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MRSA and Gram-Negative Bacteraemia – Annual Workplan 2025-2026 
[Version 2] 

 

Introduction and purpose: 

 
This action plan has been developed by UHD to ensure that patients who are admitted are managed appropriately therefore 
reduce the risk of infection transmission during care.  
 
UHD has a zero tolerance to preventable cases and ensures that with every case a systematic review of the patient journey 
is undertaken to identify learning for the trust and other providers. Sharing lessons takes place through the IPCG. 
 
The implementation of the annual workplan will be monitored by the Infection Prevention Group quarterly. 
 
This plan is aligned to the strategic objective – Quality Outcomes and Safety  
 

Status: Final                                                        Review/update Date: April 2026 

Ratifying Group: Infection Prevention and Control Group 
Version No. Date updated Updated by 
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Priority 

Organism 
to which 
action 
relates 

 
ACTION REQUIRED 

 

ACTION 
IN 

PLACE?  

 LEAD/S DELIVERY 
DATE 

PROGRESS 

  
 

    

Audit MRSA 

and E.Coli 

Hand Hygiene and Personal protective 

Equipment Use Audits 

Monthly spot checks of hand hygiene and PPE 

practice on annual IPC audit programme 

Annual Standard IPC  compliance audit  

 

Direct feedback to staff at time of audit, with 

provision of learning at ward level. Audit report 

directly to ward leads and Heads of Nursing to 

inform compliance and preogress. Areas RAG 

rated with individual action plans required at 

Amber and Red, imrpvement monitored 

through IPCG and monthly IPC Care Group 

Resource meetings.  

 

Monthly Saving Lives audits 

 IPCT 
 
 
 
 
 
 
Ward 
Leaders 

2025-2026 Monthly spot check HH and 
PPE audits commenced July 
2025. 9 months of audit 
completed to date (March 
2026). Overall results currently 
in collation for wider sharing to 
senior nursing and medical 
leads.  
 
Direct feedback provided to 
ward leads at time of audit, 
alongside discussions with non 
compliant staff. Ongoing 
resistance and at times 
challenge back/hostility to 
auditor at ward level.  
 
Good engagement at IPC 
resource meetings with active 
discussion of ward action 
plans, however audit results 
have not shown widespread 
improvement in compliance. 
Further strategies to be 
explored to embed good 
practice  
 

MRSA Line Care audits  Ward 
leaders 

2025-2026 Managed monthly at ward level 
by ward leads. Submission of 
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Priority 

Organism 
to which 
action 
relates 

 
ACTION REQUIRED 

 

ACTION 
IN 

PLACE?  

 LEAD/S DELIVERY 
DATE 

PROGRESS 

Saving lives audit on line insertion and care, 

including documentation to ensure lines are 

removed after 72hrs 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
IPCT 

audits monitored through Care 
Group Governance groups, 
and upwardly to IPCG 
alongside discussion at 
monthly IPC Resource 
meetings. March range of 
compliance was from 60-
100%. Drive to promote 
accurate auditing has been 
successful as results 
demonstrating variance as 
opposed to 100% compliance 
at all times.  
Following embedding of 
accurate auditing work to 
improve practice through 
launch of revised cannulation 
policy alongside launch of 
eVIP with comms and training 
packages to be rolled out Q2 
2026-2027 
 
 
IPC team spot audits not 
undertaken due to focus upon 
HH and PPE audits as team 
priority during winter months 
(outbreak management taking 
clinical priority)  

MRSA  Spot audits to be completed quarterly by the 

IPC team 

Audit data to be available from eVIP once 

rolled out  
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Priority 

Organism 
to which 
action 
relates 

 
ACTION REQUIRED 

 

ACTION 
IN 

PLACE?  

 LEAD/S DELIVERY 
DATE 

PROGRESS 

MRSA Screening MRSA All patients with a previous positive MRSA 

(within the last three years) result must be 

swabbed on admission 

 

All patients who have an elective or 

emergency procedure that involves the 

permanent or temporary placement of an 

indwelling medical device, including procedure 

that includes implant. 

 

All patients who have an elective or 

emergency procedure that involves the 

permanent or temporary placement of an 

indwelling medical device, including procedure 

that includes implant. 

 ED and 
Ward 
teams 
 
 
 
 
 
 
 
 
 

2025-2026 SOP in place and published on 

intranet, with IPC team 

regaularly signposting to aide 

awareness  

 

Recent cases of MRSA 

demonstrate compliance 

against SOP.  

 

Consideration of audit of 

compliance in 2026-2027 to 

assess across wider Trust 

areas.  

MRSA Policy MRSA Consider review of MRSA screening policy 

(currently based on Hospital Infection Society 

2021 guidance) to expand scope of screening 

to medical patients  

 

 CWJ/JC  2025-2026  Exploration under way for 

potential to increase screening 

to include Medical pathway 

patients. Admissions dtat 

sought and discussion ongoing 

in relation to cost, laboratory 

capacity and staffing 

availability to achieive increase 

in screening  

MRSA 
decolonisation 
protocol 
 

MRSA MRSA decolonisation therapy currently 

prescribed for all patients who return a positive 

screen result  

 

 
 

Ward 
leaders 
 
 

2025-2026 Recent cases have 

demonstrated improved 

compliance.  
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Organism 
to which 
action 
relates 

 
ACTION REQUIRED 

 

ACTION 
IN 

PLACE?  

 LEAD/S DELIVERY 
DATE 

PROGRESS 

 

MRSA 

 

Consider increased use of decolonisation 

therapy where isolation of patients is 

challenging 

 

  
 
IPCT 
 

 

Not explored to date due to 

outbreak management – 

consideration to be given to 

demograph of patietns and 

skin integrity f wider use of 

decolonisation is to be 

considered. Recommned 

literature review of efficacy and 

potential risks ( to be 

undertaken 2026-2027)  

PSIRF investigation 
process to be 
service led  
 

MRSA All MRSA bacteramia cases to be triaged by 

IPC to PSIRF and escalated to Rapid Review 

meetings as per PSIRF process  

Ward team to nominate named investigator to 

commence PSIRF paperwork 

LERN form commenced by IPC for triage and 

allocated to Service for completion  

PSIRF paperwork to be commenced within 48 

hours of notification of result to assess 

performance and management of each case  

IPCT to provide support to complete 

investigation 

 

  
IPCT 
 
 
 
Ward 
Leaders 
 
 
 
 
 

2025-2026 PSIRF process commenced in 
July 2025 by IPC team 
 
Triage protocol in place with 
HCAI case discussion by IPC 
Team 3 x per week in IPC 
Huddle.  
 
Cases of unknown source or 
identified learning discussed 
weekly at microbiology HCAI 
meeting.  
All cases triaged by IPC team 
on LERN and where amber/red 
these are discussed weekly at 
individual care group rapid 
review meetings  
 
Where AAR deemed 
appropriate investigation this is 
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Priority 

Organism 
to which 
action 
relates 

 
ACTION REQUIRED 

 

ACTION 
IN 

PLACE?  

 LEAD/S DELIVERY 
DATE 

PROGRESS 

led by Care Group with MDT 
input in to discussion and 
results and learning with 
associated action plans 
developed.  
 
Intial process non compliance 
resolved through Governance 
Leads route, now more robust. 
IPC currently exploring with 
Patietn Safety and Risk 
mananment of action plans to 
ensure cycle closed effectively 
with improvements seen.  

PSIRF AAR 
investigation 
process to be 
service led  
 

E.Coli All bacteramia cases to be triaged by IPC 

through PSIRF process and escalated to 

Rapid Review where triaged Amber or Red  

Ward team to nominate named investigator to 

commence  paperwork 

LERN form commenced by IPC for triage and 

allocated to Service for completion  

PSIRF paperwork to be commenced within 72 

hours of notification of result to assess 

performance and management of each case  

IPCT to provide support to complete 

investigation 

 

   PSIRF process commenced in 
July 2025 by IPC team 
 
Triage protocol in place with 
HCAI case discussion by IPC 
Team 3 x per week in IPC 
Huddle.  
 
Cases of unknown source or 
identified learning discussed 
weekly at microbiology HCAI 
meeting.  
All cases triaged by IPC team 
on LERN and where amber/red 
these are discussed weekly at 
individual care group rapid 
review meetings  
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Priority 

Organism 
to which 
action 
relates 

 
ACTION REQUIRED 

 

ACTION 
IN 

PLACE?  

 LEAD/S DELIVERY 
DATE 

PROGRESS 

Where AAR deemed 
appropriate investigation this is 
led by Care Group with MDT 
input in to discussion and 
results and learning with 
associated action plans 
developed.  
 
Intial process non compliance 
resolved through Governance 
Leads route, now more robust. 
IPC currently exploring with 
Patient Safety and Risk 
management of action plans to 
ensure cycle closed effectively 
with improvements seen. 

Learning from 
individual cases  
 

MRSA 

and E.Coli 

Service to agree action plans 

Implement recommendations within agreed 

timeframes with report on progress in to IPC 

Resource Care Groups,  IPCG and Directorate 

Governance Groups 

 

Provide quarterly updates to Board via the 

Clinical Governance Group and Quality 

Committee on themes and learning identified 

from collective AARs  

 
 

 Ward 
Leaders 
 
 
 
 
 
IPCT 

2025-2026  
Intial process non compliance 
resolved through Governance 
Leads route, now more robust. 
IPC currently exploring with 
Patient Safety and Risk 
management of action plans to 
ensure cycle closed effectively 
with improvements seen 
 
Reporting through Governacne 
Cylce underway and compliant  
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Priority 

Organism 
to which 
action 
relates 

 
ACTION REQUIRED 

 

ACTION 
IN 

PLACE?  

 LEAD/S DELIVERY 
DATE 

PROGRESS 

Environmental 
cleanliness- 
optimise ward 
cleaning and 
disinfection 

MRSA 

and E.Coli 

Terminal cleaning checklist to be embedded 

by each unit 

 

 
 
 
 

Ward 
Leaders  

2025-2026 
 
 

No updates received from 
ward leads to date – IPC NC to 
follow up with Matrons for 
confirmation  

Training and 
promotion of 
understanding 
Aseptic Non- touch 
technique (ANTT) 

MRSA 

and E.Coli 

Infection Control training 

-Clinical staff annual uptake of infection control 

training to be 95 -100% for clinical staff 

 
 
 
 
 

Ward 
Leaders 

2025-2026 
 
 
 

 
As at end Feb 20206 
L1 95.27% 
L2 84.71 

MRSA Collaborative working with education team to 

ensure IPC specialist training provision within 

cannulation training and  IV study day focusing 

on aseptic non touch technique training 

provision 

 IPCT 
 

2025-2026 CW-J and SOC revised 

cannulation policy, awaiting 

final approval following 

evidence based practice 

research review. Policy to 

launch alongside eVIP tool in 

Q2 2026-2027 with comms 

and training package to ensure 

understanding. Aseptic non 

touch training delivered in 

cannualtion training and will be 

refresehed following policy 

approval 

E.Coli Provision of catheter insertion refresher 

training across organisation  

 SOC 2025-2026 Currenlty on hold due to SOC 

work priorities 

Communication- 
Establish timely & 
relevant 
communication to all 
sectors/staff/patients 

MRSA 
and E.Coli 

Patients, staff and relatives  
- UHD web page to be updated 

 
 

 
Lead IPCN 
Comms. 
Team 
 

 
2025-2026 

 
Several updates completed. 
Ongoing development of 
intranet page and UHD main 



 
 

Page 9 of 12 
 

 
Priority 

Organism 
to which 
action 
relates 

 
ACTION REQUIRED 

 

ACTION 
IN 

PLACE?  

 LEAD/S DELIVERY 
DATE 

PROGRESS 

page for information is 
underway 

MRSA 
and E.Coli 

Internal reports 
 Email (MRSA only) alerts to DIPC to inform 
Exec team when new cases arise 
 Monthly performance reports to Board in 
place via IPR 
 Updates on PSIRF findings to IPC Group 
quarterly and ward leaders meeting and via 
monthly IPC update 
Quarterly updates to Clinical Governance 
Group 

 
 

Lead IPCN 
DIPC 

 
2025-2026 

PSIRF process being utilised 
and refined as learning needs 
and requirements for PSIRF 
process are understood.  
 
MRSA cases reported directly  
to DIPC 
IPR updated monthly bu IPC 
NC 
PSIRF ‘green’ triage reporting 
under development to identify 
themes to focus campaigns 
where no new learning 
identified however 
improvements can be made  
All AAR cases reported 
through IPCG and CGG 

Development of A3 
problem statement 
and requisite action 
through 
Fundamentals of 
Care Workstream  

MRSA Collaboratitve working in FoC skin integrity 
group  
Devlopment and action against A3 problem 
statement relating to assessment of skin and 
appropriate onward referral in relation to skin 
condition on admission with subsequent 
training 

 FoC Group 
Lead, IPCN  

2025-2026 A3 completed and progress 
assessed in FoC steering 
groups.  
See below for progress update 

E.Coli Collaboratitve working in FoC bowel and 
bladder care group  
Devlopment and action against A3 problem 
statement relating to hydration, catheter 
insertion, care and removal. Consistant Trust 

 FoC Group 
Lead, IPC 
Practitioner 

2025-2026 A3 completed and progress 
assessed in FoC steering 
groups.See below for progress 
update 
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action 
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IN 
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Wdie documentation and policy with 
subsequent training 
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