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Q:  What is Staphylococcus aureus? 
A:  Stapylococcus aureus are bacteria commonly carried on the skin or in the nose of healthy, often asymptomatic people.  25% or 
30% of the population is colonized (when bacteria are present but not causing an infection) in the nose with staph bacteria.  Most 
skin infections are minor pimples and boils and can be treated, but staph bacteria can also cause surgical wound infections, 
bloodstream infections and pneumonia. 
 
Q: What is Methicillin resistant Staphylococcus  aureus? (MRSA) 
A:  Some staph bacteria are resistant to antibiotics.  MRSA is a type of staph that is resistant to antibiotics called beta-lactams.  
Beta-lactam antibiotics include methicillin and other more common antibiotics such as oxacillin, penicillin and amoxicillin.  While 
25% -30% of the population is colonized with staph, approximately 1% is colonized with MRSA 
 
Q:  What does it mean if a patient is colonized? 
A:  Colonization refers to the presence of bacteria in or on a host with growth and multiplication, but no tissue invasion or damage, 
no symptoms other than a positive culture.  Colonization can lead to infection, which is the entry and multiplication of 
microorganisms in the tissues of the host, leading to local or systemic signs and symptoms of infection. 
 
Q:  What is active surveillance and why is it important? 
A:  Many organizations such as The Centers for Disease Control and Prevention (CDC) and The Society for Healthcare 
Epidemiology of America (SHEA) recommend active surveillance of some or all patients for MRSA. A nasal swab is collected 
and barrier precautions are initiated for all positive patients, even those colonized.  Another method used is to also isolate any 
patient with a history of MRSA in the past, culture them and maintain isolation if positive.  Some populations can benefit by from 
decolonization, like those facing surgery. The treatment might lessen the possibility of a surgical patient later developing a wound 
infection, but colonization may persist in spite of treatment. 
 
Q: When can a patient with MRSA be taken out of isolation? 
A:   There are no set protocols for removing contact precautions.  Some hospitals have adopted three negative cultures from the 
infected site as well as other at risk sites, within a week, as a reasonable policy.  Some facilities continue with contact precautions 
until discharge. 
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Q:  Which patients are at most risk for MRSA? 
A:  The population always thought to be most at risk is that group of patients living in close quarters, who are elderly, those who are 
immune compromised, any patient with a device such as a hip implant, or a long term ventilator, and patients who have had a past history 
of MRSA.  With the advent of Community-acquired MRSA (CA-MRSA), there ha een in increase in skin lesions in populations who 
have close skin-to-skin contact, openings in the skin such as cuts or abrasions, cont inated items and surfaces, crowded living 
conditions and poor hygiene.  Athletic teams, prison populations and schools have en CA-MRSA outbreaks. 
 
Q: How do we prevent the spread of MRSA? 
A:  Judicious use of antibiotics, the appropriate barrier precautions and rigorous ha
attempting to decrease the incidence of MRSA cross contamination. 
 
Q:  Why is it important to monitor Vancomycin use? 
A: With resistant staph, Vancomycin has been widely used to treat infections, howe
bacterial strains. Avoiding over-use is crucial.  Some valid reasons to use Vancomy
beta-lactam allergy, known, prior colonization with MRSA, high risk due to acute i
within the last year, prior to admission, increased MRSA rate for facility or specific
dialysis, inpatient stay longer than 24 hours prior to principal procedure. 
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