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1. INTRODUCTION
In general, Multidrug Resistant Organisms (MDROs) are defined as microorganisms – predominantly bacteria – that are resistant to one or more classes of antimicrobial agents (CDC 2006).  MDROs are therefore epidemiologically important and deserve special attention in healthcare facilities. Increased lengths of stay, costs and mortality have also been associated with multidrug resistant organism infections.
Multidrug resistant organisms of current concern include:
· Methicillin Resistant Staphylococcus aureus (MRSA) (see MRSA Policy)

· Glycopeptide/Vancomycin Resistant Enterococci (GRE)

· Multidrug Resistant Tuberculosis (MDRTB)

· Pseudomonas aeruginosa
· Acinetobacter baumannii
· Extended Spectrum Beta-Lactamase producing bacteria (ESBL)
· Carbapenem resistant gram negative bacteria (KPCs-Klebsiella pneumoniae carbapenamases, NDMs-New Delhi mettalobetalactamases).
In a few instances, some micro-organisms are naturally resistant to particular antimicrobial agents, but a more common problem is when micro-organisms that are normally susceptible to the action of particular antimicrobial agents, become resistant. The resistance often arises as a result of changes in the micro-organism's genes. In some cases, the genes causing resistance can be transferred between different strains of micro-organism, and when this happens the recipient organisms will also become resistant. Irrespective of how they arise, resistant micro-organisms may spread and the extensive use of antimicrobial agents helps this process along by eliminating competing susceptible micro-organisms. Antibiotic resistance is encouraged by inappropriate antibiotic prescribing and non-compliance to treatment regimes e.g. not completing a prescribed course of antibiotics.

MDROs are spread via the same routes as antimicrobial susceptible infectious agents. Patient-to-patient transmission in healthcare settings, usually via hands of healthcare workers is considered a major factor in their spread.

Preventing the emergence and transmission of these pathogens requires a comprehensive approach that includes:

· Administrative involvement
· Education and training
· Judicious antibiotic use
· Comprehensive surveillance for targeted MDROs
· Application of standard infection control precautions during patient care
· Environmental cleaning
· Decolonisation therapy when appropriate
2. 
PURPOSE

The objective of the policy is to ensure that: 
· Patients known or suspected to have any resistant organisms are managed according to best practice 
· Clinical teams understand the importance of communication regarding a patients MDRO status
· Infection risks are assessed and Infection Control measures implemented to minimise cross infection to other patients, staff and visitors and to prevent an outbreak from occurring.

In outbreak situations, the Infection Control team must be contacted for additional advice (see Policy for the Management of Outbreaks and other Infection Control Incidents, ICC 04).
3. 
SCOPE

This policy applies to all clinical and non-clinical staff who work in Willesden Centre for Health and Care Inpatient Services. 
4. 
DEFINITIONS
Antibiotics - substances that kill or interfere with the growth of microorganisms, especially bacteria. They are used to treat and sometimes to prevent infection.

Antibiotic resistant organisms- microorganisms which are not killed or inhibited by an antibiotic. They continue to grow and multiply in the presence of that antibiotic. 
Multiresistant organisms - organisms which are resistant to several antibiotics.

Methicillin Resistant Staphylocccus aureus (MRSA) – form of Staphylococcus aureus that has become resistant to methicillin (a type of penicillin) and usually to some other common antibiotics (sees MRSA Policy).
Enterococci - bacteria that are commonly found in the bowels of most humans
Glycopeptide/Vancomycin Resistant Enterococci (GRE/VRE) - enterococci that are resistant to glycopeptide antibiotics
Multidrug Resistant Tuberculosis (MDR TB) - strains of TB that are resistant to at least isoniazid and rifampicin.
Extensively drug resistant TB (XDR-TB) - MDR-TB that is also resistant to any of a group of drugs called fluoroquinolones and at least one of three injectable second line anti-TB drugs.
FFP3 (filtering face piece) mask – provides a high level of filtering capability and face fit and is an effective barrier to both droplets and fine aerosols.
5.
DUTIES AND RESPONSIBILITIES

5.1 Director of Infection Prevention and Control (DIPC)
· Leads the development of effective clinical processes and systems that support clinical and corporate governance to provide safe services, including the management of Infection Control. 

· Ensure that all national and local clinical guidance is adhered to and that good practice is demonstrated throughout all clinical services through training and supervision of all clinical staff as well as regular audit of clinical practice.

5.2 General Manager for Adult and Inpatient Services
· Ensure that MDRO policy audit tool (appendix 2) is used to locally manage and monitor the embedding of this policy and putting action plans and training where required.
· To audit compliance against this policy with regards to the usage of Inter-healthcare Infection Control Transfer Form and the isolation of patients with known MDRO (see BCS Policy for the Management of Infections and Communicable Diseases, ICC 14).
· Ensure that all staff working in Willesden Centre for Health and Care Inpatient services are aware of, have access to, and are familiar with this policy. 
· Monitor compliance of the ward staff on the usage of the checklist of actions to be taken for a positive MDRO cases in the wards (see appendix 1).

5.3 Ward Managers and Nurse In-Charge
· To ensure isolation of patients with known MDRO.

· Conduct risk assessment to determine isolation priority when there is no available single room.

· To ensure appropriate screening of patients for MDRO as recommended by the Infection Control Team.

· Ensure usage of the checklist (see appendix 1) for a positive MDRO case on the wards.

· Ensure appropriate cleaning of rooms/bays as recommended by the Infection Control Team and in line with NHS Brent Environmental Cleaning Policy and BCS Policy for Management of an Outbreak and Other Infection Control Incident.

5.4 Ward Staff
· All staff must follow standard infection control precautions with all patients. This includes hand hygiene and usage of appropriate PPE during clinical contact with patients.
· To ensure adherence to additional infection control measures including isolation for specific MDRO as specified in this policy.

· To ensure all used linen and clothing from patient with known MDRO are segregated, handled and bagged appropriately prior to its transport for laundry (see BCS Laundry Policy, ICC11).
5.5 Infection Control Team
· To advise on infection control measures with regards to management of patients with known MDRO in the wards.

· To give advice with regards to isolation of patients, enhanced environmental cleaning and additional infection control precautions if needed.

· To recommend screening of patients with known or suspected MDRO in collaboration with the microbiologist.
5.6 Estates and Facilities Provider
· To implement enhanced cleaning for all rooms of patients in isolation (see NHS Brent Environmental Cleaning Policy)

· To comply with the checklist for post discharge / isolation cleaning of single rooms used for patient isolation (see NHS Brent Environmental Cleaning Policy).

· Prompt cleaning of the wards during an outbreak as stipulated in the BCS Policy for Management of an Outbreak and Other Infection Control Incident.
6.
TRAINING

Training for the management of patients with known multidrug resistant organism infections is included in the core Infection Control training for clinicians. Standard infection control precautions which include hand hygiene, usage of PPE, isolation precautions and decontamination of equipment are incorporated in the core Infection Control training for all staff of Brent Community Services. This is part of the mandatory training which is provided for all staff on induction and subsequently as yearly refresher. 
7. 
RELEVANT LEGISLATION 
Health and Social Care Act 2008, Code of Practice for the NHS on the prevention and control of healthcare associated infections and related guidance.
Sets out criteria by which NHS organisations can ensure the risk of health care associated infections is kept as low as possible.
Health & Safety at Work etc. Act, 1974 – establishes the employer’s responsibility for the health and safety of employees and visitors to their premises, for providing safe equipment, safe systems of work and training for 
staff e.g. how to handle contaminated equipment.
8.
MULTIDRUG RESISTANT ORGANISMS (MDRO)
8.1
Methicillin Resistant Staphylocccus aureus (MRSA) – see MRSA policy

8.2
Glycopeptide/Vancomycin Resistant Enterococci (GRE/VRE)
Enterococci are bacteria that are commonly found in the bowels of most humans. There are many different species of enterococci, but only a few have the potential to cause infections in humans. More than 95% of infections due to enterococci are caused by just two species, Enterococcus faecium and Enterococcus faecalis.

Glycopeptide-Resistant Enterococci (GREs) are enterococci that are resistant to glycopeptide antibiotics (vancomycin and teicoplanin). GRE were first detected in the United Kingdom (UK) in 1986 and have subsequently been found in many other countries. GRE are sometimes also referred to as VRE (Vancomycin-Resistant Enterococci).

The most common type of GRE is Enterococcus faecium, and the second most common type is Enterococcus faecalis. In rare instances, infections may also be caused by other GRE such as Enterococcus casseliflavus or Enterococcus gallinarum.

GRE commonly cause wound infections, bacteraemia (blood poisoning) and infections of the abdomen and pelvis. GRE may also occasionally cause infections in the bile duct (cholangitis), heart valves (endocarditis) or the urinary tract.

Infections caused by GRE mainly occur in hospital patients, particularly those who:

· Are immuno-compromised
· Have had previous treatment with certain other antibiotics (particularly cephalosporins and glycopeptides)
· Are on a prolonged hospital stay
· In specialist units such as intensive care or renal units. 
However, GRE are sometimes found in the faeces of people who have never been in hospital or have not recently been given antibiotics.

There are two routes by which patients tend to contract GRE infections. The first is by cross-infection, which occurs when bacteria causing infection in one patient are passed to another patient, who also becomes infected. The second involves the spread of GRE bacteria that reside harmlessly in a person's gut to other areas of the body where they are not normally found.

GRE are resistant to vancomycin and commonly to teicoplanin. Many GRE, especially if they are E. faecium, are resistant to multiple other antibiotics.

GRE are not particularly virulent bacteria, but they are difficult to treat because of limitations in the range of antibiotics which are effective against them. Linezolid may be used as it is usually active against both species.
Infection control measures
Prompt recognition of bacteria with unusual patterns of resistance and good standard infection control precautions are needed to prevent spread. GRE are most commonly spread via hands, equipment, and sometimes the environment. It is therefore important that healthcare workers and visitors follow standard Infection Control Precautions including washing their hands before and after contact with patients and decontaminating equipment between each patient use.
Additional measures include:

· Restriction of the use of certain antibiotics, especially vancomycin, teicoplanin and cephalosporins, to those patients who need them, will help to limit the occurrence of GRE infections.
· Individual patients will need to be risk assessed to determine level of isolation precautions required (see BCS Policy for the Management of Infections and Communicable Diseases, ICC 14 and NHS Brent Risk Management Strategy and Policy). If the patient is suffering from diarrhoea, or has a weeping wound, Level 2 precautions should be implemented. For further guidance on isolation precautions, please see Brent Community Services Policy for the Management of Infections and Communicable Diseases (ICC 14). If still unsure, contact the Infection Control Team for further advice.

· Where GRE are identified, it is important to differentiate between colonisation and clinical infection. Antibiotics should only be given when clinical infection is suspected and following microbiological advice. 
· Gastrointestinal carriage may persist for several months. Attempts to decolonize the gut are usually unsuccessful and are therefore not recommended.

8.3 
Extended Spectrum Beta Lactamase producing organisms (ESBL)

ESBL enzymes are most commonly produced by two bacteria, Escherichia coli (E. coli) and Klebsiella sp.. E. coli are very common bacteria that normally live harmlessly in the gut. In many instances, only two oral antibiotics and a very limited group of intravenous antibiotics remain effective. E. coli are one of the most common bacteria causing infections in humans, particularly urinary tract infections (UTIs). These infections can sometimes progress to cause more serious infections such as bacteraemia which can be life threatening.

Most of the infections have occurred in people with other underlying medical conditions who are already very sick, and in elderly people. Patients who have been taking antibiotics or who have been previously hospitalised are mainly affected.

The Health Protection Agency’s (HPA) surveillance of E. coli bacteraemias from 1994 to 2004 indicates a year on year increase in the number of these infections. Total numbers of E. coli bacteraemias have more than doubled in the last decade from 8,640 to 17, 416 cases in 1994 and 2004, respectively. The increasing numbers in the early part of this period are thought to be due mainly to better reporting of cases. The percentage of E. coli which is multi-resistant to antibiotics and therefore likely to be ESBL producing is 2% in 2001, 3% in 2002 and 4% in 2003.
Most ESBL-producing E. coli are resistant to cephalosporins, penicillins, fluoroquinolones, trimethoprim, tetracycline and some other antibiotics, leaving very limited options for oral treatment in the community, usually only nitrofurantoin.
Infection control measures
Robust standard infection control measures are always important to prevent the spread of infection. These include interventions, such as, hand washing, decontamination of equipment and patient isolation. 
Additional measures include:

· Prudent antibiotic prescribing. It is important to ensure that antibiotics are prescribed only when needed, in the right dose and for the right duration, so as to reduce resistance developing in bacteria. 
· Avoidance of 3rd generation cephalosporins.
· Reduction of indwelling devices e.g. cannulas, catheters etc.,

8.4 
Carbapenem resistant Pseudomonas aeruginosa
Pseudomonas and related species are aerobically growing bacteria which are gram negative. They are able to grow over a wide range of temperatures (11˚C to 44˚C). They are natural residents of soil and water and may cause primary skin infections in the healthy. In the immunocompromised, infections can occur in almost any body system and may be severe and accompanied by high mortality. 
Faecal carriage rates vary from 15% to 25% and are higher in vegetarians.                Pseudomonas aeruginosa (P. aeruginosa) dies rapidly on dry human skin.
Despite the ubiquity of the organism, community-acquired infections with P.aeruginosa are relatively rare. In hospitals, however, it may account for about 10% of all infections acquired during the patients' stay. It is a frequent cause of pneumonia and urinary tract, surgical wound and blood stream infections are common. The species is particularly frequent as a cause of chronic respiratory infection in cystic fibrosis (CF) patients. P. aeruginosa has low intrinsic virulence. Thermal injury or neutropenia or the introduction of relatively large inocula direct into tissues are often necessary prerequisites for the establishment of infection.

Compared to enterobacteria, P. aeruginosa is relatively resistant to many antibiotics but there are a number of antimicrobial agents with good to excellent activity against most isolates of the species. These include ceftazidime, ticarcillin, piperacillin, imipenem, meropenem, gentamicin, tobramycin, amikacin, ciprofloxacin and aztreonam.

As many as 80% of CF patients may be colonised in the lung with P. aeruginosa and once established it is particularly refractory to antibiotic treatment. 
Infection control measures
Infection control centres on Standard Infection Control Precautions. The organism favours moist environments therefore special care needs to be given to equipment e.g. mops and buckets to ensure these are clean and dry; nebuliser and other respiratory humidification systems etc. (see NHS Brent Environmental Cleaning Policy and BCS Oxygen Policy).
8.5 
Multidrug resistant Acinetobacter baumannii
Acinetobacter is a type of bacterium, which normally lives in the environment, e.g. in water and soil. It can sometimes be found on the skin of healthy people, who carry it harmlessly. There are at least 30 different species of Acinetobacter, and a few of these, particularly a species called Acinetobacter baumannii, can cause infections in those hospital patients who are already very unwell. These 'hospital-adapted' strains of Acinetobacter baumannii are sometimes resistant to many antibiotics and the infections that they cause can therefore be difficult to treat.

Acinetobacter poses no risk to healthy people. Hospitalised patients, especially very ill patients on a ventilator or those with severe burns are at a greater risk of infection. Such patients are also more likely to be affected if they also suffer from chronic lung disease, weakened immune systems or diabetes. Acinetobacter can be spread on such wards to susceptible patients by person-to-person contact, or contact with contaminated surfaces or medical equipment and other exposure in the environment.

Whilst resistance to antibiotics is not a new phenomenon for Acinetobacter, what is new is that since 2000 some strains have begun to develop resistance to the last effective group of active drugs, carbapenems. 
Infection control measures
Acinetobacter can live on the skin and may survive in the environment for several days. Transmission can therefore be reduced by thorough environmental cleaning, careful attention to standard infection control procedures such as hand hygiene and decontamination or disposal of medical equipment after patient use.

Additional measures include:
· Masks should be used if the patient has the organism in the sputum. Masks should be worn whenever contact with respiratory fluids or secretions are anticipated e.g. productive cough, suctioning tracheostomy etc (See the BCS Policy for the Use of Standard Infection Control Precautions and Use of Protective Clothing Policy).
8.6 
Multi Drug Resistant Tuberculosis (MDR TB) / Extensively Drug Resistant Tuberculosis (XDR TB)
Multi-drug resistant tuberculosis (MDR TB) describes strains of tuberculosis (TB) that are resistant to at least isoniazid and rifampicin, two of the first line drugs used in the treatment of TB. Extensively drug resistant tuberculosis (XDR-TB) refers to MDR-TB that is also resistant to any of a group of drugs called fluoroquinolones and at least one of three injectable second line anti-TB drugs (capreomycin, kanamycin or amikacin).
Tuberculosis is a disease caused by a bacterium (called Mycobacterium tuberculosis). TB usually affects the lungs, but can affect other parts of the body, such as the lymph nodes (glands), the bones and (rarely) the brain.
Most people who have TB infection will never develop TB disease. In these people, the TB bacteria remain inactive for a lifetime without causing disease. But in other people (for example, those who have weak immune systems), the bacteria may become active and cause TB disease.

TB disease develops slowly in the body and it usually takes several months for symptoms to appear.
Any of the following symptoms may suggest TB:
· Fever and night sweats 

· Persistent cough 

· Weight loss
· Blood in the sputum at any time 

TB is usually spread in the air. It is caught from another person who has TB of the lungs. The bacterium gets into the air when that person coughs or sneezes. However, only some people with TB in the lungs are infectious to other people. Such cases are called 'sputum smear positive' (or "open"). Even then, close and prolonged contact is needed with them to be at risk of being infected. Sputum smear positive cases stop being infectious after two weeks of treatment.
Patients with sputum microscopy-positive MDR TBs are no more infectious than similar patients with fully susceptible TB, i.e. they should not infect a higher proportion of contacts, because the organism is no more virulent. The consequences of acquiring MDR TB infection and then disease are much more serious than for fully susceptible TB, because MDR TB needs prolonged treatment (often with more toxic second-line drugs) and the outcome in terms of death and treatment success are worse. 
Because of the loss of the most effective drugs (isoniazid and rifampicin), such patients take much longer to become non-infectious than if organisms are fully susceptible. 

Infection control measures

Patients with suspected or known infectious MDR TB or XDR TB who are admitted to hospital should be admitted to a negative pressure room. Staff and visitors should wear FFP3 masks, during contact with a patient with suspected or known MDR TB while the patient is considered infectious.
As negative pressure rooms are not available in the BCS bedded areas, a patient with either of these types of TB should be transferred to another hospital where these facilities are available and where they can be under the care of clinicians experienced in managing complex drug-resistant cases. Patient must wear a face mask (surgical) while on transport to another hospital or department. The receiving ward or unit in the destination hospital/department should be informed by using the Inter-healthcare Infection Control Transfer form (see BCS Policy for the Management of Infections and Communicable Diseases, ICC 14). 

9.
RECOMMENDED MDRO SCREENING SITES
Screening for any of the organisms discussed above should only be undertaken if requested by the Infection Control Team. Body areas other than those mentioned below may be required to be screened on an ad hoc basis.

Screening sites are listed below:
	
	Wound
	Groin
	Indwelling device e.g. CSU/PEG
	Stool (or rectal swab if unable to obtain stool sample)

	GRE
	√
	-
	√
	√

	Pseudomonas
	√
	-
	√
	-

	Acinetobacter
	√
	√
	√
	√

	ESBLs
	√
	√
	√
	√

	MRSA
(See MRSA policy)
	√
	√
	√
	-


10. 
ADDITIONAL ACTIONS TO BE TAKEN FOR POSITIVE MDRO CASES
See Appendix 1 for the actions to be taken by the ward staff for positive MDRO cases admitted to BCS bedded services. The checklist should be commenced upon admission or notification of a positive MDRO patient. A copy of this checklist should be kept on the patient notes.
11. 
CLEANING
· All items of equipment must be appropriately decontaminated according to the BCS Decontamination of Equipment Policy between each patient use as well as before being brought out of the bays and/or single room of affected patients. 
· Enhanced environmental cleaning will be required for all isolation rooms (See NHS Brent Environmental Cleaning Policy)

· Any side room or bay where a patient was isolated must be cleaned and curtains changed once the patient is discharged or isolation discontinued. Refer to BCS Policy for the Management of Infections and Communicable Diseases and BCS Outbreak Policy for detailed instructions on cleaning.
12. 
OUTBREAKS OF MDRO
An outbreak may be defined as 2 or more cases of the same organism linked in time and place (see the BCS Policy for Management of an Outbreak and Other Infection Control Incident, ICC 04). Any suspected outbreaks must be reported to the Infection Control Team and via the Datix reporting system by the Ward Manager or their deputy according to the above policy.
13.
MONITORING AND REVIEW 
Audit of isolation practices will be carried out AT LEAST annually in bedded areas by the Inpatient Services Service Manager (see BCS Policy for the Management of Infections and Communicable Diseases, ICC 14). 

Service Leads are responsible for auditing the understanding of this policy amongst their staff on an annual basis (see appendix 2). The embedding of the policy will be documented by Service leads / Ward Managers through use of the Assurance Form (see appendix 3)
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REFERENCES
Department of Health (2010) The Health and Social Care Act 2008:  Code of Practice for health and adult social care on the prevention and control of infections and related guidance.
Department of Health (2007) Isolating patients with healthcare-associated infection.

Department of Health (2007) Essential Steps to safe, clean care: Inter-healthcare Infection Control Transfer Form.

Health Protection Agency website

http://www.hpa.org.uk/Publications/InfectiousDiseases/AntimicrobialAndHealthcareAssociatedInfections/ 

http://www.hpa.org.uk/Topics/InfectiousDiseases/InfectionsAZ/EnterococciSpeciesAndGRE/GeneralInformation/
http://www.hpa.org.uk/Topics/InfectiousDiseases/InfectionsAZ/ESBLs/GeneralInformation/
Health Protection Agency (2010) Antibiotic Resistance Factsheet.

Health Protection Agency (2009) General Information about Acinetobacter baumannii.

Health Protection Agency (2008) Pseudomonad’s Fact Sheet

National Institute for Health and Clinical Excellence (2006) Preventing and treating tuberculosis.
Siegel JD., Rhinehart E., Jackson M., Chiarello L. and the Healthcare Infection Control Practices Advisory Committee (2007) Guideline for Isolation Precautions: Preventing Transmission of Infectious Agents in Healthcare Settings. Atlanta, USA.
Siegel, J.D. et al. (2006) Management of Multidrug-Resistant Organisms In Healthcare Settings. The Healthcare Infection Control Practices Advisory Committee; Centres for Disease Control and Prevention. Atlanta, USA.
                                                APPENDICES

APPENDIX 1

CHECKLIST FOR ACTIONS TO BE TAKEN FOR POSTIVE MDRO CASES 
The following checklist must be completed by the Ward Manager / Nurse In-Charge of the ward upon admission and/or notification of positive MDRO case. A copy of this completed checklist must be kept in the patient notes.
Name of person completing checklist: ……………………. …     
  Date completed: ………………
	No
	ACTION


	Tick once completed √

	1
	Inform the Infection Control Team of any patients that are admitted from other hospitals with an MDRO.
	

	2
	Commence isolation of the patient on Level 1 precaution unless further individual risk assessment warrants the need for Level 2 isolation precautions.
	

	3
	If there is no available single room, a risk assessment should be carried out to determine isolation priority in conjunction with advice from the Infection Control Team. This should be based on nature/susceptibility of the other patients in the ward/department and patients individual risk assessment (see BCS Communicable Disease Policy, ICC 14).
	

	4
	Institute Standard Infection Control precautions. This should include the use of Personal Protective Equipment (PPE) required for clinical contact.
	

	5
	Limit the number of staff entering rooms of patients isolated with MDR organisms – wherever possible.
	

	6
	When possible use single-use items or dedicate equipment to an isolated patient, such as sphygmomanometer, commode, manual handling equipment, walking aids, etc.
	

	7
	Bedside clutter should be kept to a minimum to enable thorough cleaning to take place. Avoid the use of multi-use containers of toiletries/lotions etc.
	

	8
	Ensure there are no reservoirs of infection e.g. multi-use consumable items – cotton wool balls, tubes of gels or creams etc. in the ward/department.
	

	9
	Bed linen, towels and clothing should be changed and laundered daily. 
	

	10
	Any personal clothing should either be taken home and laundered as usual, if washed in the hospital setting this should be done as a separate load at the highest possible temperature, preferably 65°C (see BCS Laundry Policy, ICC 11).
	

	11
	Bed linen/towels sent to the hospital laundry should be placed into a red soluble alginate bag inside a non-soluble plastic bag.
	

	12
	All clinical waste should be placed into orange plastic bags.
	

	13
	Commence enhanced environmental cleaning as recommended by the Infection Control Team (see NHS Brent Environmental Cleaning Policy).
	

	14
	Once initial screening has taken place (see page 11 of BCS MDRO Policy) where there is evidence of skin colonisation by a resistant organism, patients should only be commenced on continuous daily full body washing with antimicrobial solution (e.g. aqueous chlorhexidine 4%) applied direct to the skin on the advise of an Infection Control Doctor or microbiologist. Duration of decolonisation will be specified by the advising Infection Control Doctor or microbiologist in collaboration with the Infection Control Team. For patients colonised with MRSA, refer to BCS MRSA Policy.
	

	15
	Subsequent screening of positive MDRO patients and screening of contacts should be undertaken on recommendation of the Infection Control Team.
	

	16
	Antibiotic prescribing advice sought from a Medical Microbiologist prior to prescribing of antibiotics for a patient with an infection caused by a multidrug-resistant organism. Antibiotics must only be prescribed if there are symptoms of infection.
	

	17
	If the patient requires transfer to another hospital, the nature of the organism/site must be communicated to the receiving ward/department at the time of referral using the Inter-healthcare Infection Control Transfer Form (see appendix 2 of MDRO Policy) so that appropriate arrangements can be made prior to transfer.
	

	18
	The discharging clinician must ensure that information of any infections or colonisation, including multidrug resistance, is communicated to the patients’ GP on discharge via the discharge summary
	


APPENDIX 2
Audit tool for the MDRO Policy

The following are questions to assess your understanding and implementation of this policy

(Score yourself - Yes or No)
	Can you describe the different Multidrug Resistant Organism discussed in this policy? 

Yes / No
	

	Do you understand the specific infection control measures required for each multidrug resistant organism?                                                                                                                 

Yes / No
	

	Are you familiar with the documentation needed when transferring a patient identified with multidrug resistant organism to another healthcare facility?                                                                                                                   

Yes / No

	

	Do you know the recommended screening sites for each multidrug resistant organism?                                                                                                             

Yes / No

	

	Do you understand standard Infection Control precautions?                                                                                                                       

Yes / No


	


A copy of this should be kept in your personal file and may be used as part of a continuous profession development folder

Signed ………………………………………….  Role……………………………………
Date …………………………………………………….
APPENDIX 3
 Assurance Form

Multidrug Resistant Organism Policy

Department: …………………………...

I have read and understood the above document and agree to abide by its content.

	Name
	Signature
	Date

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


APPENDIX 4: Equality Impact Assessment
	DOCUMENT AUTHOR
Mitchell Fernandez
	DIRECTORATE
Brent Community Services- Infection Control services

	NAME OF DOCUMENT/POLICY/STRATEGY/PROCEDURE

Multidrug Resistant Organisms Policy (ICC 17)

	NEW       √              

EXISTING  
ASSOCIATED POLICIES, STRATEGIES OR PROCEDURES 


	DATE
	21st February 2011

	Aim/Status

[a] What is the aim/purpose of the policy/strategy/procedure?
The purpose of the policy is to ensure that patients known or suspected to have any resistant organisms are managed according to the best practice available and minimise cross infection to other patients, staff and visitors and prevent an outbreak from occurring.


	[b] Who is intended to benefit from this policy/strategy/procedure and in what way?

BCS staff, patients and visitors by minimising the risk of cross infection and preventing an outbreak from occurring.


	[c] How have they been involved in the development of this policy/strategy/procedure?
Consultation with key stakeholders’ e.g. modern matron, infection control doctor/microbiologist and BCS medical consultant.
Approved by BCS and NHS Brent Infection Control Committee, BCS Scrutiny & Equality Impact Panel and BCS Clinical Advisory and Effectiveness Group. Ratified by Brent Community Service Committee


	[d] How does it fit into the broader corporate aims?

1. To provide high quality, evidenced-based and accessible services that meet the needs of our communities and commissioners, ensuring that our services are benchmarked in the top quartile in London.
4. To create and maintain a culture of efficiency, improved productivity and flexibility in working arrangements to ensure that we deliver the financial requirements of  BCS to deliver the outcomes in BCS’ Operating Plan 
5. To agree and implement service improvements and innovations, requiring workforce 

      modernisation to ensure continued improvement in the healthcare of our communities.


	[e] What outcomes are intended from this policy/strategy/procedure?
Minimising risk for cross infection and outbreak prevention.
Management of patient according to best practice available



	[f] What resource implications are linked to this policy/strategy/procedure?

None


Impacts
	[a] what is the likely impact [whether intended or unintended, positive or negative] of the initiative on individual users or on the public at large?
Minimising risk for cross infection and outbreak prevention.

	[b] Is there likely to be differential impact on any group? If yes, please state if this impact 

     may be adverse and give further details [e.g. which specific groups are affected, in 

     what way, and why you believe this to be the case]

 NO


	[i] Grounds of race, ethnicity, 

    colour, nationality or 

    national origin 


	Please tick box

[image: image1.jpg]NHS

Brent Community Services



yes             no √
	 Please tick box

Adverse?         Please give 

                         further details 

	[ii] Grounds of sex or marital

     Status Women and Men


	yes             no  √
	 Adverse?         Please give 

                         further details 

	[iii] Grounds of gender:

      Transgender or 

      Transsexual People

	yes             no  √
	Adverse?         Please give 

                         further details 

	[iv] Grounds of religion or

      belief:

      Religious /faith or other 

      Groups with a recognised 

      belief system  

	yes              no  √

	 

Adverse?         Please give 

                         further details 

	[v]  Grounds of disability
	yes             no  √
	 Adverse?         Please give 

                         further details 


	[vi] Grounds of age:

      Older people, children

      and Young people          
                 
	yes             no  √

	 Adverse?         Please give 

                         further details 

	[vii]   Grounds of sexual 

         orientation:

         Lesbian, gay, bisexual

	Yes               no  √ 


	 Adverse?         Please give 

                         further details 

	[viii] Grounds of carers:

       Older relatives, children
	yes               no  √

	Adverse?         Please give 

                         further details 


	[ix] Grounds of human rights

 
	yes               no  √
	 Adverse?         Please give 

                         further details 

	Is the policy directly discriminatory?

yes             no  √

	Is the policy indirectly discriminatory?

yes                             no  √
If you said yes, is this objectively justifiable or proportionate in meeting a legitimate aim

yes                             no 
	Is the policy intended to increase equality of opportunity by permitting positive action or action to redress disadvantage

yes            no √  
Please give details.



	If the policy is unlawfully discriminatory it must go to a full impact assessment (please 

Contact the Equality, Diversity & Human Rights Advisor – Human Resources Directorate)

	Quality Check: Screening document has been checked by: Shirley Parker
                     Nolan Victory

	Persons conducting screening:
	Nolan Victory, Faisal Ahmed, Mitchell Fernandez and Shirley Parker

	Signed:
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	Date: 21st February 2011

	Director Level (sign-off)


	

	Name:


	Nola Ishmael

	Job Title and Directorate:

	Deputy Director of Nursing and Clinical Standards

	Date:


	1st March 2011

	Signature:


	


APPENDIX 5: Policy Ratification and Publication 
	Policy Title (including version)
	Date

	BCS Multidrug Resistant Organisms Policy Version 1
	8th March 2011

	Reason for Submission (Please Tick)

	Scheduled Review
□
New Policy
√
Urgent Amendments
□
Other


□






	Purpose of Policy

	The purpose of the policy is to ensure that patients known or suspected to have any resistant organisms are managed according to the best practice available and minimise cross infection to other patients, staff and visitors and prevent an outbreak from occurring.

	Supporting Evidence Please state list of reviewers/stakeholders and their job title (use a separate sheet if required) along with evidence of their participation in the review/creation of the policy.

	Infection Control Team and Infection Control Doctor/Microbiologist

All members of BCS and NHS Brent Infection Control Committee

BCS Scrutiny and Equality Impact Panel

All members of the Clinical Advisory and Effectiveness Group

All members of the Brent Community Services Committee

	New Policy:
(Please reference sources of Best Practice used, and list applicable legislation)

	Department of Health. 2010. The Health and Social Care Act 2008:  Code of Practice for health and adult social care on the prevention and control of infections and related guidance

Department of Health. 2007. Isolating patients with healthcare-associated infection.

Department of Health. 2007. Essential Steps to safe, clean care: Inter-healthcare Infection Control Transfer Form.

Health Protection Agency website

http://www.hpa.org.uk/Publications/InfectiousDiseases/AntimicrobialAndHealthcareAssociatedInfections/ 

http://www.hpa.org.uk/Topics/InfectiousDiseases/InfectionsAZ/EnterococciSpeciesAndGRE/GeneralInformation/
http://www.hpa.org.uk/Topics/InfectiousDiseases/InfectionsAZ/ESBLs/GeneralInformation/
Health Protection Agency. 2010. Antibiotic Resistance Factsheet.

Health Protection Agency. 2009. General Information about Acinetobacter baumannii.

Health Protection Agency. 2008. Pseudomonads Fact Sheet

National Institute for Health and Clinical Excellence. 2006. Preventing and treating tuberculosis.

Siegel JD., Rhinehart E., Jackson M., Chiarello L. and the Healthcare Infection Control Practices Advisory Committee. (2007) Guideline for Isolation Precautions: Preventing Transmission of Infectious Agents in Healthcare Settings. Atlanta, USA.

Siegel, J.D. et al. (2006) Management of Multidrug-Resistant Organisms In Healthcare Settings. The Healthcare Infection Control Practices Advisory Committee; Centres for Disease Control and Prevention. Atlanta, USA.



	Reviewed/Amended Policy:
(Please provide full details of changes made, reference sources of Best Practice used, and list applicable legislation)

	Policy Equality Impact assessed 

	21st February 2011

	Policy Approval 

	Name:
	Geoff Berridge (Chair)

	Date Approved:
	22nd March 2011

	Policy Publication 

	Date policy is uploaded on the intranet via the Communications Department

	March 2011

	Policy to be  emailed to Heads of Services to discussed at team meetings and staff forums 

	April 2011

	Policy to be audited annually 

	See policy
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