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Definitions for the purposes of this document 
 
Methicillin Resistant Staphylococcus aureus ( MRSA)    
Staphylococcus aureus that demonstrates resistance to methicillin (semi-synthetic penicillins) 
and all other � -lactam antibiotics. 
 
Community-associated MRSA (CA-MRSA)   
CA-MRSA refers to MRSA clones that typically have onset in the community without 
established risk factors for MRSA such as exposure to the healthcare system.  In WA there are 
local and imported clones of CA-MRSA. For the purposes of this document, CA-MRSA refers 
only to virulent novel imported clones of community-associated MRSA which consistently carry 
the Panton-Valentine leukocidin (PVL) gene. 
 
Epidemic MRSA (EMRSA) 
Refers to clones of MRSA that have demonstrated potential to spread efficiently and cause 
serious infections especially in healthcare settings. 
 
MRSA Carrier  
A person is a carrier MRSA is isolated from a clinical specimen (infection) or by screening 
(colonisation). 
 
MRSA Contact    
Contacts are people who have had frequent close skin-skin contact with the MRSA index case 
and /or share items that come in close contact with the skin of the index case. 

 
�  Higher-risk contacts  are persons who regularly live in the same household as the index 

case and therefore have frequent close skin contact or are likely to share items that that 
come in close contact with the skin of the index case. 
This includes dormitory room contacts, group homes etc. where people live together.  

 
�  Lower-risk contacts  include closely-associated cohorts outside of a single household e.g. 

childcare centres, members of contact sport teams such as football and wrestling where 
there is close skin-skin contact or sharing of sports clothing, equipment, towels, razors.  
Outbreaks of MRSA have occurred in these settings. 

 
MRSA Infection  
Invasion of the host tissues with MRSA leading to local inflammation and/or systemic signs and 
symptoms of infection. 
 
MRSA Colonisation   
The presence of MRSA in or on the host without tissue damage or invasion.  MRSA is known to 
colonise the nose most densely but may also colonise intact or broken skin , perineum, rectum, 
throat and axilla. 
 
 
Website 
 
Website address for this document: http://www.public.health.wa.gov.au/3/896/3/camrsa.p m 

The management of CA-MRSA in healthcare facilities does not differ from the management of 
other epidemic MRSA strains in for which the following references are available. 
1. OP 1922/05 “Control of Methicillin-Resistant Staphylococcus aureus (MRSA) and Epidemic 

MRSA (EMRSA) in hospitals”  http://www.health.wa.gov.au/circulars/pdfs/11910.pd f 

2. OP 1854/04  “Guidelines for the Management of Methicillin-Resistant Staphylococcus 
aureus (MRSA) in Residential Care Facilities”��
� ttp://www.health.wa.gov.au/circulars/pdfs/11840.pdf  
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Contact details : preferably by  e-mail:  hiswa@health.wa.gov.au   or  
phone  9388 4878 (reception CDCD - ask for the Healthcare Associated Infection Unit)  
 

1 INTRODUCTION 

 
In recent years virulent clones of community-associated MRSA (CA-MRSA) that are a public 
health concern internationally have emerged in Western Australia (WA). These imported novel 
CA-MRSA clones have characteristics distinct from the endemic WA community MRSA clones 
and from epidemic healthcare strains of MRSA that are well known to cause problems in 
hospitals. The MRSA clones of concern (hereafter referred to as CA-MRSA), possess a unique 
combination of virulence factors including genes for Panton-Valentine leukocidin (PVL), which 
is a toxin associated with white cell destruction and tissue necrosis. The majority of cases 
present with skin or soft tissue infections which are often recurrent and spread readily within 
households and close groups in the community. Severe infections such as: necrotising 
pneumonia, bacteraemia, endocarditis, osteomyelitis are increasingly reported in WA and may 
occur in otherwise healthy children and adults. 
 
MRSA is notifiable in WA and all MRSA isolates are referred to the Gram-Positive Bacteria 
Typing and Research Unit (GPBTRU) where typing and epidemiological analysis is performed 
and cases notified to the Communicable Disease Control Directorate (CDCD).  Relevant 
primary healthcare providers and Public Health Unit s, as well as affected persons, are 
informed (by CDCD) of the typing results that confi rm the specific clones of CA-MRSA  
that consistently carry the PVL gene and which are the focus of this document. 
 
The goal of these guidelines is to provide information and recommendations for the management  
of CA-MRSA and other novel clones in the community setting. The aim is to minimise the impact 
on the case and their close contacts, as well as the broader community and healthcare services.  
The recommendations mainly focus on: 

�  Clinical management of CA-MRSA infection – an overview 
�  Decolonisation of CA-MRSA cases and household contacts 
�  Patient education 
�  Lower-risk contact groups 

 
Approximately 80% of all MRSA isolated in WA are endemic WA clones of community MRSA 
These local WA clones of MRSA and other healthcare-associated clones of MRSA that are 
well-established here are not within the scope of this document, although many of the 
principles of management can be applied.    
 
 

 

 

 

 

2    REPORTING TO CDCD 

CDCD should be informed of the following (for PVL-p ositive CA-MRSA cases only): 
�  Healthcare workers (HCWs) who are CA-MRSA cases or household contacts of cases 
�  Suspected clusters of CA-MRSA infections in lower-risk contact groups such as sports 

teams, childcare and prisons  
�  CA-MRSA cases who develop severe invasive disease  
�  CA-MRSA cases resulting in death 
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3 EPIDEMIOLOGY 

3.1 Characteristics of CA-MRSA strains 
 
ICA-MRSA clones that have now emerged in the WA community have been associated with 
characteristics distinct from the endemic WA community clones of MRSA and from epidemic 
healthcare-associated strains of MRSA (EMRSA) 
It is useful to summarise some of the characteristics of the imported CA-MRSA clones and 
contrast them with those of the traditional epidemic healthcare-associated clones. 
 
 
TABLE 1:  Comparison of characteristics of healthca re-associated and imported CA-MRSA 
clones 
 
Epidemic / healthcare-associated 
MRSA clones 

Imported community-associated MRSA (CA-MRSA) 
clones  

Typical patients 
Elderly, debilitated, chronically or critically ill, 
surgical 

Typical patients 
Healthy children (including newborns) and young adults 
 

Infections 
�  Mostly associated with healthcare 

interventions 
�  Varied invasive infections e.g surgical 

wounds, bacteraemia, pneumonia. 
 

Infections 

�  Onset in the community 
�  Primarily skin and soft tissue infections: cellulitis; 

furuncles; abscesses; boils; often mistaken for spider 
bites on presentation  

�  Infections commonly escalate  
�  Less common infections: necrotising pneumonia; 

bacteraemia; necrotising fasciitis; osteomyelitis; 
endocarditis 

Transmission 
�  Highly transmissible - spread rapidly and 

cause outbreaks in hospitals and aged 
care facilities. 

�  Limited spread in healthy people in the 
community 

Transmission 
�  Ability to spread effectively between individuals in 

households and cause outbreaks in community settings.   
�  May also cause outbreaks in hospitals and aged care 

facilities 

Diagnosis 
�  Usually inpatient setting 

Diagnosis 
�  Mostly in outpatient settings 
 

Medical history–risk factors 
�  Antibiotic usage, hospitalisation, ICU 

immunosuppression, chronic illness, 
diabetes, surgery, resident of  RCF, 
invasive devices 

Medical history 
�  No significant medical history, hospitalisation or 

antibiotic usage 

Virulence factors 
�  PVL genes unusual 
�  Multidrug resistance common 

Virulence factors 
�  Possess several virulence factors  & molecular markers 

such as the PVL and type 4 SCC mec genes  
�  Multidrug resistance uncommon  
�  Sensitivity to most non-� -lactam anti-staphylococcal 

antibiotics 
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3) EPIDEMIOLOGY 
________________________________________________________ 
 
3.2  Emergence of novel CA-MRSA strains in WA 
 
The Gram-Positive Bacteria Typing and Research Unit (GPBTRU) undertakes molecular typing 
of all MRSA isolates detected in WA microbiology laboratories allowing surveillance and 
detection of new emerging strains. There are five strains of  CA-MRSA that have been detected 
in WA that consistently carry PVL genes and which are the focus of the recommended follow-
up (table 2). In 2007, there were 481 of these CA-MRSA strains detected representing 11% of 
all MRSA isolates in WA for the year. Of the five strains, the Queensland CA-MRSA clone was 
most frequently isolated (67%).  Approximately 52% of CA-MRSA cases are notified from the 
metropolitan area and 48% from regional areas in WA. 
The Health Care Associated Infection Unit based at the Communicable Diseases Control 
Directorate (CDCD) performs follow-up on USA300, Taiwan, and European CA-MRSA cases 
with the aim of limiting the establishment of these still rare clones in WA.   
 
TABLE 2:  Imported  CA-MRSA strains detected in WA  
 

����������������������
���� ��������� ��	 �
�����
��	
�
�	���
������

���

 ��
���!��
�����������
�	���
������"##$�

Queensland CA-MRSA ST93-MRSA-IV 2001 67% 
Western Samoan MRSA  ST30-MRSA-IV 2001 21% 
USA300 ST8-MRSA-IV 2004 8% 
Taiwan CA-MRSA ST59-MRSA-V 2003 2% 
European CA-MRSA ST80-MRSA-IV 2005 1 % 

(Extracted from Gram-Positive Bacteria Typing and Research Unit data) 

 
 
3.3 Risk factors for imported CA-MRSA 
 
Risk factors associated with CA-MRSA infection are not well-defined. Infections have occurred 
in previously healthy persons, including children, with no identifiable risk factors. Although the 
epidemiology is still evolving, it appears from overseas studies that CA-MRSA is more likely to 
spread in households and groups in close physical proximity.  
 
Identified risk factors:  
�  Close contact with an individual colonised or infected with CA-MRSA.   
�  Participation in contact sports, such as wrestling, football, basketball or contact activities 

that lead to abrasions and lacerations of the skin.  
�  Exposure to shared items e.g. towels, clothing or common surfaces/equipment.  
�  Individuals living in crowded conditions with poor hygiene.  
 
Populations in which outbreaks have been documented include: children in daycare centres, 
contact sports team members, prisoners, military personnel, indigenous populations, 
homosexual men, parenteral drug users and the homeless. 
 
 
3.4 Transmission of MRSA 
 
MRSA is most commonly harboured within the anterior nares of carriers but may also be 
detected on the skin (especially folds such as the axilla or perineum) or the throat.  MRSA is 
spread through direct contact with a person infected or colonised with MRSA or by indirect 
contact through items or surfaces that are contaminated. CA-MRSA clones have spread more 
easily and rapidly compared with other MRSA clones in the USA, Europe and the eastern 
states of Australia. 
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4 CASE MANAGEMENT  

The optimal management and follow-up of CA-MRSA cases aims to minimise the impact of 
these virulent clones on them and their close contacts, as well as the broader community and 
healthcare services.  
 
The implementation of recommendations for follow-up may be affected by several factors 
including: host factors (e.g. contactability and compliance of the case), vulnerability of the case 
and their household contacts, capacity of the health service provider, and the likelihood that 
recommendations can be successfully implemented in a given setting.   
 
Knowledge and evidence from formal randomized controlled trials related to the management 
of CA-MRSA are only now emerging and thus optimal management remains contentious but 
evolving. The following recommendations have been subject to wide consultation with relevant 
local experts and are based on evidence and such expert opinion currently available.   
 
Recommendations are graded on strength of support (table 3). The recommendations graded 
“A” define practices that can be considered essential for the responsible follow-up of individual 
CA-MRSA cases to minimise the impact on them and their household contacts. 
 
NOTE: These recommendations only apply to specific CA-MRSA that have been notified 
from the CDCD. 
 
 
4.1 Recommendations  

TABLE 3:  Strength of recommendations for practice  

Category A    
Strong recommendation - Should always be offered 

See 
Section 
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5 PRIMARY CARE TREATMENT OF SKIN AND SOFT 
TISSUE INFECTIONS (SSTIs) IN THE ERA OF CA-MRSA 

 
5.1 Recommendations for suspected Staphylococcus aureus  SSTIs          

in the community 
 
�  MRSA should be considered in the differential diagnosis of all patient’s presenting with 

SSTIs compatible with Staphylococcus aureus infection.   

�  Risk factors for CA-MRSA are described in section 3.3 but these are still being defined and  
infections in otherwise healthy people (including children or young adults) occur without 
identifiable risk factors. Microbiological culture is the only way of detecting CA-MRSA 
cases, and is particularly relevant in patients presenting with severe or recurrent 
staphylococcal infection.�

The importance of obtaining specimens for culture a nd susceptibility testing cannot be 
over-emphasised. �

 

 
�
 
 
 
 
 

Recommendations :  
�

1. Send specimens for microscopy, culture and susceptibility testing whenever possible 
 

2. Incision and drainage should be considered in all cases and may be the only treatment 
required 

 
3. For mild to moderate infections that require antibiotics but not admission to hospital:  

 
a. Prescribe beta-lactam antibiotics initially (e.g flucloxacillin or cephalexin) unless 

allergy or documented MRSA in the patient or the patient’s family.  
 

b. Instruct the patient to return promptly if symptoms progress rapidly prior to the review 
date. 

 
4. Arrange for patient review and check the culture results. 

 
5. Revise antibiotic therapy depending on the culture and susceptibility results and the 

clinical course of the patient. 
 
In the absence of culture results, if the infection  is severe, rapidly progressive or not 
responding to initial management, consider empirica l MRSA treatment in addition to 
beta-lactam antibiotics and discussion with a Clini cal Microbiologist / Infectious 
Diseases specialist. 
 
�
�
�
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6 PRIMARY CARE MANAGEMENT OF CA-MRSA 
INFECTIONS 

6.1 Clinical features of CA-MRSA infections 
 
Skin and soft tissue infections (SSTIs) 
 
�  CA-MRSA SSTIs most commonly present as mild to moderately severe pus-forming skin 

infections that are often recurrent. They can progress rapidly within a few days from small 
insignificant abrasions in an otherwise well individual, to large necrotic abscesses with a 
systemically unwell person.    

�  Clinical findings frequently include: 
o initial appearance of an “insect bite”  
o boils (furunculosis), carbuncles, folliculitis, cellulitis, eyelid infections  
o purulent abscess-forming cutaneous lesions > 5cm in diameter (often multiple body 

sites) 
o pain and erythema disproportionate to cutaneous findings 
o necrotic areas 

�  Most antimicrobial agents penetrate poorly into the centre of abscesses and devitalised 
or necrotic tissue is not perfused, therefore the importance of incision and drainage of 
pus in CA-MRSA infections can not be overstated. 

�  In WA it has been estimated that 40% of CA-MRSA cases require hospitalisation, 
mainly for surgical debridement and drainage of abscesses. 

 
Invasive infections 
�  All forms of invasive staphylococcal infection can be caused by CA-MRSA e.g. 

osteomyelitis, septic arthritis, pyomyositis, bacteraemia, pneumonia, infective endocarditis, 
deep-seated abscesses, visceral abscesses, purpura fulminans, toxic shock syndrome. 

�  Two uncommon but fulminant presentations of invasive CA-MRSA are necrotising 
pneumonia and necrotising fasciitis.  Rapidly progressive tissue necrosis is a feature of 
these infections which is likely to be associated with the virulence factors and PVL 
production characteristic of CA-MRSA strains. 

 
Necrotising pneumonia 

 
�  Respiratory symptoms and sepsis in a previously fit and healthy patient following a flu-like 

illness are typical of CA-MRSA cases presenting with necrotising pneumonia and warrant 
prompt referral to hospital and culture of sputum.  

�  Cases typically have an influenza-like prodrome and rapid clinical deterioration with 
haemoptysis, fever, shock, leukopaenia, lung abscess and consolidation. The mortality rate 
is high. 

�  Several cases have been reported without evidence of antecedent viral respiratory 
infections. 

 
 
 
6.2 Patient education 
�  Patients should be advised to seek prompt medical assessment if there is no improvement 

of infection within 48 hours of treatment, the infection worsens or systemic symptoms 
develop. 

�  Patients should be advised of the importance for exclusion from participation in 
activities involving close skin to skin contact until the infection has cleared and wounds 
are healed (or almost healed and covered with an impermeable dressing). 

�  Information should be provided for the patient on hygiene to prevent the spread of MRSA 
with an emphasis on covering wounds at all times and hand washing. (Appendix 3) 
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6) TREATMENT OF CA-MRSA INFECTIONS 
___________________________________________________________ 
 
6.3 Flow chart for the treatment of CA-MRSA infecti ons 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 

Mild skin and soft 
tissue infections  

Moderate skin and 
soft tissue infections  

Severe infections 

�  Infected scratches / cuts 
�  Infected wounds 
�  Furuncles /carbuncles 
�  Small abscesses 
 

 
 
No systemic symptoms 

Patient NOT unwell 

�  Cellulitis 
�  Moderate size abscesses 
 

 
 
 
 

No or minimal systemic 
symptoms  

�  Extensive cellulitis 
�  Large/multiple abscesses 
�  Osteomyelitis/septic arthritis 
�  Necrotising pneumonia 
�  Necrotising fasciitis 
�  Bloodstream infection 

 
Systemic symptoms - patient unwell 

Management Principles 

�  Likely to need specialist assessment 
and intravenous therapy via usual 
referral pathways 

�  Incision & drainage of 
abscesses 

�  Obtain blood cultures if 
febrile 

�  Antibiotic therapy is 
indicated �  

�  Close follow-up 
recommended 

�  May require management 
in hospital or ID/Micro 
consultation 

Situations where discussion with an Infectious Dise ases Physician or 
Clinical Microbiologist is recommended 

 
�  Rapid progression of infection despite antibiotic t reatment. 
�  Recurrent or relapsing infection despite adequate c ourses of treatment. 
�  Infant/neonate requiring antibiotic therapy. 
�  MRSA clone shows resistance pattern that precludes the use of antibiotics 

recommended in tables 1 and 2  
�  Patient’s drug allergy or potential drug interactio n precludes the use of 

antibiotics recommended in tables 1 and 2  
�

�

�  Drain small abscesses 
�  Cover draining lesions 
�  Most will not need 

antibiotics (unless infant,  
immunocompromised or 
significant co-morbiditiy 
or unable to drain 
abscesses) 

�  Close follow-up 
recommended  

 
 
 

��� � For details of suitable 
antibiotic choices refer 

to the tables 4 and 5 
on following page 
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6) TREATMENT OF CA-MRSA INFECTIONS 
___________________________________________________________ 
 
6.4 Recommendations on antibiotic choices  
 
TABLE 4:  Adult recommendations on antibiotic choices for the management of moderate skin 
and soft tissue infections due to MRSA. 
 

 
In order of 
preference 

 
Antibiotic 

 
Adults 

 
Pregnancy 
category 

 
NB � -lactam antibiotics e.g. amoxycillin/clavulanic acid, flucloxacillin or cephalexin are not effective 

 
First line 

 
Clindamycin�   

 
450mg TDS PO 
7 days 

 
A 

 
Second line 

 
Trimethoprim/ 
sulphamethoxazole 
 

 
160+800mg BD 
PO 
7 days 

 
C 

 
Third line 

 
Doxycycline  

 
100mg BD PO 
7 days 

 
D 

 
 �  Clindamycin should NOT be used for MRSA isolates RESISTANT to erythromycin.  Restricted benefit and authority 
prescription required for courses >25 tablets (Indication: Gram-positive coccal infections where these cannot be safely 
and effectively treated with penicillin). In cases of MRSA resistance to these antibiotics or unsuitability for other 
reasons, discussion/referral to an Infectious Diseases Physician or Clinical Microbiologist is strongly recommended. 

 
TABLE 5:  Children’s recommendations on antibiotic choices for the management of  moderate 
skin and soft tissue infections due to MRSA. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

In order of 
preference 

 
Antibiotic 

 
Children 

 
Infants 

 
NB � -lactam antibiotics e.g. amoxycillin/clavulanic acid, flucloxacillin and cephalexin are not effective 

 
 

First line 

 
 
Clindamycin�  

 
10mg/kg (max 450mg) per 
dose TDS PO for 7 days 
*(suitable for older children if able to 
swallow 150mg capsule) 

 
 

NOT suitable 

 
 

Second line 

 
 
Trimethoprim/ 
sulphamethoxazole 
 

 
 
4+20mg/kg up to 160+800mg 
per dose BD PO for 7 days 

 
4+20mg/kg up 
to 160+800mg 
per dose BD 
PO for 7 days 
 

 
 

Third line 

 
 
Doxycycline  

 
Child>8 years ONLY: 
2.5mg/kg up to 100mg BD PO 
for 7 days 
 

 
 
NOT suitable 

 
�  Clindamycin should NOT be used for MRSA isolates RESISTANT to erythromycin.  Restricted benefit and authority 
prescription required for courses >25 tablets (Indication: Gram-positive coccal infections where these cannot be safely 
and effectively treated with penicillin). In cases of MRSA resistance to these antibiotics or unsuitability for other 
reasons, discussion/referral to an Infectious Diseases Physician or Clinical Microbiologist is strongly recommended. 
Infants and neonates requiring antibiotic therapy should be discussed with a Paediatrician, Infectious Diseases 
Physician or Clinical Microbiologist. 

NOTE: Group A streptococci (GAS) are another common  cause of SST I, particularly cellulitis and 
impetigo. If Group A streptococcal infection is sus pected, therapy should include an agent active 
against this organism  ( ���� -lactam or clindamycin). Tetracyclines and trimetho prim-
sulfamethoxazole, although active against MRSA, are  not recommended treatments for 
suspected GAS . 



 13 

7 DECOLONISATION 

 
7.1 Principles of decolonisation 
 
�  Any strain of MRSA may asymptomatically colonise the skin, nose, throat, perineum or 

axillae and may act as a reservoir for infection.  Decolonisation is the process of eradicating 
or reducing carriage of MRSA and  is recommended for CA-MRSA cases to reduce the risk 
of:  
o recurrent CA-MRSA infections  
o 
�����������������
�����
�����
����������  
 

�  Decolonisation should commence only when the CA-MRSA infection has been successfully 
treated.   

 
�  Contamination of the environment with MRSA occurs due to shedding of skin scales and 

touching surfaces or items with bare skin and hands.  Without cleaning, MRSA is known to 
survive at least 9 days on surfaces and fabric. Therefore, hygiene and environmental 
cleanliness are an important component of the decolonisation treatment regimen to reduce 
the potential risk of recolonisation from the environment. 

 
�  Cases that cannot or are unwilling to comply with the hygiene and environmental 

requirements should still be offered at least one course of decolonisation treatment 
following an infection episode.   

 
�  The reported success of decolonisation following a single course of decolonisation 

treatment varies markedly but at least three studies report an overall success rate 
approaching 90% following two or more courses.  

 
�  Decolonisation is unlikely to be successful if people have open wounds or permanent 

indwelling devices in-situ, e.g.  PEG, tracheostomy and is therefore not recommended. 
 
�  Decolonisation should not be commenced on people with active exfoliative skin conditions, 

such as psoriasis, as it is likely to fail and the skin treatments may exacerbate their 
condition. The underlying condition should be treated first in consultation with a 
Dermatologist/other clinician. 

 
�  Decolonisation treatment is not an emergency, therefore actions for people to obtain the 

treatment can be made during normal working hours.  
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7) DECOLONISATION 
___________________________________________________________ 

 
7.2 Decolonisation regimen in the community setting  
 
As there are no good studies to support a specific decolonisation regimen in a community 
setting, the regimen described below is one that is likely to be effective and is also considered 
to be practical and safe. 
 
Decolonisation regimen (10 day course Appendix 1) 
Topical treatment:   

o Bodywash - 1% triclosan – daily  (500ml bottle) 
o Nasal ointment - 2% mupirocin – twice daily  (3g tube) 

 
For some cases, in addition to topical treatment: 

o For dentures- soak in Sterident overnight 
o For throat carriage – gargle with a chlorhexidine based mouthwash twice daily 

 
Environment: 

o Maintaining a clean environment 
o Regular laundering of clothing and bed linen 

 
A 5-day decolonisation treatment course may still be effective and should be considered in 
circumstances where the 10-day course is unable to be completed (Appendix 2) . 
  
 
 
Decolonisation regimen with antibiotics 
�  In exceptional circumstances, antibiotics may be prescribed as part of the decolonisation 

regimen. For example, a case with recurrent infections following more than two 
decolonisation courses and following an assessment for possible reasons for 
decolonisation failure (sections 7.6 ; 7.7). 
 

�  Combinations such as rifampicin and fusidic acid, rifampicin and trimethoprim-
sulfamethoxazole or rifampicin and doxycycline may be added to the decolonisation 
regimen in consultation with an Infectious Diseases Physician or a Clinical Microbiologist. 
Rifampicin should never be used as a single agent for the treatment of MRSA infection or 
colonisation. 
 

�  Rifampicin is an “authority required” antimicrobial and MRSA treatment is not one of the 
indications for rifampicin use in the  Pharmaceutical Benefits Scheme (PBS).   

 
 
Additional treatment information  
�  Mupirocin resistance has been associated with widespread and prolonged use.  Limiting 

use to a maximum of 10 days and ensuring a minimum time period of one month between 
recurrent use are strategies that have been found to be effective in preventing the 
emergence of mupirocin resistance. 

 
�  Decolonisation treatment of neonates (< 2 months) should not be commenced in the 

community unless specifically indicated by an Infectious Diseases Consultant or Clinical 
Microbiologist.  
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7) DECOLONISATION 
___________________________________________________________ 

 
7.3 Decolonisation of CA-MRSA cases 
 
Recommendations:  
 
1) Decolonisation treatment should be offered to all index infected and colonised cases  
2) Cases should receive instructions for the decolonisation regimen (Appendix 1 ).  
3) Cases should be informed to seek medical assessment if infections recur during or after 

decolonisation.  
4) Index cases who are healthcare workers should be decolonised and followed up by the 

Infection Control personnel at their healthcare facility and reported to CDCD - (section 4).  
5) Lower-risk contact groups associated with the CA-MRSA case should be identified (see 

section 9) and provided with information (Appendix 4) . 
 
 
7.4 Decolonisation of household contacts of index c ase 
 
Household contacts are persons who regularly live in the same household as the index case 
and therefore have frequent close skin contact or are likely to share items that that come in 
close contact with the skin of the index case.  Household transmission of CA-MRSA is 
commonly reported. 
 
Recommendations:  
 
1) A history of  SSTIs within the household of the case should be obtained and high-risk 

household contacts identified and assessed  
2) Decolonisation is recommended for household contacts who report:  

a. A history of recurrent infections (two or more in the last six months)  
b. Ongoing spread within households  
c. High-risk for infections (e.g immunocompromised people)  
d. A risk to others (e.g. healthcare workers or carers of vulnerable people)  

3)  Information should be provided for household contacts of an index case and as a result 
should have a heightened awareness of CA-MRSA infection (Appendix 5) . 

 
OR a reasonable approach for some households 
 
4)  Offer decolonisation to all household contacts of the CA-MRSA case  
5)  Offer decolonisation to household contacts that request it 
 
 
 
 
 
 
 
 
 
 
 
 
 

Key Point 
Decolonisation of cases should commence only once any infection has cleared and 
wounds are healed or almost healed.  If decolonisation is indicated for cases and  
household contacts, the treatment for that household should commence simultaneously. 
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7) DECOLONISATION 
___________________________________________________________ 
 
7.5 Post-decolonisation screening in the community setting 
 
Recommendations: 
 
1) Cases should be informed to seek medical assessment if infections recur during or after 

decolonisation. 
2) Post-decolonisation screening is not recommended routinely for all cases but is advisable if: 

�  the case is at high-risk from infections.  
�  infections are recurring in cases or close contacts following 2 courses.  
�  the case is a risk to others e.g. healthcare worker or household contact of a healthcare 

worker, carers of  high-risk people. 
3) Screening swabs taken at 1 month and 3 months post-decolonisation allow evaluation of 

the effectiveness of the decolonisation treatment: 
�  screening swabs taken at 1 month post-decolonisation allow evaluation of the initial 

efficacy of the treatment.  
�  screening swabs taken at 3 months post-decolonisation confirm that recolonisation has 

not occurred.  
 

 
Note:   If there is a reason for urgent decolonisation results, screening swabs can be obtained  
72 hours after completion of decolonisation treatment but should always be followed up at a 
later time. 
 
If the case has no active infections and /or a negative result at both 1 month and 3 month post-
decolonisation screening, then no further action is recommended in a community setting unless 
further infections occur.  
 
If cases are admitted to hospital, they will screened by infection control personnel who will 
determine if the criteria for formal MRSA clearance can be met. 
 
 
 
7.6 Possible reasons for decolonisation failure / r ecolonisation  

 
�  Non-compliance with regimen 
�  Host factors e.g. heavy colonisation, carriage at multiple sites, nasal anatomy, exfoliative 

skin conditions, poor dental care 
�  Persistent throat carriage 
�  Infection present or wounds not healed 
�  Chronic wounds 
�  Presence of invasive devices – gastrostomy tubes; indwelling catheters 
�  Poor personal hygiene, lack of household cleanliness 
�  Decolonisation of household members not performed simultaneously  
�  Unidentified ongoing contact with MRSA e.g. colonised person or pet 
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7) DECOLONISATION 
___________________________________________________________ 
 
7.7 Actions following decolonisation failure  

 
Decolonisation failure will be evidenced either by recurrence of infection or positive screening 
swabs post-decolonisation (if obtained). 
 
Recommendations - failure following 1 st course of treatment: 
1) Assess and rectify any obvious reasons for decolonisation failure (Section 7.6).   
2) Repeat 10-day decolonisation regimen if case is willing to comply.  
 
 
Recommendations - following 2 nd course of treatment: 
1) Assess and rectify any possible reasons for decolonisation failure (Section 7.6).  
2) Assess risk from infections and feasibility of further decolonisation treatment.   
3) Consider screening to determine colonisation status (throat carriage and carriage at 

multiple sites are associated with persistent carriage and decolonisation failure).  
4) If further decolonisation treatment is indicated e.g. the household or person is at high-risk 

from infections or a risk to others, consider consultation with an Infectious Diseases 
Physician or Clinical Microbiologist who may add antibiotics to the regimen.  

�
�
Pets 
Pets colonised with MRSA have been implicated in ongoing household transmission.  
Treatment of pets is not indicated and colonisation tends to be short-term.  Therefore, 
investigations and interventions with pets should occur only in exceptional circumstances 
where the household is at risk and following reinforcement of hygiene measures.�

�
Exfoliative skin conditions 
Decolonisation should not be commenced on people with active exfoliative skin conditions, 
such as psoriasis, as it is likely to fail and the skin treatments may exacerbate their condition. 
The underlying condition should be treated first in consultation with a Dermatologist/other 
clinician. 
�
�
�
���
��
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8 SCREENING  

8.1 Principles of screening   

MRSA can asymptomatically colonise body surfaces which may then act as a reservoir for 
infection.  Screening refers to swabs taken from known MRSA carriers or contacts of carriers 
to: 
�  determine MRSA carriage status  
�  determine efficacy of decolonisation treatment 
 

8.2 Indications for screening in the community sett ing   

Recommendations:  
Screening is not routinely indicated but should be considered in the following circumstances: 
1) Screening of high risk individuals or households with recurrent infections following 

decolonisation failures (sections 7.5; 7.7).  
2) Screening to investigate clusters or an outbreak in a close population  
 OR 
3) Screening post-decolonisation to determine efficacy is an option (section 7.5). 
4) Screening of all household contacts to determine carriage status and /or transmission is an 

option.  
 
Screening of a new infected index case is not recommended prior to decolonisation treatment. 
 

8.3 Recommended screening sites in the community se tting   

There is no clear evidence as to the optimal sites to screen for CA-MRSA in community settings. 
Studies of MRSA screening sites suggest that nares identify the highest yield of colonised cases. 
Throat carriage is increasingly recognised as an important colonisation site and reason for 
decolonisation failure.  
 
Minimum swab set  
 
�  Nostrils - (both anterior nares) use one plain swab moistened with sterile water for both 

nostrils 
�  Throat  -  use one plain dry swab 
�  Skin lesions  

�  Discharging wounds or lesions - use one plain dry swab 
�  Dry lesions or broken skin - use one plain swab moistened with sterile water 
 

Note:  Plain swabs with a transport media are neces sary if it is not possible to deliver 
swabs promptly to laboratories 
 
Additional swab sites 
Additional sites can be included at the discretion of health providers particularly for healthcare 
workers and people with recurrent infections or decolonisation failures. 

 
�  Perineum  (between anus and genitalia) – use one plain swab moistened with sterile water  
�  Axillae (armpits) - use one plain swab moistened with sterile water for both axilla 
�  Umbilicus for neonates  – use one plain swab moistened with sterile water  
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9 GROUPS / LOWER-RISK CONTACTS  

Lower-risk contacts include closely-associated groups of people outside of a single household.  
These groups include daycare centres or contact sports teams (football, wrestling) where there 
is close skin-skin contact (especially with skin abrasions), sharing of personal hygiene items  
(e.g. towels) or shared surfaces or items that come into contact with skin (e.g. equipment) 
(Appendix 4)  
 
 
9.1 Recommendations 
 
1) Screening and decolonisation is NOT routinely recommended for lower-risk contacts unless  

transmission is identified i.e. at least one other case is identified in that group of contacts.   
 
For example:  
“The index case is a child with multiple boils caused by MRSA and attends daycare.  
Another child who attends the same daycare and is therefore a ‘lower-risk contact’ of the 
index case, is identified with an infected cut caused by the same clone of MRSA.”    

 
2) Managers / key personnel from the group should be informed when a CA-MRSA carrier is 

identified in the group, maintaining confidentiality of the person’s details.  Enquiries should 
be made about any other cases of skin and soft tissue infections (SSTIs) that may have 
been noted. 

 
3) The group should be instructed to report any further infections arising to the Communicable 

Disease Control Directorate (CDCD) and if there is suspicion of spread of CA-MRSA 
infections in group’s e.g. day-care, schools, prisons, military barracks, sports teams / 
facilities the CDCD will assess potential risk, and the practicalities of screening and 
decolonization, to determine action.  Parental consent will be required when screening 
children.  

 
4) Information should be disseminated to members of the group. 
 
 
9.2 Strategies to prevent spread in lower-risk cont acts 
 
�  Managers / key personnel should be informed when a CA-MRSA carrier is identified in their 

group and be provided with information to prevent spread for dissemination to members.  
�  The CA-MRSA case with infection should be excluded where possible from participation in 

activities involving close skin-skin contact until the infection has cleared, wounds are healed 
(or almost healed and covered with an impermeable dressing).  

�  All persons should be excluded from participation in group activities involving skin-skin 
contact if they have infected wounds that are draining and cannot be adequately covered or 
contained.  

�  All wounds, cuts and abrasions on all persons should be covered with an impermeable 
dressing. 

�  Good hygiene and frequent hand washing should be promoted. 
�  Sharing of personal items should be discouraged e.g. towels, lotions, razors, uniforms, 

clothing  
�  Commonly used surfaces, items and equipment should be cleaned regularly with detergent 

and water.  
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10 STRATEGIES TO PREVENT SPREAD IN THE  COMMUNITY   

 
10.1 Key points 
 
�  Primary Care health providers should always comply with recommended standard infection 

control precautions for ALL patient interactions including contact with SSTIs known to be 
caused by CA-MRSA.  

�  CA-MRSA cases and their close contacts should be thoroughly counseled and provided 
with information about measures to prevent the spread of CA-MRSA. 

�  Drainage from CA-MRSA infections, wound dressings and other materials contaminated 
with wound drainage are highly infectious.  Infection should always be contained with clean, 
dry dressings that completely cover lesions.  

�  Contaminated hands are a major means of transmission of CA-MRSA. 
�  Sharing of personal items should be discouraged e.g. towels, razors, brushes, clothing 
 
 
10.2    Factors promoting CA-MRSA spread  
 
The Centre for Disease Control (CDC) defines conditions promoting CA-MRSA spread as the  
“5 C’s”. 
 
�  Contact - Frequent skin 
�  Compromised skin – i.e. cuts and abrasions, skin infections) 
�  Contaminated items and surfaces 
�  Crowding  
�  Cleanliness – Lack of 
 
Settings or groups of people where MRSA spread is known to occur include: households, 
schools, dormitories, military barracks, contact sports teams, correctional facilities and daycare 
centres. 
 
For further information: http://www.cdc.gov/ncidod/dhqp/ar_mrsa_ca_prevention.html  
 
 
10.3 Information sheets 
 
TABLE 6: List of Information Sheets to support educ ation  
 

Title of Information Sheet Appendix  

 
Infection Prevention and Control of MRSA in Primary Care 
Settings 
 

7 

Fact sheet:  
Information Sheet for people (and their close contacts) who 
have been informed they have acquired a Community-
Associated MRSA (CA-MRSA). 
 

5 

 
Hygiene advice to prevent the spread of MRSA 
 

3 

 
Information sheet for groups of people – e.g. sports 
 teams, day-care 
 

4 
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11 APPENDICES 

Appendix 1 
MRSA decolonisation treatment instructions for people in the community (10 day course) 
 
Appendix 2 
MRSA decolonisation treatment instructions for people in the community (5 day course)  
 
Appendix 3 
Hygiene advice to prevent spread of MRSA  
 
Appendix 4 
Information for groups of people (e.g childcare, contact sport teams)  
 
Appendix 5 
Fact sheet:  MRSA     
 
Appendix 6   
GP Guidelines Summary  
 
Appendix 7 
Infection Control in Primary Care settings  
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Appendix 1 

CA-MRSA decolonisation treatment   
Information for:  People living in the community 
Laboratory results indicate that you are carrying a type of staphylococcus bacteria called 
community-associated Methicillin Resistant Staphylococcus aureus (CA-MRSA). Although most 
types of MRSA do not require treatment in the community, CA-MRSA is important because it is 
not common in WA, can spread to others and is known to cause recurrent infection.  
 
At the present time the bacteria may be living on your skin or in your nose and it is not likely to 
cause an immediate problem. The treatment you are about to take should remove the CA-
MRSA from your body.  
 
 
Key points 
 
 

�  Report infections that develop during or after the decolonisation treatment to 
your General Practitioner (GP).   If the first course of treatment is unsuccessful, you 
may be instructed to repeat the treatment. 

 
�  If more than one member of your household is being treated you should all start 

on the same day. It is important that infected woun ds have been treated by a 
medical officer and are healed before starting this  decolonisation treatment.  

 
�  Skin conditions . People with active skin conditions e.g. dermatitis, excema, psoriasis 

should consult with their GP or dermatologist to treat the underlying condition before 
commencing decolonisation. 

 
�  Neonates - (newborn babies less than 8 weeks of age ) Decolonisation bodywashes 

and nasal ointment should not be applied to neonates without consultation with your 
General Practitioner (GP).   

 
�  It is important to stop treatment after 10 days use. Treatments can stop working 

effectively with incorrect and prolonged use. Treatments should only be repeated 
following instructions from a health professional and after at least one month following 
your first treatment.  

 
 
 

Please see next page for decolonisation treatment 
instructions  
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Appendix 1 

CA-MRSA decolonisation treatment instructions in 
community settings 

Decolonisation treatment instructions – 10 day course  
 

1. Buy a new toothbrush and a new razor and discard  the old ones. 
 

2. Nasal Ointment Mupirocin 2% (Bactroban) – two ti mes every day for 10 days 
 
a) When to apply :  

a) Mupirocin 2% (Bactroban) ointment to both nostrils two times daily.  
b) At breakfast time and in the evening before bed. 
 

b) How to apply it:  
a) Spread 1cm of ointment to a cotton bud and insert into one nostril.    
b) Take a new cotton bud and apply ointment to the other nostril. 
c) Squeeze the nose between thumb and forefinger to spread around the inside of 

the nostrils. 
 

3. Antibacterial body wash – apply daily for 10 day s 
 
�  What to apply and how often:  

a)Triclosan 1% body wash.  
b) daily when showering or bathing. 
 

�  How to apply it:  
a)  Lather up the entire body surface and leave for 60 seconds before rinsing off 

                      b) Pay special attention to the armpits, groin and anal area.  
 

      4. Wash hair - Day 1, 3, 6, 9 of treatment 
a) Wash hair with triclosan 1% body wash and rinse off. 

           b)   Follow with a conditioner. 
 

5. Dentures – use everyday for 10 days 
a) Every evening remove dentures and clean them thoroughly. 
b) Soak overnight in Sterident. 

  
6. Regular household cleaning – Day 2, 6 and 10 of treatment at least 

a) Clean dust from all surfaces and then vacuum floor surfaces and fabric chairs. 
b) Clean surfaces with warm soapy water (especially surfaces that are touched 

frequently). Pay special attention to the bedroom and the bathroom. 
 

7. Laundry – Day 1,6,10 of treatment  
a) Wash your pyjamas, bed-linen, towels with laundry detergent & hot water. 
b) Change into clean clothes after your daily shower whenever possible. 
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Appendix 2 

CA-MRSA decolonisation treatment instructions in 
community settings 

 
                                 

Decolonisation treatment instructions – 5 day course  
 

1. Buy a new toothbrush and a new razor and discard  the old ones. 
 

2. Nasal Ointment – apply twice daily for 5 days 
 
c) What to apply :  

a) Mupirocin 2% (Bactroban) ointment to both nostrils two times daily  
b) At breakfast time and in the evening before bed  
 

d) How to apply it:  
a) Spread 1cm of ointment to a cotton bud and insert into one nostril    
b) Take a new cotton bud and apply ointment to the other nostril. 
c) Squeeze the nose between thumb and forefinger to spread around the inside of 

the nostrils. 
 

3. Antibacterial body wash – apply everyday for 5 d ays 
 
�  What to apply and how often:  

a) Triclosan 1% body wash  
b) Once daily when showering or bathing 
 

�  How to apply it:  
a) Lather up the entire body surface and leave for 60 seconds before rinsing off.  
b) Pay special attention to the armpits, groin and anal area.  
 

4. Wash hair - Day 1, 3, 5 of treatment 
a) Wash hair with triclosan 1% body wash and rinse off.  
b) Follow with a conditioner. 

 
5. Dentures – use everyday for 5 days 

                      a)  Every evening remove dentures and clean them thoroughly 
                b) Soak overnight in Sterident. 

  
6. Household cleaning – Day 2 of treatment and when ever possible 

a) Clean dust from all surfaces and then vacuum floor surfaces and fabric chairs 
b) Clean surfaces with warm soapy water. Pay special attention to the bedroom 

and the bathroom. 
 

7. Laundry  Day 1 of treatment 
a) Wash your pyjamas, bed-linen, towels with laundry detergent & hot water. 
b) Change into clean clothes after your daily shower whenever possible. 
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Appendix 3                         

Hygiene advice to prevent the spread of MRSA 

November, 2008 
Key points  

�  Secretions (“pus” and fluids) from MRSA infections are highly infectious and increase 
the  

      risk of contaminating surfaces, items and hands with MRSA. 
�  MRSA is usually spread by direct skin-to-skin contact or contact with shared items or  
      surfaces that have come into contact with someone else's infection. 
�  MRSA is most commonly spread by hands contaminated with MRSA. 
 

Factors that promote the spread of MRSA (the 5 C's) :  
�  Contact - Frequent skin-to-skin  
�  Compromised skin (i.e. cuts or abrasions, skin infections)  
�  Contaminated items and surfaces 
�  Crowding 
�  Cleanliness - Lack of  

 
Groups of people where the spread of MRSA is known to occur include: households, schools, 
dormitories, military barracks, contact sports teams, correctional facilities, and daycare centers.  
 
For further information: [Centre for Disease Control & Prevention (USA)] 
http://www.cdc.gov/ncidod/dhqp/ar_mrsa_ca_prevention.html 
 
 
How to prevent the spread of MRSA 

�  Wash hands frequently with soap and warm water, especially before and after contact 
with a wound or dressing.  An alcohol-based hand rub (available from pharmacies) can 
also be applied to hands that are dry and clean. 

 
�  Cover wounds with clean, dry dressings at all times until they are completely healed.  

Ensure there is no leakage from the dressing.  Dispose of used wound dressings 
promptly into waste containers.  

 
�  Maintain good personal hygiene e.g. skin care, regular bathing/showering, regular 

change of clothing  
 

�  Do not share personal items that contact the skin e.g. clothing, towels, facecloths, 
toothbrushes, razors, brushes 

 
�  Wash sheets, pillows, towels preferably using a hot wash and detergent. Launder 

clothing at the highest temperature the material will allow. 
 

�  Wash utensils and dishes in the usual manner 
 

�  Keep your environment clean: 
o regularly clean surfaces that are frequently touched and surfaces that come into 

contact with bare skin (e.g. toilets, taps, door handles, telephones) with warm water 
and detergent 

o vacuum carpet and fabric chairs regularly 
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Appendix 4 

November, 2008 

Information for groups when there is a case of MRSA   
e.g. sports teams, daycare   
 
A case of methicillin-resistant Staphylococcus aureus  (MRSA) has recently been identified 
in your group. This MRSA is a specific type of community-associated MRSA (CA-MRSA) and is 
considered to be of public health significance because of it’s tendency to spread and cause 
recurrent infections in healthy people living in the community. A fact sheet and other 
information on CA-MRSA is also available at the following website:  
http://www.public.health.wa.gov.au/3/896/3/camrsa.pm 
 
The cooperation of group members and managers to report new skin infections, if they develop, 
will help efforts to limit these strains in WA and prevent recurrent infections within your group.   
Group/team members should report infections to the person in-charge of their group or 
manager who should then report to the Communicable Disease Control Directorate 
CDCD: 9388 4878 and ask for the Healthcare Associat ed Infection Unit 
 
Signs and symptoms of  MRSA skin infections 

�  MRSA mostly cause boils, abscesses, or infected cuts 
�  Common signs of skin infection include: Redness, swelling, pain, heat and the presence of    

pus. They often have the initial appearance of an insect bite, which can progress rapidly to 
become boils and abscesses that frequently require surgical drainage. 

 
Key points   

�  Secretions (“pus” and fluids) from MRSA infections are highly infectious and increase the risk of 
contaminating surfaces, items and hands with MRSA. 

�  MRSA is usually spread by direct skin-to-skin contact or contact with shared items or surfaces 
that have come into contact with someone else's infection. 

�  MRSA is most commonly spread by hands contaminated with MRSA. 
 

Factors that promote the spread of MRSA (the 5 C's) :  
�  Contact - Frequent skin-to-skin  
�  Compromised skin (i.e. cuts or abrasions, skin infections)  
�  Contaminated items and surfaces 
�  Crowding 
�  Cleanliness - Lack of  

 
Groups of people where the spread of MRSA is known to occur include: households, schools, 
dormitories, contact sports teams, military barracks, correctional facilities, and daycare centers.  
 
For further information: [Centre for Disease Control & Prevention (USA)] 
http://www.cdc.gov/ncidod/dhqp/ar_mrsa_ca_prevention.html 

 
How to prevent the spread of MRSA 

�  All wounds, cuts and abrasions on all persons should be covered with an impermeable dressing 
(i.e contains leakage) 

�  Promote and practice good personal hygiene, skin care, frequent handwashing  
�  Do not share personal items e.g. towels, razors, brushes, uniforms, clothing  
�  Clean / launder commonly used surfaces and shared items regularly with detergent and water. 
�  Exclude all  persons who have infected wounds from participation in activities involving close 

skin-skin contact, especially if the wound is draining and cannot be adequately covered with a 
dressing 
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Appendix 5 

November, 2008 

Methicillin Resistant Staphylococcus aureus (MRSA) 

Information for people and their close contacts, wh o have been informed they 
have acquired a Community-Associated MRSA (CA-MRSA) . 

What is Staphylococcus aureus and MRSA? 
Everybody has a variety of bacteria (germs) on their skin. About half the adult population carry 
(either on their skin or in their nose or mouth) bacteria called Staphylococcus aureus. There are 
many different strains (types) of S. aureus (often referred to as ‘staph’ or ‘golden staph’) and 
most of the time it lives and multiplies on the body without causing any problems. However, 
under some circumstances, it can get inside the body through broken skin and cause infection 
that requires treatment with antibiotics.  
 
Some strains of S. aureus are difficult to treat as they have become resistant to commonly used 
antibiotics. (This means the antibiotics are no longer effective). When this occurs it is described 
as Methicillin Resistant Staphylococcus aureus (MRSA).  
 
MRSA is a notifiable disease under the WA Health Act which means when a laboratory 
identifies MRSA it must be reported to the Department of Health (DoH). The DoH closely 
monitors the number of MRSA cases occurring in WA.  
 
 
Where did I get my MRSA infection? 
MRSA has traditionally not been a problem for healthy people living in the community but was 
strongly linked with being in hospital. In recent years this picture has changed. Over the last 
few years new strains of MRSA have been identified that have been ‘imported’ into WA from 
overseas and the eastern states. These strains are known to spread and cause infection in 
healthy people living in the community and who have not been in hospital and are called 
community-associated MRSA (CA-MRSA). 
 
 
Why are these CA-MRSA strains of special importance ? 
These strains are known to spread easily amongst household members and can cause 
moderate to severe infections in otherwise healthy people. The DoH provides information and 
recommendations for people who have acquired these CA-MRSA strains with the aim of 
preventing spread and serious or recurrent infections.  
 
 
What should I do now?  
Any infection caused by MRSA must be appropriately treated by a medical practitioner. This 
may include lancing a boil or abscess and allowing the pus to drain and prescribing effective 
antibiotics. Once treatment is commenced, you should see improvement within 48 hours.  
Continue taking the prescribed antibiotics until the course is completed but if your condition 
does not get better or worsens you need to seek prompt medical attention. Remember that a lot 
of the ‘usual’ antibiotics used for treating S.aureus infections will not work for MRSA strains.   
 
Is there a vaccination against MRSA? 
There is no vaccination  currently available to prevent you from acquiring S.aureus or MRSA. 
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Can I get rid of this MRSA?  
Once the infection is cleared, it is recommended that we try and eliminate the MRSA on your 
skin or in your nose, to prevent these same infections occurring in the future. This treatment is 
different to the antibiotics that you may have taken, and is called ‘decolonisation’. It involves 
applying a topical body wash and a prescribed ointment in your nose for 10 days.  
 
How is MRSA spread? 
MRSA is usually spread from person to person through direct contact with a person who is 
infected or is carrying MRSA on their skin or in their nose (colonised). This can occur when 
people have close skin to skin contact. It may also spread by having contact with shared items 
(sharing towels) or from touching surfaces that are contaminated with MRSA. It is not usually 
spread through the air. If you follow the hygiene advice provided, spread to your friends, work 
colleagues and casual contacts is unlikely. 
 
What should I tell my household contacts? 
‘Household contacts’ are those people who live in your house on a regular basis. MRSA is 
commonly spread within households, but just because a person lives in the same household 
does not mean they will acquire MRSA. You should inform your GP if there have been ongoing 
or regular skin infections within your household.  You should also inform your household 
contacts that you have a CA-MRSA infection and share this information sheet with them.  
 
It is recommended that household contacts discuss this issue with their GP, especially if they 
have a history of skin infections, such as boils or abscesses, or if they are at risk of infection 
due to other medical conditions (e.g. diabetes, cancer). They should seek prompt medical 
assessment if any infections develop. In some circumstances, it may be beneficial for 
household contacts to also have the decolonisation treatment.  
 
If any of your household contacts are healthcare workers, they need to inform the Infection 
Prevention and Control staff where they work and inform the Healthcare Associated Infection 
Unit (9388 4878). 
 
What are the signs and symptoms of MRSA Infection? 
CA-MRSA strains most commonly cause skin and soft tissue infections, however more serious 
infections can occasionally occur if MRSA enter the bloodstream (from existing skin infection) 
or the lungs (following a respiratory illness). These infections can be life-threatening.   
 
Common signs of skin infection include: 

�  Redness, swelling, pain, heat and the presence of pus. They often have the initial 
appearance of an insect bite, which can progress rapidly to become boils and 
abscesses that frequently require surgical drainage. 

Serious infections may include any of the following symptoms:  
�  General malaise (feeling unwell), high fever, rigors (uncontrollable shakes), shortness of 

breath, or weakness and dizziness from low blood pressure when the infection spreads 
through the body.  

 
What should I do if I require admission to hospital ? 
If you have a current or have had an MRSA infection in the past, you should let your Doctor or 
a staff member at the Hospital know your MRSA status. This will assist them in ensuring they 
provide the appropriate care for you and ensure that antibiotics effective against MRSA are 
given if needed. This may mean they take some swabs to see if you still have MRSA and take 
extra precautions to prevent spread to ill patients.  
   
Where can I find more information on MRSA? 
For further information contact: The Communicable Disease Control Directorate (9388 4878) 
and ask for the Healthcare Associated Infection Unit. More information on MRSA is available 
from the Department of Health website at: www.public.health.wa.gov.au/3/332/3/mrsa.pm  .  
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� ppendix 6      
 

GP Summary: Management of Community-Associated MRSA    
 

Key Points 

Rationale 
The specific imported CA-MRSA strains notified to you for follow-up are known to be particularly virulent, 
primarily causing purulent skin and soft tissue infections (SSTI) that often progress rapidly, recur and  
spread within households and close groups. 
 
Appropriate treatment of known CA-MRSA infections 
-   Incision and drainage, whenever possible 

  Modify antibiotics according to susceptibilities 

  Review patient to ensure infection resolving 
 
Decolonisation (See Guidelines: Section 7) 
-   Arrange decolonisation treatment for the case to reduce their risk of recurrent infections  
-   Obtain a history of recurrent infections occurring in the case and their household contacts 
-   Decolonisation of household contacts without infections themselves is recommended if: they are       

vulnerable, recurrent infections or ongoing spread is occurring in the household, or they are a potential 
risk to others (e.g. healthcare workers, carers) 

 
Education 

  Instruct the patient to return promptly if infection worsens or infections recur 
- Instruct patient to cover wound at all times and reinforce Hygiene advice to prevent spread 
 (Information sheet - Appendix 3) 

Clinical evaluation of severity of infection 

Mild Moderate Severe 
- Small abscesses 
- Boils 
- No systemic illness, Patient NOT unwell 

- Cellulitis 
- Moderate sized abscesses 
- No or minimal systemic symptoms 

- Extensive cellulitis  
- Large / multiple / deep abscesses 
- Osteomyelitis / septic arthritis 
- Necrotising pneumonia / fasciitis 
- Systemic symptoms – patient unwell 

 

Management  
 
�  Incision and drainage may be sufficient 
�  Cover draining lesions with dressing 
�  Antibiotics required only if significant 

co-morbidities or unable to drain 
abscess – see below 

�  Close follow up to ensure recovery 
 

 
�  Incision and drainage recommended 
�  Oral antibiotic therapy is indicated 
�  Obtain blood cultures if febrile 
�  Close follow up recommended 
�  May require management in  
  hospital or ID/Micro consultation 
 

 
�  Likely to need specialist assessment and 

intravenous therapy via usual referral 
pathways 

 

Antibiotic Therapy 

�  Choice of antibiotics requires clinical judgement and an assessment of severity, systemic illness, the 
 age of the patient,  patient co-morbidities and drug and allergy history.  
�  Recommendations for therapy for CAMRSA - see tables on following page 
�  Consider discussing the case with an Infectious Diseases Physician/Clinical Microbiologist if symptoms 
 worsening despite therapy, if patient is a neonate or infant, if patient has multiple drug allergies or the 
 isolate is resistant to suggested antibiotic agents 
 

Please refer to next page for antibiotic therapy re commendations . 
 
For further information please contact the Healthcare Associated Infection Unit, Communicable Disease 
Control Directorate telephone: 9388 4878. 
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Antibiotic therapy recommendations for CA-MRSA infe ctions - ADULTS 

 

In order of 
preference 

Antibiotic Adults Pregnancy 
category 

 
NB ���� -lactam antibiotics e.g. amoxicillin / clavulanic a cid, flucloxacillin or cephalexin are not effective  

 
First line 

 
Clindamycin �  

 
450mg TDS PO 

7 days 

 
A 

 
Second line 

 
Trimethoprim/ 

sulphamethoxazole 

 
160+800mg BD PO 

7 days 

 
C 

 
Third line 

 
Doxycycline 

 
100mg BD PO 

7 days 

 
D 

 
 �  Clindamycin should NOT be used for MRSA isolates RESISTANT to erythromycin.  Restricted benefit and authority 
prescription required for courses >25 tablets (Indication: Gram-positive coccal infections where these cannot be safely 
and effectively treated with penicillin).  
 
In cases of MRSA resistance to these antibiotics or unsuitability for other reasons, discussion / referral to an Infectious 
Diseases Physician or Clinical Microbiologist is strongly recommended. 

Antibiotic therapy recommendations for CA-MRSA infe ctions - CHILDREN 

In order of 
preference 

Antibiotic Children Infants 

 
NB ���� -lactam antibiotics e.g. amoxicillin / clavulanic a cid, flucloxacillin and cephalexin are not effectiv e 
 
 

First line 

 
 

Clindamycin  �  

 
10mg/kg (max 450mg) per dose 

TDS PO for 7 days 
*(suitable for older children if able to 

swallow 150mg capsule) 

 
NOT SUITABLE  

 
 

Second line 

 
 

Trimethoprim/ 
sulphamethoxazole 

 

 
 
4+20mg/kg (max160+800mg) per dose  

BD PO for 7 days 

 
4+20mg/kg  

(max 160+800mg)  
per dose  

BD PO for 7 days 
 
 

Third line 

 
 

Doxycycline 

 
Child >8 years ONLY :  
2.5mg/kg (max 100mg) 

BD PO for 7 days 

 
NOT SUITABLE 

 
�  Clindamycin should NOT be used for MRSA isolates RESISTANT to erythromycin.  Restricted benefit and authority 
prescription required for courses >25 tablets (Indication: Gram-positive coccal infections where these cannot be safely 
and effectively treated with penicillin). 
 
In cases of MRSA resistance to these antibiotics or unsuitability for other reasons, discussion/referral to an Infectious 
Diseases Physician or Clinical Microbiologist is strongly recommended. 
 
Infants and neonates requiring antibiotic therapy should be discussed with a Paediatrician, Infectious Diseases 
Physician or Clinical Microbiologist. 
 
NOTE: Group A streptococci (GAS) are another common cause of skin and soft tissue (SSTI), particularly 
cellulitis and impetigo. If Group A streptococcal infection is suspected, therapy should include an agent 
active against this organism (� -lactam or clindamycin). Trimethoprim-sulfamethoxazole and tetracycline, 
although active against MRSA, are not recommended treatments for GAS. 
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Appendix 7 
 

November, 2008 

Infection Prevention and Control of MRSA  
In Primary Care Settings – reducing the risk of tra nsmission 
 
Key points 
 
�  Drainage from MRSA infections are highly infectious and increase the risk of contaminating 

surfaces, items and hands with MRSA. 
 
�  Infections caused by community-associated MRSA (CA-MRSA) are typically purulent and 

discharging.  
 
�  MRSA is usually spread from person to person through direct skin to skin contact or contact 

with items of surfaces that are contaminated with MRSA. 
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Standard precautions should be utilised for ALL pat ients at ALL times irrespective of 
their known MRSA status. 

�
�  5�������
���
������������	�
����������������������� ��
����"�3�������������������������

����!�6'�$����	����������	�
�����������	�
���	����� �������������7�
o 6������
������������
���
�
o 6������������������
o ��
�������������������,�������
��������8����������� ��
o ��
���
������������
���
�
o ��
���
��������
�����
���
����������������0������
�
�

�  In the waiting area, ensure the patients wounds are covered with a dressing that contains 
any discharge. If leakage from wounds is evident, the patient should be moved to a 
separate area and the contaminated area cleaned with a detergent solution as soon as 
practicable. 

�  Wear gown and gloves for close physical contact of a patient with purulent, discharging 
wounds e.g. assessments, dressing changes. 

�  Dispose of used dressings promptly and directly into a bag or waste container. 
�  Apply skin antisepsis and allow to dry, prior to puncturing the skin for invasive procedures. 
�  All reusable patient care equipment must be reprocessed (i.e. cleaned, disinfected or 

sterilised) before use on another patient e.g. stethoscopes, glucometers, surgical 
instruments 

�  Ensure potentially contaminated environmental surfaces that are in contact with the patient 
are cleaned with detergent and warm water between patients e.g. examination table 

�  Change examination table sheets / pillow cases between patients. 
�  Maintain a routine daily cleaning schedule for all patient care areas. 
�  Ensure all toys used for children’s play are washable and cleaned daily 
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