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Foreword by the Minister for Health. Michael Noonan T,D, 
I 

• 

The emergence, world wide; of multiple antibiotic 

resistant bacteria over the last twenty years, has become one 

of Ihe most serious threats to the control and successful 

treatment of infection. The most important causative factors 

identified are, selection of resistant micro-organisms by over 
I 

use of antibiotics, and spread of these organisms in places 

like hospitals, nursing homes and other health care facilities. 

The commonest antibiotic resistant bacteria encountered in 

Irish hospitals is Methicillin Resistant Staphylococcus 

aureus (MRSA). This is capable of causing serious infection 

in certain hospitalised patients, particularly surgical 

patients. Treatment of such infections require the use of 

potentially toxic and very expensive antibiotics. Hospitals 

throughout the country have devoted a large amount of time, 

effort, and resources to controllillg the spread of MRSA 

amongst patients and staff in order to prevent infection. 
I 

It is, however, necessary to tackle the problem on a 

ltation-wide basis. For the first time Ilational guidelines on 

the care of patients and staff identified as carrying MRSA 

have been drawn up by a panel of experts including repre

sentatives from those concerned with the areas of infection 

control both in the hospital and community. These will be 

widely circulated throughout the country, and will give 

invaluable advice on preventiOlI of spread of MRSA in a 

variety of healtlt care settings. It is hoped that these 

guidelines when implemented, will reduce the prevalence of 

MRSA and will ensure an even shfer elzvironment for the 

care of the sick. 

Michael Noonan TO. 

Minister for Health 



Summary 

A Department of Health committee comprising representatives from the 
Department of Health. Consultant Microbiologists. Specialists in Public Health 
Medicine and General Practice and a representative from the Association of 
Infection Control Nurses was set up in September. 1993. Its function was to 
identify the extent to which MRSA is a problem in the Irish heallh care setting and 
to establish priorities for control. 

The group met on seven occasions and have produced: 

Guidelines for the Management of MRSA in Acute Units. 

Guidelines for the Management of MRSA in Nursing Homes and 
Long-Stay Facilities. 

Guidelines and Information for Health Care Personnel. 

An Information Leaflet for Patients and their Relatives. 

Laboratory Methods for detecting MRSA 

Forms for the notification of MRSA 

The feasibility of introducing a typing facility for MRSA in Ireland is being 
examined. Procedures are being established for including MRSA in a Health 
Board Laboratory Surveillance System. by hospital Microbiology Departments and 
Public Health Specialists from that area, A study to identify the cost of an outbreak 
of MRSA in a hospital was undertaken. The role and function of Infection Control 
Committees·were reviewed. 
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Introduction 

The Minister for Health's Strategy for effective health care in the 1990s - 'Shaping a 
Healthier Future' - has emphasised the need for quality of service as one of its key 
principles .. Hospital acquired infection, including MRSA. is a potential indicator of 
quality of care and should be an integral part of the clinical audit process. The 
terms of reference of this committee, which has drawn up these guidelines, was to 
identify the extent to which MRSA is a problem in the Irish Health Care Setting 
and to establish priorities for its control. The committee felt that it was important to 
stress the need for Infection Control Committees and the role of Infection Control 
Officers (see Appendix 1). 

These guidelines may be used in conjunction with local policies and will lead to 
good practice in the care of MRSA patients. Staff should be encouraged to 
acquaint themselves with the leaflet, "Facts about Methicillin Resistant 
Staphylococcus aureus (MRSA) for Health Care Personnel" published in conjunction 
with these guidelines. 

The Committee wishes to acknowledge the invaluable assistance of the Faculties of 
Pathology and Public Health Medicine of the Royal College of Physicians of 
Ireland, the Irish College of General Practitioners, the Irish Society of Clinical 
Microbiologists and the Infection Control Nurses' Association all of whom have 
endorsed the guidelines contained in this report. 

What is Methicillin Resistant 
Staphylococcus aureus (MRSAI, 

Stap/tylococcus aurells is a bacterium which is common in the community and 
carried by between 30-50% of people. The mos\.common carriage site is the nose. 
In general it causes no threat to the individual or public health. Occasionally it may 
cause skin infection, such as boils or impetigo, or it may infect or colonise pressure 
sores, varicose ulcers or surgical wounds. Rarely it can cause more serious illness, 
such as pneumonia or deep seated infection, either as a complication of other 
illness or in persons who are seriously debilitated. 

MRSA is simply a term that has been coined to describe some strains of this 
bacterium that are resistant to methicillin, flucloxacillin, cephalosporins and many 
commonly used antibiotics. Since the early 1980s, these strains have become 
increasingly recognised, though it is only in the past few years that they have been 
seen to be a widespread problem in Ireland. Uke other forms of Staph, aureus 
they do not normally cause symptoms and are only detected when specimens are 
taken for laboratory examination. They cause exactly the same range of infections 
as other types of staphylococci. Only in the hospital context are they troublesome 
because of the range of susceptible patients, particularly those who have recently 
had rnajor surgery or are receiving intensive care. 

• 



The size of the MRSA problem. 

An accurate assessment of the full extent of the probl~m could not be made as 
there is, at present, no established MRSA surveillance system in Ireland. However, 
a survey was undertaken to document the number of times MRSA was isolated in 
acute hospitals over a defined time period. Hospitals from each health board area 
were included. Ail of the hospitals had documented cases of MRSA It was found to 
be endemic in many units. Outbreaks were also occurring and were noted to be 
disruptive to hospital routine. From the data returned, although incomplete, it is 
clear that MRSA is an important problem in the acute hospital services and is an 
impediment to the delivery of an effective and efficient service. The results of the 
study are described in this report The incomplete data highlight the need for sur· 
veillance of the incidence of MRSA MRSA also has major financial implications as 
shown in a study conducted by the committee. While many of the cases reported 
were of MRSA colonisation, there were also a number of reports of serious deep
seated infection requiring treatment. 

A typing facility with the purpose of identifying the relationship between different 
types of MRSA and tracing its epidemiology needs to be established in a laboratory 
setting. Such a facility should be linked to an epidemiological surveillance unit. 

Cost of MRSA. 

The costs of MRSA are difficult to quantify and will vah depending upon the 
casemix of the unit in which the outbreak occurs. However, outbreaks of MRSA 
are extremely costly. Therefore every effort should be, made to identify both 
colonised and infected patients and to prevent the development of outbreaks. 

For this working group, the containment and termination of a small outbreak of 
MRSA in an Irish hospital, though promptly identified and managed, was costed in 
detail. A total of 23 patients were colonised or infected, 3 requiring full antibiotic 
therapy. In addition, 20 staff were colonised. The minimum cost of the outbreak 
was £45,0001. The costs were broken down as follows: 

PAY NON·PAY 

NURSING : £3,307 ,ORUGS '£3,975 

NON·NURSING , £26.456 ; DISINFECTANT: £800' 

LABORATORY . £8,096 . DISPOSABLES : £400' 

. . SCREENING . £1,865 

TOTAL £37,859 TOTAL . E7 ,040 

• Approximation only . 

• lThe committee;s grateful to Dr. Mary Christie. Se"ior Registrar in 
Public Heallh Medici"e for her work ;1/ costillg this MRSA epidemic. 



The outbreak impacted on hospital activity, in that elective admissions were 
suspended for approximately three months. The 23 infected/colonised patients 
spent a total of 440 additional days in hospital than age-matched controls who 
underwent similar procedures. Delays in discharging patients to long stay accom
modation were encountered because of their MRSA problem. When account is 
taken of the number of patients who had to remain in hospital for longer periods, 
the total cost is estimated at £89,000, 

A previous study of a m:mlI outbreak of MRSA in a paediatric hospital revealed that 
it cost £10,500. In this case, there were 10 colonised patients and just one infected 
patient. 

Financial Cost of an Outbreak of MRSA colonisation 
and infection in a paediatric hospital. 

February-May, 1993. 

SCREENING SWABS AND CONTACT PLATES 
(Patients. Sta" end Environmentl 
Swabs 
Finger/hand impression plBtes 
Contact plates 

HAND DISINFECTION 
Additional Chlorbexidine hand wash and 
Alcoholic Chlorbexidine hand rub 

PLASTIC APRONS AND GLOVES 

HEXACHLOROPHMIE POWDER 

MUPIROCIN NASAL CREAM 

VANCOMYCIN 
Treabnentand Prophylaxis 

1,312 
93 

206 

314 

175 

50 

BO 

220 

SALARY lor Basic Grade Tochnician lor lour mths 5,550 

ESTIMATED COST OF: 
additional nursing, prolongod in-patient stay, 
isolation'snd repest screening on re
admission, anti-staphylococcal disinfectants 
and vancomycin treatment and 
prophylaxis on re-admission 

TOTAL 

2.500 

£10.500 
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GUIDELINES FOR THE CONTROL OF METHICILLIN RESISTANT 
STAPHYLOCOCCUS AUREUS (MRSAIIN ACUTE HOSPITAL 

WARDS. INCLUDING SPECIALIST UNITS. 

A. GENERAL ADVICE WHEN DEALING WITH A PATIENT WITH MRSA. 
A named staff member on each ward (probably the nurse-in-charge) will be 
responsible/or ensuring that these guidelines/or the control 0/ MRSA are 
implemented. Permission mid instructions must. be received from this person 
be/ore any personnel may enter an MRSA affected area. Wilen MRSA is 
idelltijied on a ward, liaison with the In/ection 9ntrol Sister should occur. 

HAND WASHING IS THE MOST IMPORTANT FACTOR IN PREVENTING THE 
SPREAD OF MRSA. CONSULTANTS. NURSE MANAGERS AND WARD 
SISTERS MUST INSIST ON GOOD HAND WASHING PROCEDURES. 

On entering an MRSA affected ward/area, seek pemlission from the nurse-in
charge: 

• Wash and dry hands with a disposable towel. 

• Put on a clean plastic apron. 

• Where major physical contact is required, it is advisable.to wear a disposable, 
impermeable gown covering the arms instead of an apron. 

• Wear gloves when carrying out all procedures where major physical contact is 
involved and in handling secretions and excretions. 

• Filter-type masks are required for tracheal suctioning and when performing 
dressings on patients with extensive burns or lesions. 

On leaving the affected patient: 

• Dispose of apron in a plastic clinical waste bag. 

• Wash hands with an antiseptic (e.g. chlorhexidine). Alternatively, an alcohol rub 
may be used if hands are not soiled (see Table 1) . 

• 
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Management of the patient's environment: 

• Ensure that all equipment used by the patient is cleaned daily with detergent 
and then disinfected with a phenolic (e.g. "Stericol 2%") or hypochlorite solution 
(1,000 parts per million of available chlorine) '. Keep all equipment in the 
patient's room/area for his/her sale use (e.g. stethoscopes and blood pressure 
devices.) Crockery and cutlery do notrequire segregation. All charts should 
be kept outside the patient's room/area. 

• Electrical equipment, which includes equipment such as TV. remote control 
units and portable telephones, should be damp dusted with 70% alcohol wipes. 

• Stethoscopes should be cleaned after use with 70% alcohol wipes. 

• On the patient's discharge, final disinfection (after cleaning) with a 
phenolic/hypochlorite is required. Curtains, drapes, duvets and blankets 
should be laundered. The room may then be used immediately. 

• Phenolics should not be used on mattresses. Mer cleaning, mattress covers 
should be disinfected with a hypochlorite solution (1,000 parts per million of 
available chlorine), left for 30 minutes and then rinsed off with detergent and 
waler. 

• Mer cleaning; incubators should be disinfected with a hypochlorite solution 
(1,000 parts per million of available chlorine), left for 30 minutes and then rinsed 
off with detergent and water. 

• Suitable training should be put in place for all slaff involved. 

• Staff engaged in final cleaning should wear household gloves and plastic aprons. 

• Keep designated cleaning equipment for the infected area and discard 
disposable cloths when cleaning is completed. 

] To make up dSlen"co[ 2%" or lrypochlon"te solution, follow 
manufacturer's i,/struetions. 

II 



B. MANAGEMENT OF CARRIERS/INFECTED PATIENTS WHO 
HAVE/HAD MRSA OR ARE COMING FROM A UNIT THAT 
CURRENTLY HAS AN MRSA PROBLEM. 

MRSA IS NOT A REASON TO REFUSE ADMISSION 
FROM AN ACUTE HOSPITAL OTHER INSTITUTION 
OR FROM THE COMMUNITY. 

On admission: 

• The onus is on the referring doctor to inform the admitting hospital of the 
patient's MRSA status. 

• Inform hospital microbiologist/infection control sister/director of nursing. 

• Admit to a single room (if available) or barrier nurse away from patients at 
risk until screening swabs are negative. 

• For adults/children, take screening swabs from: 
axillae 
nares 
perineum 
throat 
any wound or abnormal skin 
sputum (if present) 
CSU if catheterised. 

• For infants/neonates in special care baby units, take screening swabs from: 
Nares 
Umbilicus 
Perineum. 

• Explain the reason for this procedure to the patient; and/or parents where 
relevant. 

• All patients with a history of MRSA colonisation or infection will have the cover 
of their charts "tagged" discreetly (e.g. with a readily identifiable sticker bearing 
the letters MRSA) . 

• 



Following the identification of MRSA patients: 

• All MRSA positive patients should be nursed together in a specially assigned 
area (cohorted) or nursed in a single room. Certain categories of patient (i.e. 
very ill, sputum carriers, burns, etc), may require specifically assigned nursing 
staff at all times (night and day) and require dedicated cleaning equi pment. 
Other patients may be cohorted or nursed in a single room using general ward 
stafr. 

• The movement of MRSA patients within the hospital should be kept to a 
minimum. 

• Ensure that the patient understands about the implications of MRSA, that the 
patient is reassured and is provided with the leaflet, "MRSA: [II/ormationIor 
Patients," published in conjunction with these guidelines. 

• Tag all charts as soon as MRSA is identified. 

• Tag X-ray request forms and alert relevant departments prior to any procedure 
(e.g. X-ray, pulmonary function, etc.) 

• A mechanism should be introduced by which patients with a history of MRSA 
can be identified in the admission and casualty departments. 

• Early discharge is encouraged, and suitable treatment (as per Section C, below) 
should be commenced and continued after the patient leaves hospital. 

Routine screening: 

It isan absolute requirement that the following three categories of patient be 
screened on admission: 

• All patients previously colonised. 

• All transfers from long stay institutions. 

• All international hospital transfers. 

The following two categories of patient should be screened at the discretion of the 
Consultant Microbiologist/Infection Control Sister/Infection Control Officer: 

• Intensive care unit patients. 

• Hospital transfers. 



Screening during outbreaks: 

On the advice of the Consultant Microbiologist/infection Control 
Sister/Infection Control Officer 

For one newly identified case of M RSA in lCU or other critical care. areas e.g. dialysis 
and transplant units, SCBU etc.: 

• Screen all staff attending the area; medical, nursin~. paramedical, (especially 
physiotherapy and phlebotomy) domestic, cleaning staff and ward orderlies (i.e. 
swabs from nose, perineum, throat and any abnormal skin site). 

• Screen all patients in that area. 

• Intensify hygienic precautions in the area·for patients and staff (see Table 1). 

I 
• Discharge as quickly as possible. 

For patients with MRSA in less critical areas of the hospital: 
i 

• Where two or more cases occur in a medium risk area, e.g. surgical. obstetric. 
medical, geriatric, or psychiatric wards within 2 weeks. screen all patients and 
staff attending the ward. 

I 

C. ANTISEPTIC TREATMENT OF PATIENTS WITH MRSA 
COLONISATION AND/OR INFECTION.i 

I 

Some antiseptics suitable for skin and body disinfection and 
treatment of carriage sites are listed in Table 1. This table must be 
consulted for additional comments. 

I 

C.a. ADULTS AND CHILDREN OVER 1 YEAR. 

BodV Washing 

I 
• Use antiseptkdetergent instead of soap for hand washing and for body washing. 

Full body washing should be performed at least daily for five days. Use 
disposable cloth instead of face towel or flannel, and dispose of this after use. 

• Use antiseptic.detergent instead of shampoo for washing the hair twice during 
the five days. Take care that the antiseptic does not get in the eyes . .. 



" 

Nasal colonisation 

• Apply mupirocin nasal ointment to the anterior nostrils three times a day 
for five days. 

Carriage at other skin sites 

Intact skin 
• After bathing and drying· skin. apply light dusting of hexachlorophane powder 

(0.33%) to the skin from the waist to the knee and to the axillae. daily for 5 days. 

Skin lesion e.g. wound, ulcer etc., 
• Apply mupiroCin ointment twice daily after consultation with the patient's 

clinician and after appropriate wound toilet. (see Table 1 for contraindications). 

Additional procedures 

• Change all bed linen and towels daily. Bag and send to laundry as per hospital 
policy for "infected linen". 

• Change all night clothes daily after body wash. 

• In ambulatory patients. washable garments and undergarments should be 
changed as often as possible and preferably daily. Non·washable garments 
should be dry-cleaned during treatment if possible and must be dry-cleaned at 
the end of treatment. 

REPEAT SCREENING AND FOLLOW UP 

• Repeat screening specimens two days following the end of treatment and on two 
additional occasions at not less than 4-day intervals. 

• Continue isolation and/or barrier nursing procedures until three consecutive 
sets of screening swabs are negative. 

• If screening specimens remain positive. repeat treatment and rescreen. In the 
event that screening specimens remain positive after re-treatment. consult the 
Infection Control Officer. 

• Repeat full screening procedure weekly if patient receives antibiotics. as 
additional antibiotic therapy may cause re-emergence of MRSA 

• Repeat full screening procedure on re-admission. .. 



C.b. NEONATES AND INFANTS UNDER 1 YEAR 
(AT THE DISCRETION AND IN CONSULTATION WITH THE 
CONSULTANT PAEDIATRICIAN,. 

BodV Washing 

Over 3 months 
• Use antiseptic (e.g. chlorhexidine or "Ster-Zac Bath Concentrate") instead of 

soap for body washing once only. Use disposable cloth instead of face towel or 
flannel and dispose of this after single use. i 
0-3 months 

• Use soap only for washing. Use disposable doth instead of face towel or flannel 
and dispose of this after single use. I 

Nasal colonisation 

• "Mupirocin" nasal ointment or cream may be applied to the anterior nostrils 
three times a day for five days. 

Carriage at other skin sites 

Intact skin 
• After bathing and drying skin, sparingly apply light dusting of hexachlorophane 

powder (0.33%) to the skin of the nappy area and flexures daily for no more 
than five days. ; 

• Clean umbilicus with alcohol wipe, allow to dry, and sparingly apply 
hexachlorophane powder (0.33%) daily for no more than five days. 

Wounds. stoma sites etc. 
• At the discretion,of the Consultant Paediatrician and/or Infection Control 

Officer, a loca! antiseptic may be applied twice daily. 

• Children who are colonised or infected in sites of dermatitis or other skin 
conditions should be referred to a specialist. 

Additional procedures 

• Change all bed linen and towels daily. Bag and send to laundry as per hospital 
policy for "infected linen" . .. 



• 

• Change all night clothes daily after body wash. 

• Washable garments and undergarments should be changed as often as 
possible, preferably daily. 

REPEAT SCREENING AND FOLLOW UP 

• Repeat screening specimens two days following the end of treatment and on two 
additional occasions at not less than four day intervals. 

• Continue isolation and/or barrier nursing procedures until three consecutive 
sets of screening swabs are negative. If screening specimens remain positive, 
repeat treatment and rescreen. In the event that screening specimens remain 
positive after retreatment, consult the Infection Control Officer. 

• Repeat full screening procedure weekly if patient receives antibiotics, as 
additional antibiotic therapy may cause re-emergence of MRSA 

• Repeat screening procedures weekly in infants in Intensive Care or Special Care 
Units. 

0.8. TRANSFER OF PATIENTS WITH MRSA. 

Within the hospital: 

• Keep to a minimum and.transfer only if essential. 

• Notify receiving area of patient's MRSA condition. 

• Follow general guidelines as at A above. 

• Ensure that all staff are aware of and follow general hygiene principles . 

Surgery: 

• Defer until cleared of carriage (decolonised), if possible. 

• Inform theatre and place at the end of the list. if feasible. 

• Cover all lesions with an impermeable dressing. 

• In conditions where staphylococcal prophylaxis is indicated, consider using a 
prophylactic glycopeptide (e.g. vancomycin). 

II 



Out~patient visits: 

• Inform senior nursing out·patient staff of the patient's MRSA status. 

• Ensure that out'patient staff wash hands after handling all patients. 

• See the patient promptly. if possible. 

D.b. PATIENT DISCHARGE: 

MRSA carriage is not a reason to delay discharge to nursing homes, 
special hospitals or to the patient's family home. MRSA should not 
be a reason for refusing to accept a patient hack to the referring 
hospital'. i 

• The discharging doctor should inform the Gp, nursing home. public health 
nurse. etc. of the patient's.MRSA status in advance of the discharge. They 
should also be informed if the patient has a history of MRSA colonisation or 
infection. 

• Discharge letters to GPs. nursing homes. public health nurses and all relevant 
agencies who will be caring for the patient should 'include details of the patient's 
M RSA status and treatment regimen. 

• Give patients an alert card on their discharge. to be shown when they next 
require medical attention: 

• Tag all transfer letters with a readily identifiable sticker. 

• Health care workers who themselves are in contact with MRSA carriers should 
seek advice from the Infection Control Sister/Microbiologist in order to 
minimise infection. 

Ambulance transport: 

• There is no evidence that ambulance staff are at risk when transporting patients 
with MRSA or their relatives. I 

• Ambulance staff should be informed that the risk of MRSA spread is not to 
themselves but to other susceptible patients using 'the ambulance. 

II 
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• Ambulance staff should observe hygiene precautions as with all patients. 

• Ambulance staff should wash hands and/or use hibisol/azo wipes on their 
hands after contact with a patient who has MRSA. 

• Blankets and materials in contact with the patient should be laundered. 

Death: 

• No extra special precautions are required when a patient dies. The precautions 
taken in the laying-out of dead patients should be the same as those taken 
during life (e.g. lesions should be covered with an impermeable dressing). 

• Plastic body bags are not necessary. 

E. HEALTH CARE PERSONNEl. 

It is important to ensure that staff do not become carriers. These simple 
guidelines will help to prevent carriage among staff and should be implemented 
in liaison with the Occupational Health Department, where one exists, and the 
Infection Control Committee/Officer. 

• Staff with exfoliative pustular skin conditions should not, if possible, nurse 
MRSA patients. 

• All health care staff need to be informed of the possible consequences of MRSA 
carriage and infection. 

• Health care workers who themselves are in contact with MRSA carriers should 
seek advice from·the Infection Control Sister/Microbiologist in order to 
minimise infection. 

• Staff dealing with MRSA patients during an outbreak need to be screened on 
completion of this duty. 

• Staff with nasal carriage only can continue to work in low risk areas. They 
should not work in ICU or other high risk areas until 24 hours after 
commencing treatment. They should not perform dressings or aseptic 
procedures until 24 hours after commencing treatment. Treatment should be as 
per. Section C of these guidelines. 

• In the health care setting any exfoliative/pustular skin lesion should be reported 
to the supervisor who will advise on further management as necessary. 

II 



• Occasionally a more extensive screening (including nasal screening) of staff is 
required, e.g. during an outbreak, i.e. perineum, throat and axillae and abnormal 
skin sites. If any of these sites are positive for MRSA, work in high risk areas, 
including labour wards and theatres, should not be undertaken until three 
consecutive swabs are negative. These staff can :continue to work in low-risk 
areas. 

• Staff carrying MRSA in any site should be treated as per the guidelines in 
Section C. Post treatment swabs should be sent to the laboratory on 3 occasions 
at 2-day intervals. . 

• Staff found to be carriers should be treated sympathetically. Confidentiality is 
essential. They need reassurance about the condition. To this end, a designated 
person should be responsible for giving results to staff and for answering their 
queries. 

• Staff who deal with many patients in different units of the hospital, e.g. physio 
therapists and phlebotomists should be aware of the risk of MRSA and the 
measures to prevent carriage. 

• The Infection Control Committee may, in certain circumstances, advise the 
screening of all medical staff, physiotherapists apd other health care staff. 

• Chronic or repeat carriers should be managed on an individual basis. 

Agency staff: 

• Agencies/agency staff should be aware of the possible consequences of MRSA. 

• Hospital Occupational Health Department/Infection Control Team and agency 
should agree guidelines on MRSA. 

• A minimum number of agencies (if possible) should be used by hospitals so that 
employment and screening of staff can be co-ordinated. 

• Avoid using agency staff on MRSA-affected wards. If this is not possible, 
preference should be given to staff who can work for several days rather than 
just one or two sessions. 

• Agency staff with MRSA should not be assigned to high risk areas. 

• Nasal carriers can be employed after 24 hours treatment. 

• If agency staff are dealing with MRSA patients, 'they should be offered screening 
.. on leaving the MRSA-affected area. 



Table 1 
In cases.of hypersensitivity/contra indications seek specialist advice 

Pr()/lnctary Plc/Jara/ions COllstituents I CiIlI1 IJICII Is 
alld ludu:u(uJl/S 

HAND AND BODY WASHING: 

"Hibiscrub" chlorhexidine gluconate Use as a liquid soap. 
4% in a surfactant solution 

"Betadine Surgical Scrub" povidone iodine 7.5% in Use as a liquid soap. 
"Videne Surgical Scrub" a surfactant solution 

"Ster-Zac Bath triclosan 2% 1 sachet 
Concentrate"· for infants or 28.5 ml in bath water 

- standard adult bath; 
0.25 sachet or 7ml.in 
infant bath. 

ALCOHOLIC HAND RUB: 

"Hibisol" chlorhexidine 0.5% in Use undiluted on clean 
isopropyl alcohol hands. covering all 

surfaces. Rub in 
thoroughly until dry. 

"Manuseptll'" triclosan 0.5% Use undiluted on clean 
iso-propyl alcohol 70% hands. covering all 

surfaces. Rub in 
thoroughly until dry. 

CARRIAGE SITES: 

"Bactroban nasal" ointment mupirocin 2% in For mucous 
paraffin base only. (Agent of first 

choice). Do not use 
in pregnancy. 

II N aseptin 11 cream chlorhexidine- Suitable for skin 
hydrochloride 0.1% carriage sites. including 
neomycin sulphate 0.5% mucous membranes. 

May be used as 
alternative to 
mupirocin in 
pregnancy or when 
MRSA is. resistant 

I to mupirocin. 



"Ster·Zac Powder" hexachlorophane 0.33% Skin carriage sites. 
Do not use on 
broken skin. 

; 

"Bactroban" cream mupirocin 2% in Skin carriage sites and 
polyethylene glycol base small wounds. 

Avoid eyes, mucous 
membranes, large , 
wounds and large raw 
areas; do not use in 

, pregnancy or 
lactation. 

I 

"Betadine" spray povidone iodine 10% May be applied to 

I 
infected skin lesions 
and lacerations; 
avoid eyes. 
Contraiiulicated in 

I goitre and iodine 
hypersensitivity. 
Caution with use in 
pregnancy and 

I application by 
pregnant health care 
workers. 

"Braunovidon ll ointment povidone iodine 10% May be applied to 
r infected skin lesions 

and lacerations at the 
discretion of the 
patient's doctor. 
Contraindicated 

, in goitre and in 
, iodine 

hypersensitivity. 
Caution with use in 
pregnancy. , 

Table odoptedfrom: Worki"K Party Report, Revised Guidelines/or the Control of Epidemic MethiciJJin
Resistant Staphylocoaus au reus. journal 0/ Hospital/II/celion (1990): 16; 35/-377. 

• "Ster·Zac Bath Concentrate" cOlltaills tric/osan'2% alld not hexachloropha,.e . 
Liquidhexachlorophane should not be used in neonates. 

... This product is not licensed in the Republic of Ireland at the present time. 
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GUIDELINES FOR THE MANAGEMENT OF MRSA IN 
NURSING/RESIDENTIAL HOMES. OISTRICT/COMMUNITY 

HOSPITALS AND SPECIAL HOSPITALS. 

TIlese basic guidelines on good practice are easy to follow. They should be adhered to at 
al/ times. Nursing Home Care and Welfare Regulations. 1993. made under The 
Health (Nursing Homes) Act. 1990. require arrangements for the prevention of 
ill/ection and spread of infectious diseases. 

General Guidelines: 

A named staff member in the unit (probably the nurse-in-charge) will be 
responsible for ensuring that the following guidelines for the control of MRSA are 
implemented. 

HAND WASHING IS THE MOST IMPORTANT FACTOR IN PREVENTING THE 
SPREAD OF MRSA. GOOD HAND WASHING PROCEDURES MUST BE 
ADHERED TO BY ALL HEALTH CARE STAFF. 

For all patients: 

• Wash and dry hands carefully before and after handling the patient. 

• Use disposable gloves when changing dressings. doing invasive procedures or 
handling body fluids. 

MRSA IS NOT A REASON TO REFUSE ADMISSION FROM AN ACUTE 
HOSPITAL. OTHER INSTITUTION. OR FROM THE COMMUNITY. 

For MRSA patients: 

• Adequate information on all patients' health status and needs is required by 
nursing/residential homes on their admission. 

• When discharging a patient with (or with a history 00 MRSA to a nursing home, 
hospitals should inform the nursing home (in advance of discharge) of the 
patient's MRSA status. The discharge letter should include details of the 
patient's MRSA status and treatment regimen. 
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• Wash hands with an antiseptic (e.g. chlorhexidine) after dealing with a patient 
with MRSA . , 

• Staff changing dressings shoilld wear disposable' gloves and a plastic apron. 
I 

• Change dressings in the resident's'own room/area. 

• Cover infected wounds with appropriate dressings. 

• Affected residents do not need to be keptin an isolation room unless they have 
extensive MRSA infection. (e.g. extensive skin h~sions). 

• Label the patient's chart discreetly with. for example. a sticker bearing the 
letters MRSA. 

• Clearly indicate the patient's MRSA status in hospital admission letters and all 
other hospital correspondence dealing with patients with MRSA 
infection/colonisation (see Appendix 1). I 

• Inform hospitals. GPs. public health nurses. rela,tives. as appropriate. when 
patients with a history of MRSA are being transferred or discharged. 

• Inform the hospital in advance if the patient is to be admitted, attend OPD or 
casualty. 

• If the patient is to travel by ambulance. inform ambulance personnel of the 
patient's MRSAstatus. 

, 
• Management and staff need to be aware of the importance of MRSA Staff with 

extensive skin lesions (e.g. pustular or exfoliative) should be screened for 
MRSA and managed appropriately. 

• All skin lesions of an infective or exfoliative nature should be covered. 
, 

• If a nursing home/long-stay facility is in doubt ~bout the management of a staff 
member or patient with MRSA they should. according to local arrangements. 
contact the local microbiologist. infection control sister or public health 
physician and follow the advice given . 
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FACTS ABOUT METHICILLIN RESISTANT 
STAPHYLOCOCCUS AUREUS 

(MRSA) FOR HEALTH CARE PERSONNEL. 

WHAT IS MRSA? - MRSA stands for Methicillin Resistant 
Staphvlococcus aureus. 

StaphY/oeocglS allrells is a bacterium commonly found on the skin and in the nose 
of a proportion of healthy persons and is responsible for infections at many sites in 
the body. The discovery of semi· synthetic penicillins such as methicillin was a 
significant advance in the treatment of staphylococcal infections in the 1960s. It 
was gradually superseded by newer. better absorbed and less toxic antibiotics. 
including cloxacillin and fiucloxacillin. In the laboratory. methicillin resistance is 
an indicator of resistance to fiucloxacillin and to all other beta·lactam antibiotics 
such as cephaIosporins and co-amoxiclav (augmentin). Methicillin resistant 
Staphylococcus qurellS (MRSA) is often very resistant to almost all antibiotics. which 
is a matter of concern. Therefore. potentially toxic and expensive antibiotics such 
as glycopeptides (e.g. vancomycin) have to be used. 

WHERE IS IT FOUND? 

MRSA initially caused outbreaks of infection amongst patients in large tertiary 
referral hospitals in many parts of the world. including Ireland. in the 1970s. A 
number of epidemic strains of MRSA have been identified since then. and these 
continue to spread widely within hospitals and between hospitals. colonising staff 
and patients and being responsible for a variety of infections of varying severity in 
susceptible patients. Because patients who have acquired MRSA tend to carry it 
for long periods of time. it has more recently been identified amongst patients who 
are cared for in nursing homes and other long-term care facilities. 

WHO IS AT RISK, AND IS IT ALWAYS DANGEROUS? 

MRSA can cause serious infections. such as septicaemia. pneumonia and deep
seated surgical wound infections. Mortality can be as high or higher than serious 
infections with methicillin sensitive Staphylococcus aureus. Patients most at risk are 
those who are in acute hospitals and who are particularly debilitated. immunocom
promised. or seriously ill. including patients in intensive care units. burns. 
dermatology and surgical units. These patients will have a variety of invasive 
devices. such as urinary catheters and intra-vascular cannulae. and they may have 
had serious operations involving implantation of foreign material such as hip 
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replacements or vascular grafts. Hospital stay tends to be prolonged. and they 
often have repeated courses of antibiotics. When th~y recover from infection. they 
may carry MRSA for a time but tend to lose it after they return home when all 
wounds are fully healed and antibiotics are discontinued. Relatives and friends at 
home. are not at risk of infection. 

During an outbreak of M RSA. many patients may become colonised. Colonisation 
means that the patient has no signs or symptoms of:infection but is identified as 
carrying the micro-organism at sites such as the skin. nose. throat or in vascular or 
decubiti ulcers. . 

Patients who return to nursing homes or other long·term care facilities from acute 
hospitals where they may have acquired M RSA do [lOt usually present a problem to 
other residents if standard hygienic precautions are taken in their care. 

Health care workers who are in contact with patients with MRSA may themselves 
become colonised on the hands. in the nose or oth~r body sites. 

HOW DOES IT SPREAD? 

The main method of spread of MRSA is on the hands in the COllrse of patient 
related procedures. Patients who themselves are ckrriers may pass it to other 
patients if they come in close contact with them. e.g. sitting on other patients' beds 
or sharing equipment. ' 

MRSA spreads in the air where a patient may be very heavily colonised on the skin 
or in the respiratory tract. In such cases. droplets 'may contaminate the 
environment. ' 

HOW CAN WE PREVENT MRSA? 

HAND WASHING BETWEEN ATTENDING TO PATIENTS is the most 
effective method of preventing the spread of MRSA. 

EARLY IDENTIFICATION of cases and carriers. with appropriate treatment of 
carrier sites and isolation of cases in the acute hospital setting. will prevent 
spread. 

STRICT CONTROL OF ANTIBIOTICS IS ESSENTIAL in hospitals where 
MRSA is prevalent. as widespread use of both systemic and topical antibiotics 
predisposes tothe emergence of MRSA. 
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EARLY DISCHARGE OF PATIENTS FROM HOSPITAL reduces the risk of 
acquiring MRSA 

WHO DO I CONTACT FOR MORE INFORMATION? 

Contact the local health board for information on local arrangements. 
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MRSA 
INFORMATION FOR PATIENTS 

MRSA isa term used to describe a bacterium (germ), called the Staphylococcus 
=which no longer responds to many commonly used antibiotics. 

Staphylococci are found on the skin of most humans. They cause many common 
infections e.g. boils. Some patients treated with antibiotics may acquire MRSA In 
most cases this is no cause for concern. However, it may sometimes cause a 
problem for people who are very iII in hospital. This bacterium can spread from 
one person to another, therefore some precautions inay be necessary. 

Contact with family and friends who are healthy is ~ot a risk. 

When you are told that you have MRSA, there are y.'ays to help you get rid of it. 
These will be explained to you by the medical and/or nursing staff. 

Most people, when they leave hospital or complete'a course of antibiotics, lose 
MRSA 

If you are re-admitted to hospital, however, it would be helpful to let the staff know 
that you previously had MRSA 
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APPENDIX 1 
INFECTION CONTROL COMMITTEES 

The Group felt that it was important to stress: 

the need for and the role of Infection Control Officers and Infection Control 
Committees, not just in connection with MRSA control but also in relation to 
other infections. 

the need for collaboration between relevant disciplines in the control of 
infection, i.e. hospital microbiologists, infection control teams, public health 
specialists and general practitioners. 

Infection Control Officer: 

Each acute hospital should have an Infection Control Officer. He/she should be 
the consultant microbiologist of the hospital. If the hospital does not have a 
consultant microbiologist, a hospital consultant with an interest in infection control 
should be the Infection Control Officer. One of the roles of the Infection Control 
Sisler will be to report to the Infection Control Officer and to the Infection Control 
Committee. 

Each hospital should have an Infection Control Sister or access to same. The job 
description for such posts should include responsibility for community infection 
control as appropriate. 

Infection Control Committees: 

An Infection Control Committee, chaired by the Infection Control Officer, should 
be established in each acute hospital. The committee should advise on infection 
control within its own hospital. It may also provide advice for and recommend 
policies for infection control in long stay facilities and nursing homes etc., within a 
catchment area. 

Members of the committee should include a Regional Consultant Microbiologist 
(in cases where the hospital does not have a' microbiologist) and the following rep
resentatives. Other personnel could be incorporated as appropriate. 

From the Hospital 

• Medical - consultant and non-consultant representatives. .. 



• Infection Control Sister. 

• Senior Hospital Management. 

• Nursing - administrative and representatives from wards. theatre and ICU. 
as relevant I 

• Nurse Tutor (where relevant). 

• Pharmacist. 

• Central Sterile Supplies Representative. 

• Others where appropriate (e.g. senior laboratory stafO, 

From Public Health Medicine 

• A public health specialist. 

From units/long stay facilities in the area 

• A representative from units in the area where the Infection 
I 

• Control Committee considers this relevant. 

Functions of Infection Control Committees: 

• To establish policy for infection control and prevention. 

• To identify and investigate outbreaks of infection. 

• To establish policies for dealing with specific infections and for care of patients 
with particular infections. 

• To act in an advisory capacity on matters of infection. control and prevention. 

• To formulate policies for prevention of infection in.specialised hospitals/ 
institutions in the region in consultation with these units. 

• To establish hospital policy for cleaning. sterilisation and disinfection of 
equipment. i 

• To define policy for safe handling and disposal of waste. 

• To advise on the education and training needs 'of staffregarding the prevention 
and management of infection. . 
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APPENDIX 2 
LABORATORY METHODS 

The following laboratory methods are recommended: 

1. Screening: 

Use swabs pre-moistened in sterile saline or sterile water. 

Screening Media: 

Use Oxacillin plates i.e. mannitol salt agar containing 4 micrograms/ml of 
oxacillin. 

Nasal Swabs: Plate directly onto an oxacillin plate. 

Other Screening Swabs: Other swabs from a patient should be 
inoculated together into a nutrient broth. 
Incubate broth at 3TC overnight. 
Subculture onto an oxacillin plate. 

If positive Identify specific positive sites of 
infection by repeating the patient's 
screening swabs. On this occasion, plate 
them individually. 

2. Routine Clinical Specimens: 

a) Identify Staph. aureus in the usual way. 

b) Methicillin resistance is identified as follows: 

(i) Use 5% salt agar plate with a 25 microgram methicillin strip 
and incubate overnight at 3TC. 

or 

(ii) Use a blood agar or nutrient agar plate with a 25 microgram 
methicillin strip and incubate overnight at 30·C. 
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APPENDIX 3 
Letter to General Practitioner. 

This form is to notify the relevant health care pr,ofessionals that a patient is or 
was colonised/infected with MRSA This is lll!l a discharge letter. 

, 

=c--------:..,....",.---:-:- H ospi tal 
I:!epartment of Microbiology 

To: D~ ____________ ~ ___ 

Re: 

Dear Dr. 

The above patient of yours was found to be colonised/infected with methicillin 
resistant Staphylococcus aureus (MRSA). Sites fo~nd to be positive were as 
follows: 

The following topical treatment was administered (treatment and dates). 

The most recent swabs were obtained on ___ ~_ (date). 
All sites were negative. 
The following sites were positive, 
(delete whichever is not applicable) 

The present anti·staphylococcal treatment is as follows: 

This treatment should be continued for days. 
In the event that the patient has to be admitted to 'another hospital, please. advise 
the receiving doctor that the patient wasMRSA positive. 

I 
Yours sincerely 

Post 
Extension ____ -'/bleep number ____ __ 
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APPENDIX 3 
Letter to Infection Control Officer/Matron in the event of transfer to 

another hospitaVspeciai hospitaVnursing home. 

This form is to notify the relevant health care professionals that a patient is or 
was colonised/infected with MRSA This is ill!! a discharge letter. 

_--:: ____ -:-:--::- Hospital 
Department of Microbiology 

To: 

Re: 

Dear 
The above patient of yours was found to be colonised/infected with methicillin 
resistant Staphylococcus aureus. Sites found to be positive were as follows: 

Site Date Colonised Infected 
(Yes/No) (Yes/No) 

The following topical treatment was administered (treatment and dates). 

Systemic antibiotic treatment was/was not administered as follows: 

The most recent swabs were obtained on _____ (date). 
All sites were negative. 
The following, sites were positive. 
(delete whichever is noi applicable) 

The present treatment is as follows: 

This treatment should be continued for ____ days. 
In the event of any queries please contact ___ _ 
at extension number ~bleep number ___ _ 

Yours sincerely 

Post _______ _ 
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