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MMeettiicciilllliinn  RReessiissttaanntt  SSttaapphhyyllooccooccccuuss  aauurreeuuss  ((MMRRSSAA))  
SSccrreeeenniinngg  aanndd  SSuupppprreessssiioonn    

QQuuiicckk  RReeffeerreennccee  GGuuiiddee  ffoorr  PPrriimmaarryy  CCaarree  
FFoorr  ccoonnssuullttaattiioonn  aanndd  llooccaall  aaddaappttaattiioonn  

 MRSA control is important to minimise prevalence and clinical impact, and prevent occurrence in MRSA-free areas.1 
 MRSA prevalence in UK: <1% of patients living at home,4 22% of care home residents3 and 40% of positive S. aureus 

blood cultures.2 82% of those with MRSA infection are ≥ 60 years.6 
 Some MRSA-colonised patients develop infection,1 which is associated with increased mortality.5  
 MRSA-colonised patients are at risk of developing surgical site infections caused by their colonising strains. 
 The management of symptomatic MRSA infections in the community will be covered in BSAC guidance being developed. 

 WHEN IS PRIMARY CARE INVOLVED? 

 
GPs may be asked to screen and decolonise patients if, for example, a patient elects to have surgery outside their PCT. 
Hospitals may have local protocols that should be followed. If not, this guidance offers an evidence-based approach. 
Many hospitals have pre-admission clinics to select and screen patients for MRSA. 

 MRSA SCREENING 
 Which patients should I screen for MRSA? 
B 
 
A 
 
A 

GPs or pre-admission clinics should screen patients awaiting elective admission who meet local screening criteria that 
are likely to include patients at: 

1. high risk of suffering serious MRSA infections (includes surgical procedures such as prosthetic implant) or on 
units with a high proportion of MRSA infections among colonised patients (includes intensive care, burns, 
transplantation, cardiothoracic, orthopaedic, trauma, vascular surgery, renal & referral centres).1,7 

2. high risk of MRSA carriage - previous MRSA infection or colonisation, frequent readmission to healthcare 
facilities, recent inpatient/resident at hospital or care facility with known or likely high MRSA prevalence1 

 How do I screen a patient for MRSA? 
D 
A 
 

In most cases, patients should be swabbed as close to elective admission as possible.[a] 

Swab anterior nares (nose) and skin lesions or wounds.[b]1  

Wipe a swab around inside rim of patient’s nose for 5 seconds.  Label the bacteriology form “MRSA screen”. 
 INTERPRETING THE LABORATORY REPORT 

 
Only MRSA will be looked for when swabs are labelled “MRSA screen”. 
Positive cultures are reported as “MRSA isolated”.   Negative cultures are reported as “MRSA not isolated”.8 
After the first swab, laboratories do not usually report antibiotic susceptibilities. 

 SUPPRESSION OF MRSA[c] 
 
D 
 
 

Regimens aim to reduce MRSA below detection level at time of risk, to decrease chance of infection and spread. 
Suppression should take place in the 5 days prior to operation,10 as it may not be successful in the long term.11  
Nasal and skin treatments may only suppress MRSA,9 therefore always advise admitting ward of patient’s MRSA status, 
to allow appropriate pre-operative preparation and prophylaxis.  
Systemic treatment should only be prescribed in line with local policy. 

 How do I suppress MRSA? 
B 
 
 

To reduce persistent MRSA carriage, treat underlying skin conditions (e.g. eczema, dermatitis), remove and/or replace 
invasive devices and treat skin breaks.1,14  Choice of skin regimen for patients with underlying skin conditions should 
consider the potential for skin irritation.[d]15  Where necessary, seek advice from Dermatologist.  

B Use both nasal and skin regimens 
 Area Regimen Instructions 

 Nasal A 2% mupirocin in paraffin base 
3 times a day for 5 days 

A 
A 

Apply pea-sized amount to inner surface of each nostril. 
Patients should be able to taste mupirocin at back of throat. 

 Skin A 

4% chlorhexidine gluconate 
body-wash/shampoo 
Alternatives: 7.5% povidone iodine 
or 2% triclosan.1  
Daily for 5 days 

A 
A 
 
B 
D 

Moisten skin and apply undiluted antiseptic then rinse.  
Particularly apply to known carriage sites (axilla, groin & 
perineum).  Wash hair using antiseptic body-wash/shampoo.  
After washing, use clean towels, sheets & clothing.12  

Launder items separately from other family members, using 
as high a temperature as fabric allows.13  

  

 POST-SUPPRESSION SCREENING 
 How do I know if a patient’s MRSA has been suppressed? 
 
D 
 

Refer to appropriate hospital policy regarding requirement for clearance screens prior to admission.  
Where necessary, perform 3 screens (as above), one week apart. Begin at least 48 hrs after end of antiseptic & antibiotic 
therapy.  If decolonisation fails, seek advice from the Infection Control Team.   

 What do I do if a patient is discharged from hospital MRSA positive? 
D Generally, MRSA-positive patients do not require special treatment after discharge.1  

 
A 
 
 

Where practical, standard infection control procedures should be followed. MRSA-positive patients undergoing medical 
or nursing procedures in primary care (e.g. wound dressings, minor surgery) should be seen at the end of the list.12  
A patient information leaflet is available from16: http://www.prodigy.nhs.uk/patient_information/pils/mrsa.htm 

 KEY A B C D indicates grade of recommendation
 This guidance was produced by the South West GP Microbiology Laboratory Use Group in collaboration with GPs, Association of 

Medical Microbiologists and experts in the field, and is in line with other UK GP guidance including CKS. 
 This guidance should be adapted locally to comply with local Trusts’ MRSA screening & admission/operation policies. 
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[a]:  An alternative strategy would be to screen patients in sufficient time to allow possible decolonisation regimen and three 

post-decolonisation screening swabs prior to elective admission. Patients who are MRSA-negative who live in their own 
home are at minimal risk of colonisation prior to admission however, residents of care facilities are at risk of recolonisation 
and may require re-screening on admission.1 

[b]:  In addition to the nares and wounds, it may increase screening sensitivity to swab the perineum/groin.17 There is no good 
quality evidence in the literature regarding which patients and which body sites should be screened and current practice is 
varied.1 Recommendations of the Joint Working Party for BSAC, HIS and ICNA are that the following sites should be 
sampled: anterior nares, skin lesions or wounds, sites of catheters, catheter urine, groin/perineum, tracheostomy and other 
skin breaks and sputum from patients with a productive cough.1 However, carriage is most common in the nares and most 
patients who are positive at other sites are also positive in the nares.7 Swabbing both nostrils only gives a minor increase in 
yield,18 however, most current guidelines recommend swabbing both nares (with the same swab).10,12,17  There is no 
evidence that moistened swabs have increased recovery compared to dry swabs, however, many guidelines recommend 
moistening the swab with sterile water or saline prior to swabbing.17 

[c]: The term ‘suppression’ has been used in this guideline where others have used ‘decolonisation’, ‘decontamination’ and 
‘reducing the burden’. We consider ‘suppression’ to accurately describe the decrease in isolation of MRSA that can be 
achieved following antimicrobial regimens. 

[d]: Chlorhexidine gluconate 4% may not be suitable for patients with underlying skin disease.15 Kampf and Kramer15 state that 
irritant contact dermatitis is highest for preparations containing 4% chlorhexidine gluconate used for hand hygiene and less 
frequent for preparations with lower concentrations of chlorhexidine gluconate and lowest with well-formulated alcohol-
based hand rubs. They found insufficient evidence to investigate irritation caused by triclosan and do not comment on 
povidone iodine.   

References 
 

1.  Coia JE, Duckworth GJ, Edwards DI et al. Guidelines for the control and prevention of meticillin-resistant Staphylococcus 
aureus (MRSA) in healthcare facilities J Hosp Infect 2006; 63S: S1-S44. 

2.  Health Protection Agency. Trends in Antimicrobial Resistance in England and Wales, 2004-2005. Health Protection 
Agency, London 2006.  

3.  Barr B, Wilcox M, Tompkins D et al. A methicillin resistant Staphylococcus aureus (MRSA) prevalence survey, in Leeds 
care homes Infect Control Hosp Epidemiol 2007. In press 

4.  Maudsley J, Stone SP, Kibbler CC et al. The community prevalence of methicillin-resistant Staphylococcus aureus (MRSA) 
in older people living in their own homes: implications for treatment, screening and surveillance in the UK J Hosp Infect 
2004; 57: 258-262. 

5.  Cosgrove SE, Sakoulas G, Perencevich EN et al. Comparison of mortality associated with methicillin-resistant and 
methicillin-susceptible Staphylococcus aureus bacteraemia: a meta analysis Clin Infect Dis 2003; 36: 53-59. 

6.  Gemmell CG, Edwards DI, Fraise AP et al. Guidelines for the prophylaxis and treatment of methicillin-resistant 
Staphylococcus aureus (MRSA) infections in the UK J Antimicrob Chemother 2006; 57: 589-608. 

7.  Department of Health. Screening for Meticillin-resistant Staphylococcus aureus (MRSA) colonisation. A strategy for NHS 
trusts: summary of best practice 2006. http://www.dh.gov.uk/reducingmrsa 

8.  Health Protection Agency. Specimens for Screening for MRSA. Standard Operating Procedure BSOP 29 2004; 4:  
9.  Loeb M, Main C, Walker-Dilks C et al. Antimicrobial drugs for treating methicillin-resistant Staphylococcus aureus 

colonization (Review) The Cochrane Library 2004; 4. 
10.  University College London Hospital. MRSA information for primary care University College London Hospital 2006.  
11.  Simor AE, Philp I, McGeer A et al. Randomized controlled trial of chlorhexidine gluconate for washing, intranasal 

mupirocin, and rifampicin and doxycycline versus no treatment for the eradication of methicillin-resistant Staphylococcus 
aureus colonization Clin Infect Dis 2007; 44: 178-185. 

12.  Methicillin Resistant Staphylococcus aureus (MRSA) Lothian Health Guidelines 2000.  
13.  NHS Dumfries and Galloway. Guidance on the management of MRSA in primary care NHS Dumfries and Galloway 2005;  
14.  Harbarth S, Liassine N, Dharan S et al. Risk factors for persistent carriage of methicillin-resistant Staphylococcus aureus 

Clin Infect Dis 2000; 31: 1380-1385. 
15.  Kampf G, Kramer A. Epidemiologic background of hand hygiene and evaluation of the most important agents for scrubs and 

rubs. Clin Microbiol Rev 2004;17:863-93.  
16. Prodigy. MRSA Patient Information Leaflet Prodigy 2004. http://www.prodigy.nhs.uk/patient_information/pils/mrsa.htm 
17. Guidelines for the control of methicillin-resistant Staphylococcus aureus in New Zealand.  Ministry of Health, New Zealand; 

2002. http://www.moh.govt.nz/publications/guidelines 
18. Eriksen NHR, Espersen F, Rosdahld VT, Jensen K. Evaluation of methods for the detection of nasal carriage of 

Staphylococcus aureus. APMIS 1994;102:407-12. 
19. Wenzel RP, Reagan DR, Bertino JSJr, Baron EJ, Arias K. Methicillin-resistant Staphylococcus aureus outbreak: a consensus 

panel's definition and management guidelines. Am J Infect Control 1998;26:102-10. 
 


