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Guidelines for the control and prevention of meticillin-resistant Staphylococcus aureus (MRSA) in healthcare facilities

Adapted from Journal of Hospital Infection (2006) 63S, S1eS44
SECTION 1: Specific advice regarding visits to outpatients and specialist departments

General Guidance:

Visits by MRSA patients to out-patients departments should be kept to a minimum. If this is necessary, either for investigation or treatment, prior arrangements should be made with staff of the receiving department, so that control of infection measures for that department can be implemented.

These should include:

· dealing with these patients at the end of the  working session if at all possible;

· the patient should spend the minimum time in the department, being sent for when the department is ready and not left in a waiting area with other patients
· staff coming into close contact with the patient should wear disposable aprons. Staff should avoid direct contact with other patients whilst dealing with an MRSA-positive patient;

· equipment and the number of staff attending should be kept to a minimum;

· surfaces with which the patient has had direct contact should be decontaminated with hot water and detergent;

· linen should be treated as infected
· staff should decontaminate their hands after contact with the patient.

Surgical/invasive procedures

Prior to any planned invasive procedure, efforts should be made to minimize the risk of infection through topical and systemic decolonization, and

prophylactic antimicrobial therapy, as appropriate.

It may be considered desirable to place the individual at the end of a procedure list, although in environments with mechanically filtered ventilation such as operating theatre suites, the number of air exchanges should render this unnecessary. Good infection control practices, which should be in place between all patients, should reduce the risk of cross-infection (Category 1b).

Cleaning and decontamination

Management of the environment and equipment is important in reducing the spread of MRSA. Cleaning regimens for isolation facilities should focus on the minimizing of dust and the removal of fomites from contact areas. This should be a two-fold approach; firstly, the management of the occupied facility, and then the terminal clean of the facility after discharge of the patient. Cleaning regimens and

products should be in accordance with local policy, but should include the removal of organic material with a general-purpose detergent. Cleaning regimens

should be audited regularly 

Patient equipment, e.g. wheelchairs, hoists, slings, sphygmomanometer cuffs, etc., should either be capable of being decontaminated (and be decontaminated before use with other patients), or should be single-patient use and discarded

as clinical waste at the end of a period of use (Category 1b).

SECTION 2: Standard principles for preventing hospital-acquired infections

(A) Hospital environmental hygiene

· The hospital environment must be visibly clean, free from dust and soilage, and acceptable to patients, their visitors and staff.

· Where a piece of equipment is used for more than one patient (e.g. commode, bath hoist), it must be cleaned following every episode of use.

· Statutory requirements must be met in relation to the safe disposal of clinical waste, laundry arrangements for used and infected linen, food hygiene and pest control.

· All staff involved in hospital hygiene activities must be included in education and training related to the prevention of hospital-acquired infection.

(B) Hand hygiene

Hands must be decontaminated immediately before each and every episode of direct patient contact/care and after any activity or contact that potentially results in hands becoming contaminated.

· Hands that are visibly soiled or potentially grossly contaminated with dirt or organic material must be washed with liquid soap and water.

· Application of an alcohol-based hand rub or handwashing with liquid soap and water must be performed to decontaminate hands between caring for different patients, or between different caring activities for the same patient.

· All wrist and (ideally) hand jewellery must be removed at the beginning of each clinical shift before regular hand decontamination begins.

· Cuts and abrasions must be covered with waterproof dressings.

· Effective handwashing involves three stages: preparation, washing and rinsing, and drying.
· Preparation requires wetting hands under tepid running water before applying liquid soap or an antimicrobial preparation. The handwash solution must come into contact with all the surfaces of the hand. The hands must be rubbed together vigorously for a minimum of 10 -15 s, paying particular attention to the tips of the fingers, the thumbs and the areas between the fingers. Hands should be rinsed thoroughly prior to drying with good-quality paper towels.

· When decontaminating hands with an alcohol hand rub, hands should be free of dirt and organic material. The hand rub solution must come into contact with all surfaces of the hand. The hands must be rubbed together vigorously, paying particular attention to the tips of the fingers, the thumbs and the areas between the fingers, until the solution has evaporated and the hands are dry.

· An emollient hand cream should be applied regularly to protect skin from the drying effects of regular hand decontamination. If a particular soap, antimicrobial handwash or alcohol product causes skin irritation, occupational health advice should be sought.

(C) The use of personal protective equipment

· Protective equipment should be selected on the basis of an assessment of the risk of transmission of micro-organisms to the patient, and the risk of contamination of healthcare practitioners’ clothing and skin by patients’ blood, body fluids, secretions and excretions.

· Gloves must be worn for invasive procedures, contact with sterile sites, non-intact skin and mucous membranes, all activities that have been assessed as carrying a risk of exposure to blood, body fluids, secretions and excretions, and when handling sharp or contaminated instruments.

· Gloves should be worn as single-use items.

· Gloves should be put on immediately before an episode of patient contact or treatment and should be removed as soon as the activity is completed. Gloves should be changed between caring for different patients, or between different care/treatment activities for the same patient.
· Gloves must be disposed of as clinical waste and hands should be decontaminated following the removal of gloves.
· Gloves conforming to European Community standards and of an acceptable quality must be available in all clinical areas.
· Alternatives to natural rubber latex (NRL) gloves must be available for use by practitioners and patients with NRL sensitivity.
· Powdered and polythene gloves should not be used in healthcare activities.
· Disposable plastic aprons should be worn when there is a risk that clothing or uniform may become exposed to blood, body fluids, secretions and excretions, with the exception of sweat.
· Full-body fluid-repellent gowns should be worn where there is a risk of extensive splashing of blood, body fluids, secretions and excretions, with the exception of sweat, on to the skin of healthcare practitioners.
· Plastic aprons should be worn as single-use items for one procedure or episode of patient care, and then discarded and disposed of as clinical waste.
· Face masks and eye protection should be worn where there is a risk of blood, body fluids, secretions and excretions splashing into the face and eyes.
· Respiratory protective equipment should be used when clinically indicated.
(D) The safe use and disposal of sharps

· Sharps must not be passed directly from hand to hand, and handling should be kept to a minimum.

· Needles must not be bent or broken prior to use or disposal.

· Needles and syringes must not be disassembled by hand prior to disposal.

· e Needles should not be recapped.

· Used sharps must be discarded into a sharps container (conforming to UN3291 and BS 7320 standards) at the point of use. These must not be filled above the mark indicating that they are full. Containers in public areas must not be placed on the floor and should be located in a safe position.

· The use of needlestick-prevention devices should be considered where there are clear indications that they will provide safe systems of working for healthcare practitioners.

· A rigorous evaluation of needlestick-prevention devices should be conducted to determine their effectiveness, acceptability to practitioners, impact on patient care and cost benefit prior to widespread introduction.
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