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MRSA and Gram-Negative Bacteraemia — Annual Workplan 2026-2027

[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
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Domain

IPC team

optimisation

Governance,
transparency

and culture

Reducing MRSA and Gram-Negative Bacteraemia’s April 2026-2027

SMART Outcome

Restructure IPC team to align workflow &

workload *

Recruit to vacant Band 6/7 IPC nurse

vacancy by Q2

IPC admin in place by Q2

Align IPC governance processes across
the care groups including standard agenda

and escalation pathways.

All occurrences of mandatory reportable
infections or breaches of IPC related audit
thresholds have ward level action plans
with SMART objectives. When SMART

objectives are not attained clear escalation

Key Actions

Reassign care groups

Allocate dedicated lead roles/audits

Reassign SSI data uploading to surgical
care group in order to streamline Steph

N’Drin’s workload.

Resource/sign-off /advert/interview

Identify resources and advertise/recruit

to admin role.

Implement a standardized meeting

agenda for IPCG across all care groups.

Process map LERN and PSIRF
processes for IPC and develop clear
escalation pathways and accountability
for mandatory reportable infections, out-

breaks and . Integrate with existing M&M

Leads

CwWJ

CwWJ

CwWJ

cwJ

SH, CWJ
&JEC

CWJ & JEC
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Timeline Progress

Q1

Q1

Q2

Q2

Q1

Q1
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pathway in place which is uniform to all 3

care groups.

meetings, IPC huddles, IPCG and IPC
MDT to reduce duplication.

Introduce LERN/PSIRF process across

all care groups.

PDSA cycles of PSIRF with regular
monthly reviews and improvement

cycles.

All mandatory reportable infections being
triaged within 72hrs. All HCAI-related
incidents discussed at weekly care group
rapid review meetings. Amber /red cases
to undergo PSIRF-aligned learning
responses (including behavioural, human
factor, cultural and structural aspects)
within 30 days by Q3. Response and
action plans to be ward led with SMART

objectives.

Develop clear process map which
ensures actionable outcomes from, IPC
related LERNs are completed or
escalated to care group IPCG and then

board level.

SH & CWJ

CWJ & JEC

cwJ

JEC CWJ

Q1-2

Q2-3

Q2-3

Q2-3
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IPC champions in 100% of wards;
champions lead monthly mini-audits with

290% action completion.

Implementation of accessible Trustwide
IPC dashboard with data on mandatory
reportable infections and IPC audits
(environmental, commode, hand hygiene)
broken down by clinical area visible on all

wards.

>95% compliance with Trust appearance
policy across all clinical areas and staffing

groups including bare below the elbows

Provide quarterly updates to Board via
the Clinical Governance Group and
Quality Committee on themes and
learning identified from collective AARs

Recruit and resource ward level
champions; monthly peer audits;

quarterly IPC champions meetings,

recognition programme developed. CWJ &Sally  Q2-3
IPC audits on AMAT Hand hygiene,
environmental cleaning, commode audits

cwJ

Grace Q2-3
Develop HCAI dashboard which is

Maughan

accessible at ward level.

Spot audits with feedback to care group
IPCG or relevant exec team (medical Care groups
/nursing) where areas or staff groups IPC

remain non-compliant.
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Environmental

Hand Hygiene

Isolation

Proforma

Achieve 95% cleaning audit compliance by
Q3.

>95% recruitment to all vacant house

keeping posts

Terminal team process with UV
established for 100% of red cleans at RBH

Reach =272% compliance across all clinical

areas by Q3 and sustain for 6 months.

90% isolation of suspected infectious

patients within 30 minutes by Q3.

Standardise ENA assessments for IPC
(including MRSA and CPE) across the

Poole and Bournemouth sites.

Daily terminal clean checklist;annual

cleans as per National Cleaning Manual,

All housekeeping staff trained in UV
decontamination process and terminal
clean team used in >95 % of appropriate
cleans at RBH.

Electronic monitoring pilots; monthly

league tables; targeted training.

Update eNA questions to safely reflect
the current IPC screening and isolation

needs of admissions to the Trust

Philip Watson

Philip

Watson

Philip

Watson

Matrons / IPC

Clinical Site

Team

Rachel Griffin

Erioluwa
Ajibade

Q1-Q3

Q1

Q2

Q1-Q4

Q2-Q3
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Compliance with MRSA screening policy
>95%

Expansion of MRSA screening policy to
encompass General Medial admissions to

be considered by Trust

Roll out IPC eNA uniformly across all
sites to facilitate good IPC eNA coverage
for emergency admissions at the RBH

site.

Posters and triage pathways for ED,

AMU and admitting areas.

Quarterly spot audit across all clinical
areas

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.

IPC team

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.

SWOT analysis of expansion of current
MRSA screening program to include all

Medical admissions to be evaluated by
Exec/IPGCG (who does this go to ?)

SH JEC

Q2-3
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Cannula care

Catheter Care

>95% compliance with MRSA
decolonisation policy in adults, paeds and

neonates

Develop Trustwide ANTT policy and
integrate into mandatory training. Ensure >

95% staff compliance.

Develop cross site cannula care bundle
based on EPIC guidelines, expert advice

and NIPC policies.

Implement eVIP scores as standard

documentation Trustwide

Achieve 98% bundle compliance and
reduce cannula-related infections by 25%
by Q4.

Reduce CAUTIs by 20% and reach 95%

bundle compliance by Q3.

Neonatal MRSA decolonisation policy
agreed
Spot audits against Trust policy

Develop UHD ANTT policy agreed by
IPCG

Integrate into mandatory training for all

relevant staff members.
Develop UHD training program for ANTT
Devlopment of Trust wide revised

cannulation policy and associated SOPs

alongside eVIP tool

As above

Mandatory EPR documentation; daily

VIP scoring; remove unused cannulas.

Develop Trust wide Houdini catheter

care bundle

Houdini communication roll-out and

training

IPC /care

groups

Sarah

O’Connor

SH and CWJ

CWJ/ SOC

CWJ/ SOC

Clinical areas

Bladder &

bowel group

Q2-4

Q3

Q1-Q4

Q1-Q3
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Review Urological intervention rates

compared with national average data.

JEC / Urology

clinical lead/ Q2
Develop an action plan if UHD is <50t Bl
centile.
Mandatory e-learning;
100% of clinical staff complete annual IPC  Develop quarterly face-to-face sessions
Staff Education
training by Q2; 90% complete refresher in line with NHSE Infection Prevention Q1-Q4
Education ) Lead / IPC
modules by Q4. and Control Education framework
Competency assessments.
Aseptic Non-
Touch Achieve 95% ANTT competency across all ~ Standardised ANTT training; annual Clinical Q1-03
Technique invasive-procedure staff by Q3. competency sign-off; spot audits. Educators
(ANTT)
Develop blood culture taking policy and
Sarah Bourne
training and reduce blood culture Q2-3
& JEC
contaminants by 25% by Q4
Development and action against A3
problem statement relating to assessment
FoC work
of skin and appropriate onward referral in Q2-3
group

relation to skin condition on admission with

subsequent training
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