and Vancomycin Resistant S. aureus (VRSA) are extremely rare.63 Treatment failure in MRSA may indicate increasing resistance, noncompliance with treatments for infection and history of failure to complete or achieve decolonisation may highlight suspected increasing resistance.  Such cases should be discussed with the consultant microbiologist and IP&C teams. Further information is available. Vancomycin Resistance in Staphylococcus aureus - PubMed (nih.gov)
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[bookmark: _Hlk111192678]Appendix 13:  Considerations when managing an outbreak of CPO in acute care settings

[bookmark: _Toc146010564][bookmark: _Hlk133488521]APPENDIX 1: OUTLINE OF RECOMMENDED MINIMUM DEPARTMENTAL RESPONSIBILITIES FOR PREVENTION AND MANAGEMENT OF CSARO
1.1 [bookmark: _Toc112769640][bookmark: _Toc146010565]Health Board/Trust Executive Team
· The Chief Executive has overall responsibility for ensuring effective procedures and resources are in place to enable appropriate screening and management of CSARO as per local and Welsh Government recommendations11,12
· The Executive Lead Nurse or designated deputy has strategic responsibility within their Health Board/Trust for the implementation of local Clinically significant antimicrobial resistant organism policy and guidelines
· Prevention and control must be an organisational priority
· Executive support to integrate CSARO into education programmes in relation to IP&C for all healthcare staff disciplines, ensuring all front-line staff are mandated to attend
· A multi-disciplinary incident review process should be in place to investigate healthcare acquired CSAROs, or where acquisition has led to patient harm. The results of the review process should be shared across healthcare system to identify good practice and any lessons learnt; this will reduce the potential of a recurrence.
· Commission a review of the optimal facilities and infrastructure required to reduce transmission and enhance IPC in hospitals and community care settings.
· Provide feedback to clinicians in respect of antimicrobial susceptibility and current trend analysis
1.2 [bookmark: _Toc112769641][bookmark: _Toc146010566]Consultant Doctors, Heads of Nursing, Matrons, Ward, and Departmental Managers
Have responsibility for ensuring;
· A robust process is in place so the Executive Team can be provided with assurance that all staff across the multidisciplinary teams are aware of and receive training in CSARO screening and patient management
· Compliance with SICP as outlined in the NIPCM8
· Robust audit cycles to monitor, maintain, and improve standards.
· Appropriate feedback and reporting on compliance to standards including SICP 
· Coordinate adverse incidences investigations and report, and share lesson learned, feedback in line with Duty of Quality and Duty of Candour 
· The clinical environment supports and is consistent with the National Standards of Cleaning25
· Organisational screening and management protocols are adhered to
· Prompt action is taken to rectify problems when compliance falls below acceptable standards and action plan instigated to improve compliance
· Provision of appropriate and adequate resources and equipment to manage patients with CSAROs, including PPE, designated single patient use equipment
· Compliance with communication protocols between settings are monitored
1.3 [bookmark: _Toc112769642][bookmark: _Toc146010567]Microbiology Laboratory
· Work collaboratively with their local Health Boards/Trusts and Public Health Wales Laboratory to support development and implementation of their screening programmes for CSARO
· Work collaboratively with Specialist Antimicrobial Chemotherapy Unit (SACU)22 and Welsh Antimicrobial Resistance Programme Surveillance Unit23
· Standardise laboratory protocols for determining antimicrobial or organism susceptibilities of targeted and emerging CSAROs
· Support of rapid testing and processing of samples and reporting of results 
· Establish systems to ensure prompt notification to IPCT and requesting clinician 
· Responsible for prompt reporting of resistant isolates to clinical teams, local infection control teams and Public Health Wales
1.4 [bookmark: _Toc112769643][bookmark: _Toc146010568]Infection Prevention and Control Team (IPCT)
The IPCT will ensure:
· Robust and current local IP&C policies and guidelines are in place to support IP&C standards
· Will provide education and support to staff in line with the NIPCM8 and specialist advice on specific organisms11
· Provide epidemiological hospital support in managing case review and local surveillance data 
· Provide access to local and PHW intranet for staff providing further information and guidance in relation to CSARO and prescribing27
· A specific policy for CSARO detection and management is in place and up-to-date11 
· Clear guidelines are easily accessible to the workforce regarding patient screening and management on admission, based on all-Wales recommendations and local policy
· Local annual IP&C audit programme should include compliance with CSARO patient screening and subsequent patient placement and management in line with national recommendations1,2, and local policy
· Appropriate patient history and interventions are recorded within ICNet or as per local policy
· Surveillance systems are scrutinised to promptly identify increased incidences and outbreaks
· Ensure that incidents and outbreaks are investigated in accordance with guidelines/policy, escalated, and communicated ensuring key themes and lessons learned are shared via robust communication to prevent such incidents from re-occurring 
1.5 [bookmark: _Toc112769644][bookmark: _Toc146010569]FACILITIES MANAGEMENT:
1.5.1 Hotel Domestic Services
Facilities services (hotel/domestic services) will ensure:
· Local domestic service team managers with support from IP&C team provide a robust training programme for their staff in cleaning methodologies, including cleaning and decontamination procedures for known and suspected cases of CSARO in all clinical areas
· Cleaning staff are up to date with IP&C mandatory training 
· Cleaning is monitored and reported against the National Standards of Cleanliness (NSC)25
· Urgent actions taken if a shortfall in resources or standards are identified for cleanliness
· Appropriate evidence-based cleaning, disinfection and decontamination methods and products are employed to manage CSAROs from the clinical environment in line with current NSC recommendations1,2,8,25
· Cleaning staff and teams work closely with ward and departmental managers and their local IPCT to ensure timely and effective cleaning of the patient environment, daily and on patient discharge 
· Cleaning and decontamination technologies and products are evaluated and given consideration in the management of environmental pathogens including CSAROs e.g., ultraviolet light (UVL) decontamination, hydrogen peroxide vapour (HPV) decontamination process. Consideration for patient and staff health and safety should form part of the evaluative process
· Adequate resources are available for cleaning process, such as time, appropriate personal protective equipment, trained workforce competently trained in using all products and any specialised equipment
· Requests for routine and terminal cleaning of areas where infected cases are managed are prioritised with a need to maintain patient safety, bed occupancy and bed flow 
· Consideration is given to the availability of rapid cleaning teams, including out of hours service 
· Availability of adequate supplies and replacement stock e.g., curtains, linen, waste disposal bags, should demand increase or when an outbreak is suspected or declared
· Ensure documentation on decontamination processes and training records are kept’ including competencies and standards. These records must be made available and feed into assurances processes for all outbreaks/incident meetings, including any commissioning meetings to evidence over compliance to minimal standards of cleanliness in line with national guidance25
1.5.2 [bookmark: _Toc112769646][bookmark: _Toc146010570]Estates
· Estates must respond to urgent issues that are likely to increase transmissions in the environment e.g., damaged floor, walls etc
· Estates, including Capital projects department have a responsibility to ensure all new builds and refurbishments/refreshing within healthcare environments conform to current Welsh Health Building Notes (WHBN)20, HBN 00-09 and Health Technical Memorandum (HTM) in respect of recommendations for the provision of appropriate isolation facilities and compliance with IP&C standards17,20,21 	
· Early engagement of IPCTs must be notified and invited to engage with Estate/Capital projects department at the planning stage and throughout any redevelopment programme. The process of planned works within all healthcare settings that may impact on patient management and placement. Local policy should be in place to support this
· Consideration must be given within the Estates budget to support safe management of patients with CSAROs
· Where existing ward and isolation facilities are identified as sub-optimal, priority should be given to improve such areas. Seek IPCT advice and recommendations refer to adherence to HBN 00-09 recommendations17 
· Where derogation away from HBN 00-09 exist, evidence of agreed executive sign off should be documented to protect vulnerable service users
· In areas where construction work impacts on service users and visitors, clear signage must be display inclusive of contractor and estates or capital project managers contact number to facilitate reporting of poor standards, risk, or concerns
1.6 [bookmark: _Toc112769645][bookmark: _Toc146010571]Healthcare Workers: 
All healthcare staff with direct patient contact, including healthcare staff within acute, primary and community care and Welsh Ambulance Service NHS Trust (WAST) staff will:
· Have responsibility to ensure they adhere to the advice and guidelines provided within their local policy
· Be always compliant with SICPs and TBP 
· Be up to date with mandatory training in IP&C (ESR IP&C level 2 is recommended to be annual for clinically facing staff, refer to local mandatory training policy) 
· Comply with their local clinical risk assessment for patient screening (where applicable), patient placement and appropriate management 
· Document screening in patients notes and highlight any derogation from policy i.e., Patient refusal, 
· Have access to all-Wales CSARO policy and guidelines and adapt for local use, e.g., WAST will apply to pre-hospital care setting
· Discuss any deviations from local guidelines with a member of the IPCT and/or Consultant Microbiologist and undertake a risk assessment 
· Ensure access is timely and effective cleaning of the patient environment and equipment on discharge or transfer
· Communicate consistently the risks and procedures required for family relatives and visitors and provide information cards and leaflets as appropriate (Appendices 4 and 5)
· Ensure robust communication links for healthcare settings within primary and community care including long term care facilities, particularly prior to patient transfers
· Ensure clear communication links with other department work colleagues, to assess risk of necessary investigations and plan appropriate precautions prior to any patient movement, transfer to and from resident ward. 
· Risk assess the necessity of invasive device before insertion28
· Comply with device insertion and maintenance bundles including compliance with ANTT
· Report via local incident reporting mechanisms, e.g., Datix, any breaches in practice which may increase risk of transmissions, for example, failure to isolate, lapses in cleaning or SICPs
[bookmark: _Toc146010572]
APPENDIX 2: EXAMPLE SCREENING/SAMPLING ALGORITHM FOR CLINICALY SIGNIFICANT ANTIMICROBIAL RESISTANT ORGANISMS (CSARO) 
ALL HEALTH BOARDS & TRUSTS SHOULD ENSURE A CLINICAL RISK ASSESSMENT IS IN PLACE FOR Clinically significant Antimicrobial resistant Organism Including MRSA, CPO, VRE and other Gram negative CSARO’s on admission and throughout the patients stay within acute care settings. 
WITH APPROPRIATE SCREENING TO FOLLOW 
Screen
Rectal swab with visible faecal material on swab*
OR
Faecal stool sample
IF NEGATIVE:2 further consecutive swabs 48hrs apart is recommended 36
*Wound site & CSU may be required – risk assess
Refer to local policy & guidelines for further information


Three consecutive swabs taken 48 hours apart


CPO
Inter-hospital transfer or history of hospital stay in last 12 months
AND/OR
Patient has been in high-risk hospital with increased incidence of CPO 
 Admission to augmented care area
 
MRSA
Previous history of MRSA
Transfer from hospital outside HB/Trust
Transfer from long-term care facility
Admission to augmented care area
Pre-operative assessment –Orthopaedic/ Vascular (refer to local MRSA policy for full list)
Screen
Nasal
Groin or perineum
Wound site
Indwelling device
Urine sample if urinary catheter in situ
Sputum sample if productive cough
MRSA positive commence decolonisation programme as per local policy










	

FOR CONTACTS (where extended screening indicated):
Twice a week for two weeks followed by weekly for two weeks minimum screen. In outbreak situations where the source of infection has not been established or removed, consider continuous screening.


Refer to local policy & guidelines for further information





Refer to local policy & guidelines for further information


Additional Screening may be required in response to outbreaks or known imports
Multi-Resistant Gram negatives e.g. Acinetobacter & Pseudomonas aeruginosa
Previous history of colonisation or infection with these organisms should prompt screening. 
Screening also required in relation to outbreaks.
Local Consideration of screening in high-risk environments e.g. Critical Care
Screen:
A rectal swab (with visible material) or stool sample (and urine sample if catheter present) should be used for screening for P. aeruginosa.
Acinetobacter spp., 
Broken skin sites should be sampled, or, if a catheter or endotracheal tube is present, urine or respiratory secretions should be sampled.
Refer to local policy & guidelines for further information

VRE
Previous history of colonisation or infection with these organisms should prompt screening. 
Screening also required in relation to outbreaks.

Local Consideration of screening in high-risk environments e.g. Critical Care

Screen 
Rectal swab with visible faecal material on swab
  Or
Faecal stool sample & all wounds

Refer to local policy & guidelines for further information

ESBL
Previous history of colonisation or infection with these organisms should prompt admission screening. 
Screening also required in relation to outbreaks.
Local Consideration of screening in high-risk environments e.g. Critical Care

Screen
Repeat screen not usually required
In response to outbreak consider urine sample, rectal swab & wound swab
Refer to local policy & guidelines for further information


















[bookmark: _Appendix_3:_PATIENT]Patients with CSARO history with negative admission screens may revert to positive.  A decision to discontinue isolation and transmission-based precautions should be established on a case-by-case risk assessment, which includes consultation with infection control teams. Factors to be considered: Degree of nursing dependency, clinical presentation of patient, invasive procedures, local epidemiology and prevalence, risk of the clinical setting, mechanism of resistance (Carbapenemase can transfer to other gut organisms). This is not an exhaustive list.

[bookmark: _Toc146010573]APPENDIX 3: EXAMPLE ALL-WALES MRSA SCREENING ALGORITHM FOR ELECTIVE ORTHOPAEDIC SURGERY (MDRO WORKING GROUP, AUGUST 2017)
MRSA screen to be taken anytime between 48 hours to twelve weeks prior to elective surgery 
(Within 1 month for *high risk patients)

(Refer to MRSA screening policy)
MRSA positive
MRSA negative
Record result in-patient notes –
no further action
Hospital admission between screen & surgery 
Re-screen as per local policy
Record ‘Alert’ in-patient notes as per local policy
Commence decolonisation therapy at least 1 week & no later than 2 weeks prior to surgery date
Admission for elective surgery
ISOLATE in single room (as per local policy/clinical risk assessment)
Communicate ‘alert’ with Theatre/Surgical team prior to procedure
Re-screen 48 hours post-completion of decolonisation therapy

MRSA positive
MRSA negative
Risk asses; consider repeat decolonisation therapy (as per local policy)
Total of 3 negative screens required 
(Minimum of 48 hours apart)
Screens should be taken as close to 48 hours prior to surgery as possible 
All-Wales Recommended screen sites: nose and perineum/groin
(To include wound, indwelling device, urinary catheter sample, if applicable)
If initial screen MRSA positive commence local protocol for 3 negative screens

If patient remains MRSA positive at time of surgery, please review pre-operative antibiotic prophylaxis with Consultant Microbiologist




















Please refer to local Health Board / Trust MRSA policy for further information
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[bookmark: _Toc146010574]APPENDIX 4: FREQUENTLY ASKED QUESTIONS THAT CAN BE USED IN LOCAL PATIENT INFORMATION MATERIALS 
[bookmark: _Hlk133915102](Adapted from UKHSA framework of actions to contain Carbapenemase-producing Enterobacterales, Appendix J)


	General


	What are ‘Carbapenemase-producing Enterobacterales or organisms (CPE/O) ’?

	Enterobacterales are a large order of gut bacteria that usually live harmlessly in the gut of humans and mammals. This is called colonisation (a person is said to be a carrier). However, if the bacteria get into the wrong place, such as the bladder or bloodstream they can cause infection. 

Carbapenemase-producing organisms (abbreviated to CPO) are bacteria which have become resistant to carbapenems, a group of powerful antibiotics. This resistance is helped by enzymes called carbapenemase, which are made by some strains of bacteria and allows them to destroy carbapenem antibiotics. This means the bacteria can cause infections which are resistant to carbapenem antibiotics and many other antibiotics. 


	Why does carbapenem resistance matter?

	Doctors rely on carbapenem antibiotics to successfully treat certain complicated infections when other antibiotics have failed. The spread of these resistant bacteria can cause problems to vulnerable patients in hospitals or other settings because there are so few antibiotics available to treat the infections they cause. 


	CPE/CPO/VRE/MDRO positive patient

	How did I get this infection and what are the symptoms?

	These bacteria can be found, living harmlessly, in the gut of humans and so it can be difficult to say when or where you picked it up. However, there is an increased chance of picking up these bacteria if you have been a patient in a hospital abroad or in the UK that has had patients carrying the bacteria, or if you have been in contact with a carrier elsewhere.


	How will I be cared for while in hospital?

	You may stay in a single room with toilet facilities or in a specific ward whilst in hospital. You may be asked to provide a number of samples, depending on your length of stay, to check if you are infected with or carrying the bacteria. The samples might include a number of swabs from certain areas, such as where the tube for your drip (if you have one) enters the skin, a rectal swab (a sample taken by inserting a swab briefly inside your bottom), and/or a stool sample.

	How can the spread of CPO and other resistant organisms be prevented?

	Being in a single room or specific area helps to prevent spread of the bacteria. Healthcare workers will use gloves and aprons when caring for you and should wash their hands regularly. The most important measure for you to take is to wash your hands well with soap and water, especially after going to the toilet. You should avoid touching medical devices (if you have any) such as your urinary catheter tube and your intravenous drip, particularly at the point where it is inserted into your body or skin. Visitors will be asked to wash their hands on entering and leaving the room and may be asked to wear an apron/gloves especially when helping with personal care. 



	What about when I go home?

	You may still be a carrier of resistant organisms when you go home. Generally, there are no special measures or treatments required at home. You should carry on as normal, maintaining good personal hygiene i.e., hand hygiene. If you have any concerns, you may wish to contact your GP for advice. 


Before you leave hospital, ask the doctor or nurse to give you a letter or card advising that you have had an infection and may still be a carrier of resistant organisms e.g., CPO, MRSA,VRE. This will be useful for the future, and it is important that you make healthcare staff aware of it. Should you or a member of your household be admitted to hospital, you should let the hospital staff know that you are or have been a carrier and show them the letter or card.



	How long does a person carry the bacteria?

	There is no definitive answer to how long a person may carry the resistant bacteria. The length of time could be anything from a few days to indefinitely. Treatment with certain antibiotics (for any infection) may also affect length of carriage. Effective hygiene practices and the use of standard precautions for all individuals receiving care will minimise the transmission of all resistant bacteria including carbapenemase-producing organisms. 



	Where can I find more information?

	If you would like any further information please speak to a member of your care staff, who may also contact the Infection Prevention and Control Team for you. 



	Non-acute settings


	What is the risk to those being cared for in the community?

	Most people will be unaware that they are a carrier and, in general, the chance of developing an infection with the bacteria is low. However, immunocompromised individuals, and those receiving complex care in the community with frequent hospital admissions will be more vulnerable. These individuals are at greater risk of colonisation and potentially suffering more serious consequences should they develop an infection. Colonised individuals with devices in situ may be at greater risk of developing an infection. 

While the level of risk for infected or colonised individuals is lower than in acute settings, if the levels of hygiene in the care setting are inadequate, resistant bacteria may spread among individuals who congregate together for example in a care home. This may increase the risk of the spread of infection within the care setting. 


	For managing carbapenemase-producing Enterobacterales why do you advise different approach for the community than you do for acute settings?

	Patients in an acute care setting often have multiple intensive interventions which restrict daily life and are concentrated together with many other vulnerable patients. In contrast, most individuals in the community are in their own home or another community setting. Generally, but not always, they are more likely to be more mobile and undergo fewer procedures or interventions. 

Risk of spread in the community setting is low. To maintain a low level of risk, effective hygiene practices should be maintained by all, service users and staff; particularly for staff when assisting positive individuals with toileting, undertaking dressings, managing or changing urinary catheters and other devices. It is crucial that the affected individual is encouraged or assisted to practice good hand hygiene after visiting the toilet and that good infection prevention and control standards are followed in the management of diarrhoea and leaking wounds.



	Why is screening of individuals suspected of being a carrier recommended for acute settings but not for other care settings?

	There is a higher risk of spread between patients in an acute setting. To manage patients effectively, acute settings need to have a full understanding of the patient’s positive or carrier status, achieved through screening. This will allow them to plan the care for that individual and those around them in a safe and effective manner. 



	Are staff at risk of taking this home to their families?

	I have a vulnerable relative at home. If I care for this individual, will I put my relative at risk? Like any other bacteria that staff come into contact with routinely, effective hand hygiene and adherence to standard precautions, are the most effective way to prevent indirect spread to others, including family members. Staff should carry on as normal at home without any changes to their activities of daily living. 

In order to alleviate their concerns, organisations should ensure that all staff have appropriate education, training and knowledge about resistant organisms such as carbapenemase–producing Enterobacterales and measures aimed at preventing their spread. 


	Should staff caring for individuals colonised or infected with carbapenemase-producing Enterobacterales or other resistant organism be screened to see if they have become a carrier themselves? 

	Currently, there is no evidence to support screening of staff as part of routine infection prevention and control measures. Adherence to standard precautions in the workplace and effective hand hygiene at all times are the key measures to prevent spread.


	What happens if the individual needs to go into hospital or to another care home? 

	When transferring an affected individual to another care setting, senior staff should ensure that the destination hospital or setting has been supplied with a completed copy of transfer documentation with notification of an individual carrying or infected with a resistant organism i.e., carbapenemase producing organism or other multidrug resistant organism to inform the receiving facility of the individual’s positive status. 

Direct verbal communication of the individual’s status to the receiving staff and the IPC team may be helpful in assisting them to make an appropriate risk assessment (as long as confidentiality requirements can be maintained). A patient held alert card may be useful for the individual to present to staff if they attend another health or social care setting. 


	What about family members or visitors who are pregnant? 

	The placenta is an effective barrier in preventing bacteria such as Carbapenemase-producing Enterobacterales from crossing from the mother to the baby, therefore the unborn baby is not at risk in the womb. The affected individual should practice effective hand hygiene, especially after visiting the toilet (as these bacteria are mainly carried in the gut) to minimise transmission of resistant organisms. Similarly, effective hygienic practices by those who live with and care for the individual, including adherence to standard precautions by carers are important. 


	The affected individual wants to know if it is safe for them to share a bed with their partner? 

	There is a chance that the bacteria could be passed onto the partner, particularly if the affected individual has a discharging infected wound. This would need to be contained within an impermeable dressing and regular laundering of bedding encouraged. Advice can be sought about individual cases from your usual IPC advisor, the individual’s GP. 


	When ambulance staff transport a patient, are any extra precautions required? 

	In a similar way to transporting any patient, standard precautions should be adopted and routine cleaning of trolleys and equipment between patients undertaken. If there is any contamination from a leaking wound or faecal contamination, terminal cleaning of the vehicle will be required.


	What about affected individuals who have companion animals?

	Companion animals, for example cats, dogs and horses can become colonised or infected with resistant organisms. There is some evidence to suggest the transmission of resistant organisms including carbapenemase-producing Enterobacterales, MRSA and VRE from affected humans to companion animals, and rare evidence of transmission between companion animals in veterinary hospitals. Further research is required to understand the risk that colonised companion animals pose to human health. Effective hand hygiene using soap and water when handling companion animal and their faeces, before handling food for companion animals and maintaining a clean environment can minimise the risk of transmission. 


	Where can we get further advice?

	If the advice is not relevant to your situation, please seek further advice from your IPC team or nurse, medical microbiologist. 






[bookmark: _Toc146010575]APPENDIX 5:  PATIENT ALERT CARDS 

[bookmark: _Hlk133588067]Patient cards (available in English and Welsh) can be accessed via PHW 
If a patient is found to be infected or colonised with a clinically significant antimicrobial resistant organism(CSARO) including MRSA, MDRO,VRE, CPO, they should be issued with a copy of the card below to assist with informing others offering healthcare to the patient of their status. This card can be cut out and folded in half to fit in a standard wallet/phone case.

	[bookmark: _Hlk133587403][image: ]This patient is known to be colonised with;
☐ MRSA                      ☐ MDRO
☐ VRE                         ☐ CPO                    
☐ Other, please state: ___________________
Patient Hospital No:     ___________________
	Please make staff aware of this card before or on arrival to any healthcare settings
Please contact your local IP&C team
Date Issued:  __________________
Organisation: _________________
This will enable your individual needs to be met in line with Infection Prevention & Control policies


	
	[image: ]Mae'n hysbys bod y claf hwn wedi'i gytrefu â'r canlynol; 
☐ MRSA                      ☐ MDRO
☐ VRE                         ☐ CPO                    
☐ Arall, nodwch: ___________________
Rhif Ysbyty'r Claf: ___________________
	Dylech sicrhau bod staff yn ymwybodol o'r cerdyn hwn cyn cyrraedd unrhyw leoliad gofal iechyd neu pan fyddwch yn cyrraedd 
Cysylltwch â'ch tîm atal a rheoli heintiau lleol 
Dyddiad Cyhoeddi: __________________
Sefydliad: _________________
Bydd hyn yn golygu y gellir diwallu eich anghenion unigol yn unol â pholisïau Atal a Rheoli Heintiau 











[bookmark: _Toc146010576][bookmark: _Hlk133585963]APPENDIX 6: WHAT ARE CLINICALLY SIGNIFICANT ANTIMICROBIAL RESISTANT ORGANISMS (CSAROs) CLASSIFIED BASED ON THE MECHANISM OF THEIR RESISTANCE

	[bookmark: _Hlk133587835]Types of CSARO
	Organism
	Resistant to:-

	Meticillin Resistant Staphylococcus aureus (MRSA)
	Staphylococcus aureus
	Has developed multi resistance to most beta-lactam antibiotics including flucloxacillin, often resistant to multiple other antibiotics.

	Extended spectrum beta-lactamase (ESBL)
	E.coli and Klebsiella
	Increased resistance to extended spectrum cephalosporins (e.g. ceftazidime, cefotaxime). Frequently resistant to many other antibiotics including ciprofloxacin and aminoglycosides. 

	AmpC hyper producing organisms
	Enterobacter, Serratia and Citrobacter
	Increased resistance to extended spectrum cephalosporins (e.g. ceftazidime, cefotaxime). Frequently resistant to many other antibiotics including ciprofloxacin and aminoglycosides

	Carbapenemase Producing   Enterobacteriaceae (CPE)
	Klebsiella pneumonia
Escherichia coli.
	These Gram-negative bacteria have the same resistance profile of ESBL/AmpC plus additional resistance to carbapenems (e.g., meropenem) and usually many other antibiotics.
The treatment options are generally limited. In rare cases, there are no treatment options.

	Carbapenemase Producing Organisms (CPO)
	Acinetobacter Sp., Pseudomonas Sp.


	Gram-negative bacteria resistant to the carbapenem group of antibiotics, which includes Meropenem.
The treatment options are generally limited. In rare cases, there are no treatment options.

	Multi drug resistant Pseudomonas
	
	Resistant to multiple anti-pseudomonal antibiotics (e.g. ceftazidime, piperacillin-tazobactam, aminoglycosides, ciprofloxacin).

	Multi drug resistant Acinetobacter
	
	Resistant to multiple antibiotics with activity against Acinetobacter (e.g. co-trimoxazole, ciprofloxacin, aminoglycosides, carbapenems)

	Glycopeptide Resistant Enterococci (GRE may also be referred to as Vancomycin Resistant Enterococci (VRE).

	Enterococcus faecalis, Enterococcus faecium
	GRE are enterococci that are resistant to one or both of the glycopeptides (Vancomycin and Teicoplanin).


	Multi drug resistant tuberculosis (MDR-TB)
	Mycobacterium tuberculosis
	Multidrug-resistant TB (MDR-TB) is TB that does not respond to at least isoniazid and rifampicin, 

	Candida auris
	
	Large number of isolates highly resistant to fluconazole Over 50% resistant to voriconazole. One third resistant to amphotericin, few resistant to echinocandins.





[bookmark: _Toc146010577]APPENDIX 7: RISK ASSESSMENT TOOL FOR ISOLATING CPE-POSITIVE PATIENTS (WHEN ISOLATION ROOM CAPACITY IS LIMITED) 
(Adapted from UKHSA framework of actions to contain Carbapenemase-producing Enterobacterales, Appendix E)

	Is the patient…
	Yes
	No

	Experiencing diarrhoea? (Type 5, 6 or 7 on Bristol Stool Chart)
	Nurse in a side 
room with an en-suite on a general 
ward
	See questions 
below

	Is the patient…
	Yes
	No

	Continent of urine and faeces?
	✓
	

	Alert and orientated?
	✓
	

	Independently mobile?
	✓
	

	➔ Consider caring for the patient in a bay on a general ward

	Is the patient…
	Yes
	No

	Continent of urine and faeces?
	
	×

	Alert and orientated?
	✓
	

	Independently mobile?
	✓
	

	➔ Patient to be nursed in a side room on general ward
(Refer to Continence Nurse for additional advice regarding the management of
continence, if available)

	Is the patient…
	Yes
	No

	Continent of urine and faeces?
	✓
	

	Alert and orientated
	
	×

	Independently mobile
	✓
	

	➔ Take into account clinical environment and risk; consider moving patient to an alternative area if confused and unable to comply with isolation in a side room

	Is the patient…
	Yes
	No

	Continent of urine and faeces?
	✓
	

	Alert and orientated?
	✓
	

	Independently mobile?
	
	×

	➔ Patient can be nursed in a bay on a general ward with a dedicated commode





[bookmark: _Toc146010578]APPENDIX 8: CPE/CPO – THINK RISK
(Adapted from UKHSA framework of actions to contain Carbapenemase-producing Enterobacterales, Appendix A)

Healthcare providers should consider the risk of CPE/CPO carriage when admitting patients. Local prevalence, epidemiology and patient risk criteria should be considered to inform local screening protocols. See example below.

	R – Recent exposure to antibiotics 
	Patients with infections that have failed to respond to the below antibiotics within the last month, may present a risk of CPE/CPO carriage:
· Cephalosporins
· Piperacillin and tazobactam
· Fluoroquinolones
· Carbapenems


	I – In the last 12 months 
	Screen if a patient: 
· previously been identified as CPE/CPO positive
· was admitted to any hospital in the UK or overseas
· has had multiple hospital treatments for example haemodialysis or receiving cancer chemotherapy


	S – Specialty 
	Patients admitted to the following specialties should be screened: 
· augmented care
· high risk settings –
· immunosuppression
· transplant
· haematology and oncology
· organ support
· extensive care needs for example liver
· burns unit
· Long Term Care Facilities where higher levels of interventional care are provided for example long term ventilation


	K – Knowledge of local CPE/CPO transmission 
	Screen if patient has been in contact with a known case of CPE/CPO




[bookmark: _Toc146010579][bookmark: _Hlk133932172]APPENDIX 9A: EXAMPLE TEMPLATE LETTER TO GENERAL PRACTITIONER REGARDING IN-PATIENT CONFIRMED WITH METICILLIN RESISTANT STAPHYLOCOCCUS AUREUS (MRSA)
ADDRESSOGRAPH



Dear __________________
The above person is currently an in-patient on Ward _______at __________Hospital. During their admission, the patient was identified as having Meticillin Resistant Staphylococcus aureus (MRSA) from a _________ swab collected on __/__/____. The patient has been informed of the positive result and has been given information* and an alert card*.
We would recommend you place an “Alert” of this organism in the patient’s notes. If the patient needs re-admitted to secondary care, please contact the admitting hospital, or include details of the organism on your GP referral notification.
The patient may be colonised/positive long term. Decolonisation is generally not required however consider future decolonisation, as part of planned implant surgery or as part of a wider complex treatment plan. 
 If this person presents with signs of bacterial infection, sampling of infected skin lesions/wounds, devices, ear discharge should be collected as treatment may be needed. Request culture and sensitivity and recording history of MRSA along with recent/current antibiotics. Confirmation of the causative organism will enable effective and prudent prescribing in line with “Start Smart and Focus” * helping to reduce further antimicrobial resistance. 
If you have any queries, please contact a member of the Consultant team ________ or Infection Prevention Team on ____________ or out of hours, contact the on-call Microbiologist via the hospital switchboard.

Yours sincerely,


[bookmark: _Toc146010580]APPENDIX 9B: EXAMPLE TEMPLATE LETTER TO GENERAL PRACTITIONER REGARDING IN-PATIENT CONFIRMED WITH MULTI DRUG RESISTANT ORGANISM (MDRO)
ADDRESSOGRAPH



Dear __________________
The above person is currently an in-patient on Ward _______at __________Hospital. During their admission, the patient was identified as having Multi drug resistant organism (MDRO)_______________ from a _________ swab collected on __/__/____ The patient has been informed of the positive result and has been given information* and an alert card*.
We would recommend you place an “Alert” of this organism in the patient’s notes. If the patient needs re-admitted to secondary care, please contact the admitting hospital, or include details of the organism on your GP referral notification.
The patient may be colonised/positive long term. There is little evidence to support decolonisation therapy for such MDRO associated with gut carriage. Communication around colonisation on referring patient for surgery or as part of planned complex care/treatment plan will facilitate appropriate case management. 
 If this person presents with signs of bacterial infection, sampling of any infected skin lesions/wounds, devices, ear discharge should be collected as treatment may be needed. Request culture and sensitivity and recording history of resistant organism along with recent/current antibiotics. Confirmation of the causative organism will enable effective and prudent prescribing in line with “Start Smart and Focus” * helping to reduce further antimicrobial resistance. 
If you have any queries, please contact a member of the Consultant team ________ or Infection Prevention Team on ____________ or out of hours, contact the on-call Microbiologist via the hospital switchboard.

Yours sincerely,


[bookmark: _Toc146010581]APPENDIX 9C: EXAMPLE TEMPLATE LETTER TO GENERAL PRACTITIONER REGARDING IN-PATIENT CONFIRMED WITH CARBAPENEMASE-PRODUCING ORGANISM (CPO)
(Reproduced with kind permission from ABUHB Infection Prevention & Control Team June 2018)
ADDRESSOGRAPH



Dear __________________
The above person is currently an in-patient on Ward _______ at __________ Hospital. During their admission, the patient was identified as having Carbapenemase-producing organism (CPO) from a swab collected on __/__/____. The patient has been informed of the positive result and has been given an Alert card.
We would recommend you place an “Alert” of this organism in the patient’s notes.  If the patient is re-admitted to secondary care, please contact the admitting hospital or include details of the positive organism on your GP referral notification.

What is CPO?
Carbapenemase-producing organisms (CPO) are bacteria which usually live harmlessly in the gut, this is known as colonisation, however, if the bacteria enter the bloodstream or bladder, they can sometimes cause infection. The bacteria produce carbapenemase (enzyme) which destroy carbapenem antibiotics and so the bacteria are said to be resistant. 
If the patient is said to be colonised (screen positive) they do not require treatment, however if the bacteria have caused infection, they will need treatment with antibiotics.
If you have any queries, please contact a member of the Infection Prevention Team on ____________ or out of hours, contact the on-call Microbiologist via the hospital switchboard.

Yours sincerely,




[bookmark: _Toc146010582][bookmark: _Hlk133919508]APPENDIX 10A: EXAMPLE TEMPLATE LETTER TO GENERAL PRACTITIONER REGARDING DISCHARGED PATIENT CONFIRMED WITH METICILLIN RESISTANT STAPHYLOCOCCUS AUREUS (MRSA)
ADDRESSOGRAPH



Dear __________________
The above person was recently discharged from Ward _______at __________Hospital. During their admission, the patient was identified as having Meticillin Resistant Staphylococcus aureus (MRSA) from a _________ swab collected on __/__/____. The patient may not have been informed of the positive result. The patient should be made aware and given information* and an alert card*.
We would recommend you place an “Alert” of this organism in the patient’s notes. If the patient needs re-admitted to secondary care, please contact the admitting hospital, or include details of the organism on your GP referral notification.
The patient may be colonised/positive long term. Decolonisation is generally not required however consider future decolonisation, as part of planned implant surgery or as part of a wider complex treatment plan. 
 If this person presents with signs of bacterial infection, sampling of infected skin lesions/wounds, devices, ear discharge should be collected as treatment may be needed. Request culture and sensitivity and record history of MRSA along with recent/current antibiotics. Confirmation of the causative organism will enable effective and prudent prescribing in line with “Start Smart and Focus” * helping to reduce further antimicrobial resistance. 
If you have any queries, please contact a member of the Consultant team ________ or Infection Prevention Team on ____________ or out of hours, contact the on-call Microbiologist via the hospital switchboard.

Yours sincerely,


[bookmark: _Toc146010583]APPENDIX 10B: EXAMPLE TEMPLATE LETTER TO GENERAL PRACTITIONER REGARDING DISCHARGED PATIENT CONFIRMED WITH MULTI DRUG RESISTANT ORGANISM (MDRO) 
ADDRESSOGRAPH



Dear __________________
The above person has recently been an in-patient on Ward _______at __________Hospital. During their admission, the patient was identified as having Multi drug resistant organism (MDRO)_______________ from a _________ swab collected on __/__/____ The patient may not have been informed of the positive result and should been given information* and an alert card*.
We would recommend you place an “Alert” of this organism in the patient’s notes. If the patient needs re-admitted to secondary care, please contact the admitting hospital, or include details of the organism on your GP referral notification.
The patient may be colonised/positive long term. There is little evidence to support decolonisation therapy for such MDRO associated with gut carriage. Communication around colonisation on referring patient for surgery or as part of planned complex care/treatment plan will facilitate appropriate case management. 
If this person presents with signs of bacterial infection, sampling of any infected skin lesions/wounds, devices, ear discharge should be sampled as treatment may be necessary. Request culture and sensitivity and record history of resistant organism along with recent/current antibiotics. Confirmation of the causative organism will enable effective and prudent prescribing in line with “Start Smart and Focus” * helping to reduce further antimicrobial resistance. 
If you have any queries, please contact a member of the Consultant team ________ or Infection Prevention Team on ____________ or out of hours, contact the on-call Microbiologist via the hospital switchboard.

Yours sincerely,

[bookmark: _Toc146010584]APPENDIX 10C: EXAMPLE TEMPLATE LETTER TO GENERAL PRACTITIONER REGARDING PATIENT DISCHARGED WITH CONFIRMED CARBAPENEMASE-PRODUCING ORGANISM (CPO)
(Reproduced with kind permission from ABUHB Infection Prevention & Control Team June 2018)
ADDRESSOGRAPH



Dear __________________
The above person is recently an in-patient on Ward _______ at __________ Hospital. During their admission, the patient was identified as having Carbapenemase-producing organism (CPO) from a swab collected on __/__/____. The patient is unlikely to be aware of this positive result. The patient should be notified of this result as this is a significantly resistant organism.
We would also recommend you place an “Alert” of this organism in the patient’s notes.  If the patient is likely to be admitted to secondary care, please contact the admitting hospital, or include details of the positive organism on your GP referral notification.

What is CPO?
Carbapenemase-producing organisms (CPO) are bacteria which usually live harmlessly in the gut this is known as colonisation, however if the bacteria enter the bloodstream or bladder for instance, they can sometimes cause infection. The bacteria produce carbapenemase (enzyme) which destroy carbapenem antibiotics and so the bacteria are said to be resistant.

If the patient is said to be colonised (screen positive) they do not require treatment, however if the bacteria have caused infection, they will need treatment with antibiotics.

If you have any queries, please contact a member of the Infection Prevention Team on ____________ or out of hours, contact the on-call Microbiologist via the hospital switchboard.

Yours sincerely,



[bookmark: _Toc146010585]APPENDIX 11: HOW TO CONDUCT A RISK CPE/CPO ASSESSMENT IN NON-ACUTE SETTINGS
(Adapted from UKHSA framework of actions to contain Carbapenemase-producing Enterobacterales, Appendix C)

	At all risk levels ensure:

	· Standard infection control precautions are maintained at all times 
· Effective environmental hygiene and cleaning – prevention of faecal and environmental contamination is crucial; remain alert to episodes that risk direct transmission to others and or environmental contamination; ensure timely and thorough cleaning 
· Hygiene advice to individual and family and contacts it is important to inform individuals and those around them to ensure they take appropriate personal hygiene measures to prevent the spread of infection, especially when using the toilet 

Risk assessments must include consideration of the care environment, for example nursing care setting, specialist or general-rehabilitation, haemodialysis unit, EMI, dementia care unit, community hospital or hospice, mental health trust, residential care, domiciliary care, or detention centre prison. 

If the individual is colonised (the presence of bacteria on a body surface, such as skin or gut, without causing disease in the person): single room with en-suite facilities including toilet or designated commode is recommended; where a single room is not available, it is recommended that a designated toilet or commode is made available. No curtailment of communal activities is required where standard precautions and effective environmental hygiene are being maintained and there is no risk of transmission to others. 

If the individual is infected: conduct a risk assessment with your IPC advisor contact to discuss possible isolation (with defined end-of-isolation criteria) consider the mental and physical health and wellbeing of the individual when deciding to isolate. 

Always communicate the positive status of an individual when transferring the individual between care settings.


	Care needs
	Guidance for risk assessment

	High risk 
For example, the individual has: 
· diarrhoea, faecal incontinence, smearing or dirty protests
· discharging wound
· long term ventilation
· confusion and dementia
· device(s) in situ
· undergoing invasive procedures

	Identify if there is an immediate risk of infecting or contaminating others and the shared environment. 

Discuss management with GP or clinician in charge, IPC nurse. 

Consider the mental and physical health and wellbeing of the individual and the level of supervision required

	Medium risk
For example, the individual requires assistance with hygiene, mobility or physical rehabilitation.
	No immediate risk of infecting others identified:
· standard infection control precautions are maintained
· hygiene advice is provided to individual and family and contacts as appropriate
· maintain effective environmental hygiene

If unsure, contact your usual IP&C advisor or local Community IP&C Team where available.

	Low risk 
For example, the individual is independent and self-caring
	






[bookmark: _Toc146010586]APPENDIX 12: MANAGEMENT AND CONTAINMENT OF CSARO INCLUDING MDRO, MRSA AND CPO’S IN A PAEDIATRIC SETTING
(Adopted from UKHSA framework of actions to contain Carbapenemase-producing Enterobacterales, Appendix F)

Seek advice from your IPC team, to assist with conducting a risk assessment appropriate to the causative organism and the risk around environment and planed invasive procedures.

There are several considerations – the key one being that the parent(s) are also likely to be colonised with the same organism and therefore, ensure the baby (with resident mother) is placed in a room with an en-suite – for the mother, and their visitors to use. If an en-suite is not available, consider a dedicated toilet.

	Food management 

	Wherever possible only foods procured through NHS supply chain should be stored and consumed. Food brought in from home should be discouraged as is also a potential source of cross contamination of shared fridges. Any food brought in by the family should documented, be in wipe-able containers, this need to be wiped clean prior to placing in/back into the fridge noting patient name date and time of storing. Containers or food that has come into the patient’s environment should not be returned to the communal fridge. 


	Equipment management 

	The family are not to take any equipment/hospital items nappies, milk bottles, trays etc. out of the room. Equipment is only to be taken out of the room by a member of staff who will then clean according to the agreed protocol for this situation. 


	Used nappies 

	These should not be taken out of the room - if weighing is required – weigh in the room. If this is not possible, they should be taken out in a nappy sack/container, by a member of the unit staff (not the parent/ carer) to the sluice room and weighed, then disposed of. Cleaning of the scales plus any surfaces that the nappy, or staff member has been in contact with should then be undertaken. 


	Breast pumps

	It is preferable for a mother to use her own pump. This can stay in the room with the mother, the expressing kit will need decontaminating, this should be carried out by a HCW if coming out of the room. If the mother does not have her own pump, a dedicated breast pump is preferable to be used for her for the length of the baby’s admission. 


	Management of expressed milk 

	· Bottles should be cleaned by a HCW prior to storage in a communal fridge 
· Feeding bottles and equipment are disposed of in the room 
· Follow the local procedure for cleaning and decontamination of expressed kits, ensuring that surfaces are not left contaminated 
· The mother & baby’s clothing should be taken home to launder and the family given advice on washing clothes at a high temperature 
· The family should be able to use communal areas with advice on maintaining hand hygiene after handling nappies and care of the baby 


	If the baby has extensive exfoliating/extensive skin loss/condition or develops loose/ diarrhoea stool or has a stoma 

	If the family are involved with nappy care or close personal aspects of care, then they should wear an apron to protect their clothing from contamination to prevent possible spread to communal areas. They should be reminded of the importance of hand hygiene to reduce cross transmission.


	Education and follow up 

	The family and visitors must be educated in hand hygiene, fridge management; equipment management, as necessary and follow up to ensure compliance. 


	Management of food trays 

	Food trays and crockery/cutlery/water jugs are only to be removed from the room by the ward staff. If possible clean the underside of the tray/item prior to leaving the room. In the kitchen ensure that the crockery cutlery and tray are placed directly in the dishwasher. The surface in the kitchen should be cleaned after contact. 


	Toys and play 

	Toys should be dedicated for the child with clinically significant antimicrobial resistant organism for the duration of their stay. Those that are not cleanable should either go home with the child or be discarded. 



	School age children having teaching: 

	· This should occur in the child’s room. Items that cannot be easily cleaned should not be used and should not be brought into the room 
· Education staff need to wear the same PPE as unit staff 
· Laptops/tablets etc can be wiped clean by the Education team after use 
· Sibling visitors are not to use the playroom or school areas or communal play areas in the HB/trust. Minimise visitors 


	Over laying Health board Care

	Children with complexed care needs, often access health care across many Health Boards. All children with clinically significant antimicrobial resistant organisms, must have a clinical case review and treatment plan with key consultants in charge of their specialist care.  Members of IP&C teams i.e. infection control doctor and senior IP&C nurses must prioritise initial staff meeting to discuss the current status i.e. organism, colonisation/infection its implications. Outline plans needed to manage the case safely across the varied care settings.  A reasonably equitable standards of IP&C must be agreed to ensuring that both child and family are supported by well informed clinical teams.  It is essential to ensure that parents/carers understand the reason for transmission-based precautions and can participate in providing the necessary compliance which should be mirrored across all staff in all care settings across the HB’s.  Highlighting that extra precautions are crucial in the management of risk to other vulnerable service users. Robust communication and planning will avoid unnecessary delays and limit distress caused by adopting transmission-based precautions on top of SICP’s.






[bookmark: _Toc146010587][bookmark: _Hlk133927370]APPENDIX 13: CONSIDERATIONS WHEN MANAGING AN OUTBREAK OF CPO IN ACUTE CARE SETTINGS
(Adapted from UKHSA framework of actions to contain Carbapenemase-producing Enterobacterales, Appendix H)



To be read in conjunction with both The Communicable Disease Outbreak Plan for Wales, Outbreak Management Procedure68, and The Organisation Outbreak Policy.


	[bookmark: _Hlk133927203]Confirm type or organism, type of patient and rapidity of detection

	• Assess if high-risk setting or patient
• Check for any delays in identification and isolation of cases
• Identify contacts and monitor their distribution across the healthcare facilities (including non-acute settings)




	Adopt appropriate screening strategy

	• Consider what screening strategy is appropriate (including frequency) to identify the exposed pool of contacts
• If source of infection (patient or contaminated environment) has not been removed, consider weekly screening of continue exposed contacts




	Optimise staff-patient ratios

	• Optimise staff-patient ratios to allow good adherence with infection prevention and control activities 
• Minimise transfer of staff and equipment from affected unit to unaffected units 




	Monitor adherence to infection prevention and control guidelines and cleaning standards

	• Observe and feedback any highlighted deficiencies in current IPC practice, and re-audit implementation of actions for improvement 
• Implement enhanced cleaning/disinfection approaches to mitigate the outbreak and ensure these are implemented rigorously and consistently through audit and feedback 




	Consider isolation and cohorting strategy

	· Consider what isolation strategy is needed and implement (see Appendix 2)
· Cohorting may be appropriate where there are insufficient single rooms for individual isolation (ensure advice is sought from Infection prevention and control team /microbiologist) 
· Cohorting should not be undertaken where patients have different carbapenemases or different organisms 
· Discuss cohorting contingencies as there is some indirect evidence that nurse cohorting along with strict SICP & TBP prevents further CPE/CPO transmission57




	Limit and ensure appropriate use and decontamination of shared patient equipment (e.g. blood pressure monitors, commodes.)

	•	Ensure single use patient equipment is being used 
•	Where equipment must be reused ensure appropriate decontamination in line with manufacturers guidance on disinfection 




	Consider environmental reservoirs

	•	Consider environmental risk factors, shared equipment and reservoirs e.g. shower floor drains, sink drains, inappropriate use of hand wash basins for disposal of waste water after bed baths and oral care.  Water jugs filled while resting within ward kitchen sink   
•	Environmental microbiological sampling guided by microbiological advice on suitable sites and sampling methods may be considered when outbreak is ongoing
•	Review needs for enhanced frequency of cleaning and/or the introduction of a disinfectant
•	Review state of the environmental infrastructure, frequency of vent cleaning, periodic decanting of clinical areas, schedule of estates maintenance followed by domestic services terminal isolation cleaning. Including difficult to access contaminated areas. i.e. radiator covers high and low level vents 



	Assess current antibiotic pressure

	•	Consider whether prescribing formulary changes are required to minimise patient/environmental exposure to broad spectrum antibiotics, in particular carbapenems or mupirocin dependant on causative organism




	Ensure involvement of staff with relevant expertise

	•	Ensure multi-disciplinary team includes IP&C team and staff experienced in outbreak management
•	Agree incident action plan including communication to key staff and stake holders Welsh Government via a serious incident form/ notification - update regularly69
•	Consider closing the unit/ward to admissions to minimise potential for transmission to other patients and minimise patient transfers from affected unit


	Undertake appropriate epidemiological assessment

	· Develop definitions for cases and contacts
· Describe outbreak data to determine epidemiological links and potential sources
· Implement effective interventions as soon as possible


	Implement communication plan

	•	Implement internal and external communication plan include patients’ families and visitors and media
•	Regular brief reminders to promote SICP and TBP share audit findings 
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Framework of actons to contain carbapenemase-producing Enterobacterales
Figure 1: Explanation of different terminology for various carbapenem resistance mechanisms and nomenclature

Carbapenem-resistant
Gram negative bacteria

can be naturally resistant
to carbapenems such as

Examples  Carbapenemase-resistant Gram
negative bacteria:
« Stenotrophomonas mattophilia
« Pseudomonas aeruginosa with

Stenotrophomonas OprD porin loss + eff
maltophilia  OR they PrD ponin loss + efflux
can acquire Carbapenemase-producing non-
carbapenemase genes, Enterobacterales Gram negative
which typically (but not rods:
always) confer * Acinetobacter baumannii
carbapenem resistance. producing OXA23
Carbapenem-resistant Carbapenem carbapenemase
Enterobacterales (CRE) _resistant « Pseudomonas aenuginosa
refers to a particular type Enterobacterales producing VIM carbapenemase
of Gram negative bacteria cRE
Resistance can be caused « Enterobacter cloacae resistant to
by carbapenemases, Carbapenemase carbapenems but does not have
‘which would make them -producing 2 carbapenemase gene
carbapenemase producing
Enreoeerion (CPE: Enterobacterales CcPE:

« E. coli producing NDM
There are also other carbapenemase

carbapenemase producing
non-Enterobacterales
Gram negative rods.

« Kiebsiella pneumoniae
producing KPC carbapenemase

CPE are regarded as the biggest threat s the resistance genes can transmit vertically and horizontally,
thereby rapidly spreading between different strains of bacteria.

‘CRE = carbapenem.rsistant Enterobacterales. CPE = carbapenemase-producing Enterobacterales. KPC = Kiebsisila pneumoniae carbapenemase.
OXA = OXA carbapenemase. NOM = New Dalhi metallo-beta-tactamase. VIM = Verona Intoaron-Medated metalo-E-lactamase.

* Modfied from ‘Antimicrobial Resistance & Proscribing Programme (HARP team), Publ: Hoath Walos. AY Wales Guidance for Developing Policios and
Proceduros to Manago Multi Drug Rosistant Organisms (MDRO) inclucing MRSA. Cardt. PHW, 2018'
“This is a visual representation and circle size/alignment may not fully represent specific characteristics.





image1.jpeg
lechyd Cyhoeddus
Cymru

Public Health
Wales




image3.wmf

