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Most of the inappropriate glycopep-
tide use found in our study occurred 
in empiric vancomycin therapy. As in 
previous reports, prolonged empiric 
therapy (more than 72 hours) in 
patients with negative cultures and 
without neutropenia or evidence for 
catheter-related infection was a fre­
quent inappropriate use of van­
comycin.7910 This is a situation in 
which the use of vancomycin should 
be discouraged. 
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SHEA Guideline for 
Preventing Nosocomial 
Transmission of 
Multidrug-Resistant 
Strains of Staphylococcus 
aureus and Enterococcus 

The following questions were 
submitted by Kathleen LeDell, MPH, 
RN, Infection Control and Anti­
microbial Resistance Unit, Acute 
Disease Investigation and Control 
Section, Minnesota Department of 
Health, Minneapolis, Minnesota, 
regarding the "SHEA Guideline 
for Preventing Nosocomial Trans­
mission of Multidrug-Resistant 
Strains of Staphylococcus aureus and 
Enterococcus."1 Several of the authors 
of the SHEA guideline (Carlene A. 
Muto, MD, MS, University of 
Pittsburgh School of Medicine and 
Graduate School of Public Health, 
Pittsburgh, Pennsylvania; William R. 
Jarvis, MD, retired from the Centers 
for Disease Control and Prevention, 
Atlanta, Georgia; and Barry M. Farr, 
MD, MSc, University of Virginia 
Health System, Charlottesville, 
Virginia) have responded to these 
questions. Their answers are in ital­
ics. 

To the Editor: 
I am writing regarding the "SHEA 

Guideline for Preventing Nosocomial 
Transmission of Multidrug-Resistant 
Strains of Staphylococcus aureus and 
Enterococcus,"1 published in the May 
2003 issue of Infection Control and 
Hospital Epidemiology. 

I thank you for publishing this 
informative and thought-provoking 
guideline. The research is thorough 
and I believe that these recommenda­
tions should be strongly considered 
by healthcare facilities. 

However, I do have some ques­
tions about how these recommenda­
tions would be operationalized in a 
facility that chooses to implement 
them. 

The guideline does not define 
patients at high risk for carriage of 
methicillin-resistant Staphylococcus 
aureus (MRSA) or vancomycin-resis-
tant enterococci (VRE). Presumably, 
these are nursing home residents or 
patients with prior hospitalization. It 
would be helpful if this were 
explained. I am also curious as to 

what percentage of patients would fall 
into these risk groups and warrant 
culturing, so that it would be possible 
to get an indication of how many 
patients this would involve. 

As mentioned in the Society for 
Healthcare Epidemiology of America 
(SHEA) guideline, risk has varied 
from country to country and hospital to 
hospital.1 The principal risk factor has 
been healthcare, so patients coming 
from other healthcare facilities or those 
with a history of exposure to healthcare 
facilities (especially with antimicrobial 
treatment) may be at high risk. In 
countries such as the Netherlands, the 
risk of MRSA is low because the mea­
sures recommended by the SHEA 
guideline (ie, active surveillance cul­
tures and contact precautions) are rou­
tinely used; patients returning from 
healthcare facilities in other countries 
not using surveillance cultures and 
contact precautions are routinely at a 
higher risk. The implementation of sur­
veillance cultures in each facility would 
allow for the recognition of high-preva­
lence referral facilities and other risk 
factors. It would also determine the per­
centage of patients at risk. For patients 
remaining in the institution, the 
amount and duration of antimicrobial 
therapy, duration of stay, and location 
in a high-risk area can each serve as a 
marker for high-risk patients, as men­
tioned in the guideline.' 

Are those patients who have sur­
veillance cultures performed on admis­
sion placed in contact precautions pend­
ing the results of their cultures? It 
would seem that for this strategy to 
work, they would have to be. Also, 
would masks be indicated as part of 
empiric precautions due to the chance 
that the patients might have MRSA? 

Most of the 44 studies cited in the 
guideline that reported success with 
surveillance cultures and contact pre­
cautions did not isolate patients until 
cultures were positive, so this is not 
always necessary. However, it is true 
that optimal control would likely come 
from the isolation of colonized patients 
on admission. Above some threshold 
prevalence, surveillance cultures and 
contact precautions likely save money 
by preventing spread, consequent 
(more expensive) infections, and 
greater numbers of patients requiring 
isolation, as discussed in the guideline. 
In recommendation III. 3., we suggest­
ed that universal gloves or gowns and 
gloves could be considered for patients 
with cultures pending. 
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The average length of stay for 
hospitalized patients in Minnesota is 
4.4 days. In the absence of affordable, 
reliable commercial polymerase 
chain reaction tests for MRSA and 
VRE, many patients would be in con­
tact precautions for most (if not all) of 
their stay because culture results 
would not be available in time. 

A 4.4-day mean stay results from 
some relatively healthy patients staying 1 
to 2 days (with low risk for carriage or 
spread) and others staying considerably 
longer (and having much higher risk for 
both carriage and spread). A recent 
study at a tertiary-care hospital treating, 
on average, the sickest patients in a state 
of 7 million people showed that a sur­
veillance culture program identified 437 
patients on admission who would have 
gone unisolated for 3,247 patient-days 
(7.4 days per patient) if not detected by 
surveillance cultures (only 15% had a 
routine clinical culture positive for 
MRSA during the entire hospital stay, a 
mean of 5.4 days after admission).2 The 
mean hospital stay during the study was 
approximately 5.5 days. Because MRSA 
patients often get readmitted, detection 
can prevent spread during subsequent 
admissions. 

If patients are to be placed in 
contact precautions while awaiting 
culture results, would there be 
enough private rooms at most facili­
ties to accomplish this? Such patients 
could not be cohorted because we 
would not yet know their MRSA or 
VRE status. Also, there would be 
increased costs associated with keep­
ing these patients in empiric contact 
precautions. 

The number of private rooms 
should not be an impediment because 
most facilities initially will need to use 
cohorts involving larger rooms. The 
decision about cohorting patients with 
pending cultures can be made in each 
facility based on its own rates of posi­
tive cultures for different groups. Such 
patients should not be cohorted with 
patients who are known to be colonized. 
Cohorting should not be viewed as a 
new risk because hospitals not using 
surveillance cultures and contact pre­
cautions have routinely housed untest­
ed colonized and noncolonized patients 
in the same room. As cited in the guide­
line, all of the cost-effectiveness studies 
so far have shown lower costs associat­
ed with the use of surveillance cultures 
and contact precautions than without 
their use (ie, using standard precau­
tions). 

How many cultures would be 
performed for each patient? At a min­
imum, the guideline suggests nares 
and rectal cultures each time. Other 
possible additional culture sites are 
mentioned. Who would pay for these 
cultures? Presumably, the healthcare 
facility would do so. 

As stated in recommendation I. 
6., the frequency of cultures should 
depend on the prevalence in that facili­
ty. In a country where MRSA and VRE 
are rare and the frequency of patients 
returning from countries with higher 
rates is very low, not many cultures will 
be needed. If 50% of all patients have 
MRSA, VRE, or both, far more cultures 
will be needed. In such a facility, a 
sweep of all patients should be done and 
cohorts established. Cultures of high-
risk admissions should be performed to 
detect and isolate colonized patients; a 
high-risk facility will likely have shared 
this high risk with its referral facilities. 
As mentioned in the guideline, cultures 
of the nose and of broken skin should be 
used for MRSA and rectal or perirectal 
cultures for VRE. The cost-effectiveness 
studies mentioned above suggest that 
surveillance cultures and contact pre­
cautions will save money as compared 
with letting more expensive infections 
continue to spread out of control. The 
cost of a culture is small compared with 
the cost of a hospital stay, and can thus 
be borne by the hospital or charged to 
the patient, depending on the philoso­
phy and practices of the individual 
facility. Either way, cultures should be 
done at cost (ie, for media, supplies, 
and technologists' time), as both the 
hospital and patients benefit from con­
trolling antibiotic-resistant infections. 

Weekly surveillance cultures are 
recommended. Because patients can 
become colonized quickly, would this 
be often enough to accomplish the 
goal of prompt isolation? However, 
culturing more often (eg, after each 
prior set comes back [approximately 
every 3 days]) could be prohibitively 
time consuming and expensive. 

Many studies have shown control 
(and even eradication of the pathogen) 
using weekly surveillance cultures among 
patients staying on high-risk wards, so 
more frequent cultures are probably not 
necessary in most circumstances. 

Facilitating and monitoring all of 
these cultures would be labor inten­
sive for infection control departments 
that are likely already stretched thin. 
How can administrative "buy in" be 
achieved? 

We agree that infection control 
programs are often underfunded and 
undermanned (especially given pub­
lished data showing that investment in 
this area saves money). We believe that 
you and your colleagues at our many 
public health departments could help 
the hospital infection control commu­
nity get administrative buy in by sup­
porting the SHEA guideline (eg, the 
Rhode Island Health Department 
endorsed a similar approach for Rhode 
Island hospitals to control MRSA last 
year). With support from health 
departments and the Centers for 
Disease Control and Prevention 
(CDC), the Centers for Medicare and 
Medicaid Services could be encouraged 
to require the use of this approach by 
all healthcare facilities accepting feder­
al dollars as part of Medicare or 
Medicaid. The cost of this initiative 
may seem large, as did that of switch­
ing to needleless intravenous infusion 
systems or of requiring respirator fit 
testing for all healthcare workers who 
might enter a tuberculosis isolation 
room, but the latter were required to 
comply with an advisory from the Food 
and Drug Administration and a rec­
ommendation from the Occupational 
Safety and Health Administration, 
respectively, and healthcare facilities 
quickly found ways to implement these 
policies. The differences with perform­
ing surveillance cultures and contact 
precautions are that there are far more 
data showing that this method works 
and that it should result in significant 
long-term healthcare savings, whereas 
the other interventions mentioned did 
not result in detectable savings for the 
healthcare system. 

Surveillance cultures are recom­
mended in all types of healthcare set­
tings. Presumably, this would include 
outpatient clinics and emergency 
departments. How would this be 
implemented? Even if a polymerase 
chain reaction test were available, 
would those results be available quick­
ly enough to institute precautions 
while the patient was still in the facili­
ty? Again, many patients would be 
placed in empiric contact precautions 
in a variety of healthcare settings. 
What would this mean in a practical 
sense? 

Patients colonized with MRSA, 
VRE, or both regularly enter outpatient 
clinics, resulting in spread, but we 
would not suggest surveillance cultures 
in this setting. There are no data eval­
uating the use of surveillance cultures 
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performed in a clinic. We recommend 
performing surveillance cultures in 
hospitals and nursing homes, but 
would use contact precautions for colo­
nized patients returning to a clinic. 

The guideline suggests that con­
tact precautions may require modifi­
cations in other settings such as nurs­
ing homes and psychiatric wards. 
What would these modifications be? 

Four published studies showing 
control in the long-term-care facility set­
ting with this approach were cited in the 
guideline3'6 and two of those comment 
on the use of such modified approach­
es.3-4 Tliese involved allowing patients 
social contact while still taking mea­
sures to prevent physical contact. For 
example, patients could be allowed mod­
ifications on a case-by-case basis to meet 
special needs (eg, allowing patients to 
come out of a private room to attend 
group activities under certain condi­
tions). This could involve cleansing 
hands, putting on clean clothes, and sit­
ting in a dedicated spot during the meet­
ing. 

I understand that the data sup­
ported the use of gowns in addition to 
gloves. However, in light of the above 
issues, would it perhaps be a reason­
able approach to institute universal 
gloving for all patients, with or with­
out surveillance cultures? It seems 
that, in a sense, this guideline is rec­
ommending that contact precautions 
become "de facto" standard precau­
tions for many patients. 

There have been no studies show­
ing long-term control with universal 
barriers alone, so this could not be rec­
ommended in an evidence-based guide­
line. As discussed in the guideline, uni­
versal contact precautions would also 
cost more than the approach we have 
recommended. 

Was this guideline reviewed by 
the Healthcare Infection Control 
Practices Advisory Committee (HIC-
PAQ? Also, does this guideline 
reflect what will be included in the 
draft revision of the CDC "Isolation 
Guideline for Hospitals?" 

The SHEA guideline was avail­
able to HICPAC and a HICPAC draft 
of a new version of its isolation guide­
line was made available to the SHEA 
Task Force and the SHEA Board of 
Directors several months before the 
SHEA guideline was published. After 
months of review and presentations by 
both groups, the SHEA Board decided 
that the SHEA guideline represented a 
better approach to controlling MRSA 
and VRE than did the approach recom­
mended in the HICPAC draft, 
which allowed standard precautions to 
be the usual approach in most facili­
ties. 

If community-associated MRSA 
becomes more prevalent, how will 
this affect the risk groups recom­
mended for surveillance cultures? In 
Minnesota, approximately 15% of 
MRSA meets the CDC definition for 
community-associated MRSA These 
patients would not be included in any 
currently defined high-risk group for 
healthcare-associated MRSA and 
would therefore be missed. 

Although community-acquired 
MRSA has been increasing for years, 
less than 1% of individuals are colo­
nized with MRSA, according to recent­
ly conducted prevalence studies.78 In 
many areas, exposure to healthcare or 
to individuals who have been exposed to 
healthcare appears to account for many 
cases of MRSA identified in the com­
munity.711 Regardless of where an 
antibiotic-resistant pathogen is 
acquired, it will enjoy a selective 
advantage to survive, proliferate, and 
spread once introduced into the health­
care setting. Because spread can be 
maximal in this setting, control can 
also be optimal in this setting. A previ­
ous publication from your department 
showed an important risk factor that 
could be used to facilitate detection of 
the new mecIV strain that was circu­
lating prominently in a "semi-closed" 
community in Minnesota. This could 
involve cultures on admission. 

Again, thank you for all of your 
work on these issues. Your responses 

to my questions are greatly appreciat­
ed and will help me communicate 
with the Minnesota infection control 
community about this guideline. 
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