MRSA: Screening and Management of Patients with MRSA
1. Background

The control of Meticillin Resistant Staphylococcus aureus (MRSA) is still an important component to the provision of patient care and strenuous efforts to prevent spread are worthwhile.  Pre-admission screening, suppression therapy, antibiotic stewardship and effective patient management are considered to be key strategies for preventing the spread of MRSA. Carriage of these pathogens can result in increased risk of infection for some patients.
To assist in minimising the spread of MRSA (either colonisation or infection) all staff should follow standard principles of infection prevention and control.

2. Purpose of guidance

The purpose of this guideline is to inform of best practice in the care and management of patients and the control of Meticillin Resistant Staphylococcus aureus (MRSA) in primary healthcare settings (i.e. at home and in health centres). 

This guidance sets out the requirements for MRSA screening and the management of patients found to be MRSA positive. It is based on the 'Guidelines on the Control & Prevention of MRSA in Healthcare Facilities' (BSAC/HIS/ICNA Working Party 2006) and MRSA Screening Guidance (DH 2006 - 2010).

3. Key personnel responsibilities

Employees

All employees have a responsibility to abide by this guidance and any decisions arising from the implementation of it. Any decision to vary from this guidance must be fully documented with the associated rationale stated.

Employees also have a responsibility to attend mandatory training/update training as identified within the Organisation. 

4. What is MRSA?

Staphylococcus aureus is a bacterium, which is carried as a skin commensal by approximately 30% of the population; usually in moist sites such as the nose, axilla and perineum. On intact skin its presence is harmless. 
MRSA is a variant of Staphylococcus aureus which has developed resistance to commonly used antibiotics e.g. Flucloxacillin, and is now endemic both in hospitals and the community setting with the numbers of individuals colonised or infected with MRSA increasing both nationally and locally.

5. Colonisation or infection?

Colonisation

This is when the service user carries the organism on/in their body, but do not suffer any harmful effects, or associated problems e.g. when MRSA is identified in a wound swab but the wound is healing well. 

The majority of patients who are identified as MRSA positive will be “colonised”. They will not have an active infection.  However, it will be necessary in some instances to implement a suppression and / or decolonisation regime (see below).  As soon as the regime is implemented, the presence and shedding of MRSA are reduced significantly and the risk of the patient infecting themselves or transmitting MRSA to others is much reduced

Patients colonised with MRSA should be informed that there is no risk of infection to healthy relatives or other contacts and that social interaction should not be compromised. Information should be provided to patients and relevant others in a format that is appropriate to their needs e.g. leaflets.

Infection

Infection happens when the bacteria multiply and show recognised signs and symptoms of infection in the form of inflammation, pain, swelling, fever, redness etc. Pus may also be present at the affected site e.g. wounds. 
Conditions such as wound infections, septicaemia (blood stream infection) or osteomyelitis may occur. In circumstances where antibiotics may be required, the decision should be made in consultation with the GP and/or Microbiologist.

6 Transmission of MRSA

Endogenous transmission

This occurs when a person with MRSA spreads the bacteria from one part of their body to another. Encouraging patients to wash their hands and discouraging them from touching wounds, damaged skin or invasive devices will minimise the risk of the endogenous spread.

Exogenous transmission

This occurs when organisms are transferred from person to person by direct contact with the skin (e.g. hands), via contaminated environments or equipment. 
Skin scales may contaminate all surfaces if they become airborne, e.g. during activities such as bed making, using a fan, if the affected service user is heavily colonised or has a condition such as eczema/psoriasis. 
Staphylococci that are shed into the environment fall on horizontal surfaces and may survive for long periods in dust. Adopting a ‘clean as you go’ approach is essential.
7. MRSA prevention and control strategies

Any patients identified with a clinical infection with MRSA should be immediately treated and the full decolonisation regime commenced. Infected wounds should be dressed in line with the wound formulary and where appropriate, following discussion with the Consultant Microbiologist, antibiotics given. 

Any service user who meets the requirements of the National MRSA Screening Programme (DH 2006) should be screened and suppression therapy commenced. Any refusal to partake must be fully documented.

Where practicable, it is advised to see the MRSA positive service user at the end of the session in order to reduce the risk of spread to other patients/staff/environment.

If good basic hygiene precautions are followed, people colonised with MRSA are not a hazard to other patients, members of their family, visitors or staff, including babies, children and pregnant women.

MRSA positive patients should not be refused treatment, investigations or therapy because of MRSA status (DH 2006). Colonisation with MRSA should not be a reason for preventing admission to a nursing or residential home (DH 2006). People with MRSA should be treated like any other service user: with dignity, respect and in confidence.

It is vital that if a known MRSA positive service user is to be admitted or re-admitted to hospital or residential/nursing home, it is the responsibility of the transferring healthcare worker to notify the appropriate ward/department/care home. An inter-healthcare transfer form must accompany the patient (Appendix C).
8. MRSA Screening

Universal MRSA screening must be in accordance to the Department of Health MRSA Screening – Operational Guidance (March 2010) and local policy 

The following swabs are routinely required as part of the MRSA screening process:

Nasal – one swab for right and left nostril

Groin – one swab for right and left groin 

In addition, where applicable, sampling may take place from: 

All wounds, 

Urine, where the patient is catheterised, 

Specimens of sputum where the patient has a productive cough

9. Microbiological sampling technique

The sampling technique must be in line with the Specimen Guidance (2010).

Best practice includes:

Ensuring the swab is moist prior to swabbing dry areas e.g. dip into sterile normal saline,

Labelling samples clearly using correct patient details, 

Containing the specimen in the designated bag and transport container and 

Send to the laboratory for processing at the earliest opportunity.

10. Specimen storage collection & transportation

Where there is an unavoidable delay in processing the specimen, they can be stored at 4ºC in a designated specimens fridge (not used for food or medications) and sent to the laboratory at the earliest opportunity
11. Results of MRSA screening

Negative results

Patients that have a negative result for MRSA should be informed and offered suppression therapy as detailed in the Screening and Suppression Therapy Pathway; i.e. wash daily with an approved anti-bacterial skin wash.

Positive result

Patients that are positive for MRSA should be informed and provided with a copy of the leaflet. 

Inpatients and those who are scheduled to under go elective surgery should follow the MRSA Decolonisation Pathway. It is imperative that this group of patients are effectively decolonised.
12. Screening in nursing residential homes or own home

Routine screening for MRSA is not advocated in the community. However, there may be occasions where this must be undertaken:

· prior to a hospital admission or, 

· as a follow up to a decolonisation regime.  
13. Screening of staff

Screening of staff is not routinely recommended (BSAC/HIS/ICNA Working Party 2006).

The Infection Prevention and Control Team, in conjunction with the Consultant Microbiologist may advise staff screening where particular epidemiological features indicate that staff are linked to cases of MRSA Infection / outbreaks (DOH 2010). The screening will be managed by the Infection Prevention and Control Outbreak group and/or Occupational Health Department.

Staff found with persistent carriage other than the nose e.g. skin lesions should be referred to the Occupational Health Service who will undertake an individual risk assessment, as a result of which they may be referred for specialist management e.g. ear, nose and throat, dermatology (BSAC/HIS/ICNA Working Party 2006).

14. Patient Refusal of screening  

Patients cannot, of course, be forced to comply with a request to screen for MRSA. In the unlikely event that a patient refuses to be screened, the rational for the procedure and potential consequences should be explained to them, in particular possible delays in appropriate treatment (DOH 2010).
All patient refusals to be screened must be fully documented in the care pathway and reported as a variance in the MRSA screening data.

15. MRSA Suppression and Decolonisation Regimes

Topical suppression therapy is used to interrupt transmission of MRSA.

As soon as a patient is identified as an MRSA carrier and it is clinically appropriate a suppression/decontamination regimen should be commenced. This comprises of the use of an antibacterial body wash and shampoo and the application of an antibacterial nasal ointment.

The regime normally comprises of a five day topical suppression therapy cycle using a topical skin wash or foam and a topical nasal ointment followed by repeat screening.
	Generic Name
	Propriety 

name
	Usual dose
	Notes



	Triclosan (1%)
	Skinsan
	Daily for five days
	Apply directly to wet skin as liquid soap on a disposable cloth/wipe & lather well prior to rinsing

	Triclosan (1%)
	Skinsan
	Shampoo twice a week


	Dry hair using a towel – towel to go into infected linen

	Mupirocin (2%)

Or 

where mupirocin resistance has been demonstrated:

Chlorhexidine Hydrochloride(0.1%)  /Neomycin (0.5%)
	Bactroban nasal ointment

Naseptin
	Apply three times daily for five days.  

Apply four times daily for 10 days


	The nostrils should be closed by pinching the sides of the nose together at each application (spreads the ointment through the nares) Stop for 2 days.  A further 5 days treatment may be used for treatment failure 




Repeat screening swabs should be taken at day 7.  If this screen is negative, continue the treatment cycles until 3 consecutive negative screens, then colonisation can be considered to be reduced to a safe level (see appendix D).
It is the responsibility of the clinician to assess the clinical state of the patient, concurrent therapy and potential adverse reactions and drug interactions that may arise prior to the issuance of the medications.

16. Mupirocin resistance

If the strain of S. aureus is reported as ‘Mupirocin-Resistant’ or if deviation from these recommendations is considered, the management of the patient should be discussed with a Consultant Microbiologist. 

17. Allergies

The carrier for the Naseptin is nut based and should not be used for any patient who is known to experience nut allergies. Please discuss alternative treatments with the Consultant Micro-biologist.
18. Discharge from hospital
MRSA positive patients will not normally require special treatment after discharge from hospital. However, decolonisation regimes should be completed.

The General Practitioner and other health care agencies involved in the patient's care should be informed by ward staff via the discharge summary. 

19. Patient Specific Interventions
19.1 Personal hygiene 

Good hand hygiene technique should be encouraged. Patients should be discouraged from manipulating invasive devices and/or open wounds to reduce the risk of cross infection.

19.2 Information

Patients should be provided with a copy of the leaflet (Appendix A). They should be reassured that there is no risk to healthy relatives or others outside the hospital. There is no indication for routine screening before hospital discharge to the community
19.3 Wound Care
All wound dressing management plans should be designed to follow the principles of moist wound healing undertaken in line with LCHS Asepsis non touch technique and clean technique, using products selected to optimally manage the patient’s symptoms while encouraging wound healing.

Once a thorough assessment of the wound has been carried out and the wound is considered to be critically colonised, locally infected or has spreading infection, wound appropriate management with a topical antimicrobial is preferred (Wounds UK 2010). Choice of antimicrobial dressing must be based on the ability of the dressing to manage increased exudation, remove necrotic tissue if appropriate, reduce malodour, conform to the site and shape of wound, perform wound bed preparation functions (European Wound Management Association (2006). Choice of antimicrobial dressing will also depend on the patient’s medical history, overall condition, patient tolerance and known sensitivities.

Frequent reassessment of the wound bed and surrounding tissues is advocated to ensure appropriate management ((EWMA 2006). Any breaks to the skin should be kept covered at all times.

“Strike through” of exudate to outer dressings should not occur – advise patients/carers on actions to be undertaken if it does and who/how to contact a relevant healthcare professional to attend to the dressing site. Practitioners are advised to refer to the current wound management formulary guidelines and/ or obtain advice from the tissue viability nurse specialist. Antibiotic therapy is generally not required or prescribed for wound colonisation alone, due to the added problem of selecting for more resistant micro-organisms (Patel 2007.) but will be required where there are symptoms of infection.

20 Staff specific interventions

20.1 Personal Protective Clothing (PPE)

Disposable aprons and gloves should be worn when undertaking procedures where close contact with the patient environment is envisaged and where there may be contact with blood / bodily fluids (LCHS Standard Infection Prevention and Control Precautions).

20.2 Hand hygiene and Alcohol Hand Rubs

Good hand hygiene technique must be practiced by everyone.
The LCHS Hand hygiene and alcohol hand rub guidance must be adhered to.

Any areas of broken skin on the hands of staff must be fully covered with occlusive dressings. 

21 Environment specific interventions

All reusable equipment must be decontaminated as per local guidance. This process should be recorded and audited together with regular checks of equipment.

All opened items such as tissues/wipes/dressings should be for individual patient use only and should be discarded once isolation has been discontinued.

All areas should be cleaned using chlorine-containing cleaning agents (at least 1,000ppm available chlorine), and the curtains should be changed. Careful attention must be paid to patient areas and toilets.

22. Management of MRSA positive patients in their own homes

No additional infection control precautions are required when patients are cared for in their own homes. 

Where practicably possible, health care staff should visit MRSA positive patients last in the morning or afternoon.  If this is not possible, a risk assessment of the day’s visits should be undertaken and see the high risk susceptible patients before the MRSA service user. Usual infection prevention and control practices must still be followed.

Carers, patients and relatives should be given information about the condition and shown how to wash and dry their hands properly to prevent the spread of infection.

Equipment used by health care staff used in the home should be cleaned with infection control approved detergent wipes after use. Health Care staff should avoid taking non essential equipment into the home.
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Appendix A

What does MRSA stand for?

MRSA stands for Meticillin (M) Resistant (R) Staphylococcus (S) aureus (A).

Meticillin (M) refers to the antibiotic. Resistant (R) means that some antibiotics do not   

work in treating this ‘bacteria’.  Staphylococcus (S) aureus (A) refers to the ‘bacteria’ (also known as Staph aureus).
Staphylococcus aureus – ‘the bacteria’.
Between 30 – 50% of the population have Staphylococcus aureus living completely

harmlessly on the skin, nose and / or wound.  This is normal.  Staphylococcus aureus can cause common minor infections such as spots, boils, abscesses or minor skin infections. These bacteria only cause a potential problem (serious infection) if they gain entry through skin that is broken – if you have a cut, a sore or a deep wound.

The difference between Staphylococcus aureus (see above) and MRSA (see below) is that MRSA is resistant to more antibiotics than Staphylococcus aureus.
MRSA 
Most people found to have MRSA are said to be colonised (where the ‘bacteria’ is sitting in their skin or wound) and will remain well, not look or feel different; it will not cause them to be ill. It does not cause a problem for healthy people. You would not 
know if you were colonised unless swabs were taken.

MRSA can potentially infect when it gets an opportunity to enter the body, for example through a cut or deep wound. It can cause infections such as wound, chest or bloodstream infections.

How do people get MRSA ? 

MRSA is most commonly spread by touch. If a person gets MRSA on their hands, they may pass it to other people if they do not wash their hands properly. Likewise, it can live in unclean environments.  

Do patients colonised with MRSA, in the 

community have to be  treated?

No, not all patients in the community with MRSA require treatment.  People usually live quite healthily with the bacteria on them.

However, if you have to go into hospital for surgery, then treatment may be started at home to reduce the number of this bacteria on your skin and in your nose. Your health professional will guide you through this.

What can be done to prevent the spread of 

the ‘bacteria’?
At home. 

MRSA is not usually a problem to other individuals in the home.  If someone in the same household is ill, your family doctor or nurse will be able to tell you if any special precautions are needed.

Washing hands.
It is good practice for you and your visitors to wash your hands when they may be dirty, after using the toilet and before and after preparing or eating food.  A good neutral liquid soap is more than sufficient as long as all areas of the hands have contact with the soap, it is rinsed off completely and the hands are thoroughly dried.  to wash hands.

Alcohol hand rubs are good when used appropriately, but they do not replace the need to wash hands. 

Laundering of clothing.
At home, clothes, bed linen and other items an be washed in normal domestic washing machines it is advisable to wash the items on a hot wash (above 65°, wash instructions permitting).  Tumble drying and ironing also helps remove any residual bacteria.

Cleaning of home
There is no special additional cleaning required in the home above what you normally do. But keeping surfaces dust free and regular vacuuming helps. 

Visitors
Visitors may come and go as you wish.  We, however, would advise you that you encourage your visitors to wash their hands as required.

Social life / Work life / School Life / Personal Life
There are no special precautions or restrictions within your work, social, school or personal life.  Life can continue as normal.

Will anything specific happen in other areas of the community, e.g. GP Surgery?

In other health care areas, for example, GP surgery, Dentist or Nursing home; it helps staff to know if someone has MRSA so that they can take additional precautions, where required, to protect people who may be vulnerable.

Staff will wear gloves and aprons when coming into contact with your blood/bodily fluids.  

Skin to skin contact does not necessitate aprons and glove use, but good hand washing before and after contact with you is encouraged.

What will happen if I go into hospital?

If you know when you are going into hospital then it is advisable that you let your District nurse/Practice nurse/GP know that you are colonised with MRSA as soon as possible. They will be able to assist you with any swabs and treatment needed beforehand.
If required, where will swabs be taken from?

If you need swabs to be taken prior to admission to hospital then the nurse will swab your nose, your groin and any wounds you may have.  If you have a urinary catheter in place or a ‘productive’ cough, then samples may be taken from there.

If treatment is required prior to your admission to hospital then that will be arranged by the hospital or by your GP.  If you need treatment you will be given some special soap to wash hair and body, daily for 5 days.  Also you will be given some cream to put up your nose for 5 days.

What will happen when I am in hospital?

MRSA can be a problem in hospitals where there are many patients close to each other with large wounds and who may have a poor ability to fight infections.  If you go into hospital you may be nursed in a room by yourself or with others who have this ‘bacteria’, to limit the spread to other vulnerable patients. 

For more information on MRSA please contact your: District Nurse, GP/Practice Nurse, Local Infection Prevention and Control Team.
