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0 “microbiological screening must include all elective
admissions to an acute trust irrespective of length
of stay (but excluding a few patient categories as
listed below)....MRSA colonised or infected patients
should have effective decontamination and
inpatients must be promptly identified and nursed
in an appropriate isolation facility eg a side room or
cohort bay.”

Source:

DH Screening for MRSA colonisation - a strategy for NHS Trusts: a
summary of best practice (July 2008 and DH Gateway Refs 10324 and
11123)

East of England Strategic Health Authority Operational Guidance (2008)
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= On selected patients/areas based upon local risk assessment
= Those at high risk for MRSA carriage on admission

(exception: direct isolation with no plan for clearance)
m Screen before elective admission

= Regular (e.g. weekly) screening of all patients on high-risk
units

= At least 3 screens at weekly intervals before considered to be
at low risk

= Subjected to regular audit & review, made available to
management

Source: Guidelines for the control and prevention of MRSA in healthcare facilities - JHI 2006
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Minor dermatological procedures

Day case

o Ophthalmology / dental / endoscopy / colonoscopy /
sigmoidoscopy / radiological procedures

o Hysteroscopy / termination of pregnancy/

Maternity/obstetrics (except elective caesareans
and any high risk cases)

Children/paediatrics (unless in a high risk group)
Repeat attenders (not every admission)




Sites to be screened

= Multi-site MRSA screening swabs

2 Nose, throat and perineum / groin (plus, umbilicus
of neonates)

2 Any wounds, ulcers, pressure sores and intravenous
or dialysis access sites +/- catheter urine (CSU)

o The sites should be swabbed using separate swabs




Conventional culture

Take days

Molecular testing

Take hours




MRSA decolonization therapy (5-7 days

= Usually commenced immediately to eradicate
the organism or, at least, reduce the patient’s
load of MRSA, to reduce the risk of transmission

m If acute MRSA infection is present, start
decolonization therapy only after:

1. Completion of antimicrobial therapy and

2. Removal of infected source if present, e.g.
indwelling catheters (urinary, vascular),
tracheostomy tubes,
implants or other foreigh devices




MRSA decolonization

Around 50-60% effective for long term clearance

Normally only two attempts of decolonisation to
be undertaken to prevent risk of resistance

Beware of skin irritation. The use of emollients
may be useful.

Bed linen, towels and night wear should be
changed daily throughout the treatment period

Repeat MRSA screening swabs 48 hours after
completion of treatment




= Nasal decolonization (mupirocin 2%)
o Taste mupirocin at the back of the throat after application
o Not for >2 courses (risk of resistance)

= Skin decolonization
o 4% chlorhexidine body wash/shampoo, 7.5% povidone
iodine or 2% triclosan
= Systemic treatment
o In conjunction with nasal mupirocin and skin decolonization

o Seek advice from microbiologist, appropriate monitoring [e.g.
LFTs], restricted to 1 course

Source: Guidelines for the control and prevention of MRSA in healthcare facilities - JHI 2006



MRSA Screening and Eradication Protocol Fol Emergency Patients |

MRSA Screening for I Feclusinns I
All Admissions *Children <1tyTs | except nigh rsk

arl ussions =
Swab all patlems on admission ::T;ﬁ;r;; :E:;tr:::;slm to
HIGH RISE PATIENTS ——
4______.--""-.-_ _-_-_----‘-'-h' .Dﬂ'ntai{da'ﬁrﬂﬂsﬂ}
* Previously known MRSA o~ Gt .
patients (Check CRS) ay case endoscopies
Elective Admissions ®*Minor dermatology procedures
® Transfars form othar {“E 2) X e
hospitals /nursing homes page not reguiring s
® Patients whc hawve been in spAinor outpaticnt procedure
hospital in the last 12 no breach of skin

months. ®*Ophthalmology day cases
HIGH RISK PATIENT? 2 .

® Intravenous drug ucers (S definition in cRpuoi ®Uncomplicated pregnancies
*Terminations

*R5in management day cases

®Outpatient Diopsies

Naseptin = Uctenisan

prophylaxis until MRSA
screen results availasle
MEB . Naseptin should NOT be
used for patients with a
peanut allergy
[speak with pharmacist)

CHECK
SWAB RES
+Ve result may be from: Ward staff to check on G
routine MRSA screening
{nose, throat, perineum)
or

® Critical Care arezs
include ITU/HDU/CITU and
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from a Clinical Specimen
{in previously MRSA —ve
patient)

Repeat Screen
Monthly

Mupirocin £% [Bactroban™]
apply to both nostrils TDS

Octenisan wash :sponsibility of Responsibility of Bactroban, Naseptin

use to wash body daily and CHECK SENSITIVITY Corsadyl fram:
hair on alternate days . ) DUETGH NURSE Pharmacy
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MRSA Screening and Eradication Protocol Fof Elective Patients|
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1. Octenidine {Octenisan®) wash or issi eChildren <16yrs ( except high risk
Chlorhexidine gluconate 4% cleansing ALL Admissions B 1 e
solution (e.g. Hibiscrub®) for daily Swab all patients on admission Cm’i”eu“ i
wash and alternate days hair wash
(/\ ®Dental (day cases)
2. Mupirocin 2% (Bactroban®) nasal wr ®Day case endoscopies
ointment to be used 3 times a day Emw ®Minor dermatology procedures
or Mﬂm not requiring stitches
if the organism is mupirocin resistant: (see page 1) eMinor outpatient procedure
no breach of skin
Naseptin (neomycin sulphate 0.5%+ ®0phthalmology day cases
chlorhexidine hydrochloride 0.1%) may CHECK 5 et I
be used four times a day SWAB RESULTS Uncomplicated pregnancies
before admission ®Terminations
Naseptin must NOT be used if patient is #Pain management day cases
allergic to peanuts or chlorhexidine. ®Qutpatient biopsies

Contact the infection control team for
further advice.

MNote for clinics: If GP is to prescribe
decolonisation, fax a |letter to them
along with_patient information leaflet.

Check for
mupirocin
resistance

For definitions of
high/low risk, see full
MRASA
eradication protocol

Low risk procedure >




For definitions of
high/low risk, see full
_ MRSA
eradication protocol

Low risk procedure

_2.days off protocol | RE-SCREEN
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Summary of MRSA controi strategies in UK
Commitment from government & hospital management
Target for action (Number of HAl MRSA B’emia)
Additional resources

Appoint director for prevention and control of infection
Attention to environmental hygiene

Infection control dash reports, regular audit meetings
attended by all dept heads and management

Hand hygiene audit (target at 95%)
RCA & action plans for MRSA B’emia cases
Financial penalty, hospital pull down or re-organisation
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