IDSA Emerging Infections Network Preliminary Report for 

Periodic Query on “Decolonization of Nasal Staphylococcal Carriers”
· 846 physicians received queries, and 475 (56%) responded as of 5/20/05; 

4 respondents were unable to provide unique or relevant data [n = 471 ]

	Region
	# EIN Members Responding

	New England
	33

	Mid Atlantic
	71

	EN Central
	65

	WN Central
	27

	S Atlantic
	94

	ES Central
	30

	WS Central
	41

	Mountain
	26

	Pacific
	76

	US Territories
	2

	Canada
	6

	Total
	471


· Question One:  79 (17%) EIN respondents reported that in their hospital (primary inpatient workplace), efforts were made routinely to decolonize staphylococcal carriers prior to elective surgery.  Of these, EIN respondents indicated the following:

Decolonization is mandated by:

24 (30%)
individual surgeons

25 (32%)
group(s) of surgeons

20 (25%)
infection control committee

10 (13%)
other [joint effort between Infection Control & cardiac sx; protocol for patients undergoing selected orthopedic procedures involving prosthetic joint replacement; surgeons/infection control committee jointly]
Types of procedures targeted include:

65 (82%)
Cardiac

11 (14%)
Vascular

  2 (3%)
Neuro

21 (27%)
Orthopedic

  2 (3%)
All surgery

  5 (6%)
Other [cosmetic surgery PRN; implants i.e., prosthesis, device, plastic surgery]
Decision to treat is based upon:

32 (40%)
positive preoperative screening culture

26 (33%)
patient risk factor, e.g., diabetes mellitus

21 (27%)
Unanswered
74 (94%) Intranasal mupirocin is the key component of the decolonization regimen

Additional Comments Regarding Question #1: 
GA -- Re decision to treat: previous + MRSA

TN -- Re decision to treat: Based upon concerns of high SSI rates - CT surgeons decided to treat all patients, regardless of carriage status, with mupirocin, despite our objections based upon the data that call for screening first.
IN -- Re decision to treat: all CABG

IN -- Re mupirocin as key component: Also use chlorohexidine shower preop

· Question Two:  94 (20%) EIN respondents reported that the infection control program in their hospital recommends / mandates routine decolonization of MRSA nasal carriers however identified.  Of these, EIN respondents indicated the following:

Setting where done:

42 (45%)
in outbreaks only

35 (37%)
endemic for all colonized patients

13 (14%)
endemic for only colonized patients on special units (e.g., ICU)

  4 (4%)
Unanswered or checked >1 option
87 (93%) Intranasal mupirocin is the key component of the decolonization regimen
Additional Comments Regarding Question #2: 
NV -- No ID person on hospital's Inf Control committee. Hospital doesn't think it's important. We do try to decolonize with mupirocin while txing pts infection plus either hibiclens or phisohex washes

RI -- Re mupirocin as key component: NOT when identified in sputum or wound
· Question Three:  401 (85%) EIN respondents reported that they have seen approximately 6821 patients with recurrent furunculosis caused by CA-MRSA in the last year.  Of those, 343 (86%) EIN respondents indicated that they attempted to decolonize the nares of 4165 patients.  In addition, 227 (57%) EIN respondents indicated that they also attempted to decolonize other family members of 1824 patients.  Lastly, 179 (45%) EIN respondents reported that nasal cultures were done on patients &/or family members before decolonization.  See next page for regional breakdowns.  
	Region
	# EIN Members Seeing Recurrent Furunculosis Caused by CA-MRSA (Approximate # Patients)
	
# EIN Members Attempting to Decolonize Nares (Approximate # Patients)
	# EIN Members Attempting to Decolonize Other Family Members (Approximate # Patients - NOT # of Family Members)
	# EIN Members Reporting Cultures Done Before Decolonization

	New England
	27 (203)
	24 (154)
	18 (92)
	12

	Mid Atlantic
	51 (541)
	44 (440)
	30 (160)
	28

	EN Central
	56 (660)
	48 (402)
	32 (175)
	25

	WN Central
	24 (350)
	20 (145)
	12 (64)
	11

	S Atlantic
	81 (1285)
	71 (802)
	46 (330)
	36

	ES Central
	27 (650)
	20 (301)
	12 (182)
	8

	WS Central
	39 (854)
	34 (531)
	20 (142)
	14

	Mountain
	22 (301)
	18 (162)
	10 (119)
	8

	Pacific
	72 (1935)
	62 (1186)
	46 (557)
	35

	US Territories
	2 (42)
	2 (42)
	1 (3)
	2

	Canada
	-
	-
	-
	-

	Total
	401 (6821)
	343 (4165)
	227 (1824)
	179


· Question Four:  EIN respondents indicated that they would initially use the following modalities to decolonize MRSA nasal carriers with recurrent furunculosis:
Baths or showers with:

329 (70%)
chlorhexidine product

  24
specified >1 bath or shower daily

104
specified multiple baths or showers for at least weeks to months

  66 (14%)
hexachlorophene

    3
specified >1 bath or shower daily

  25
specified multiple baths or showers for at least weeks to months

  32 (7%)
other [antibacterial soap - 14, chlorine/bleach - 12, tea tree oil - 2]
Intranasal &/or topical therapy with:

439 (93%)
mupirocin

269
prescribed for 5-10 days

  66
prescribed for >10 days

  16 (3%)
bacitracin

    7
prescribed for 5-10 days

    2
prescribed for >10 days

    6 (1%)
other [alcohol-based hand rub - 2, peridex - 1]
Oral therapy with:

204 (43%)
rifampin

124
prescribed for 5-10 days

  31
prescribed for >10 days

  40 (8%)
clindamycin

  17
prescribed for 5-10 days

    6
prescribed for >10 days

173 (37%)
Tmp-sulfa

  87
prescribed for 5-10 days

  32
prescribed for >10 days

  40 (8%)
minocycline

  14
prescribed for 5-10 days

  11
prescribed for >10 days

  33 (7%)
other [doxycycline - 22, linezolid - 1]
Additional Comments Regarding Question #4: 
AL -- Re baths or showers: (+) wash all bed linens, bed clothes, towels frequently
OH -- Re oral therapy: I use this more for attempting to eradicate rectal &/or vaginal carriage in pediatric patients with recurrent buttocks lesions
SC -- Re oral therapy: only if nasal mupirocin fails

· Member Questions for Other EIN Members on Survey Topic: 

OH -- Has anyone utilized therapy for skin and soft tissue infections with tmp-smx AND rifampin at the same time along with the CHG soap to hopefully both treat and decolonize the patient at the same time? Would this be something EIN could do as a project together to gather data? Does this help prevent relapse or recurrence? We’re trying it. 
CA -- Anyone have any data on trying successive regimens such as Bactroban/phisohex/doxy; then if failed try bacitracin/chlorhexidine/rifampin; this would be to try to get around possible resistance. I keep seeing plastic surgeons Rx Cipro for one week prior to and two weeks after surgery like tummy tucks and breast implants, & they will not stop!! 
MN -- Do you routinely monitor success rates of decolonization both clinically and bacteriologically (repeat cultures) and if so what are the results. What is your culturing protocol? Single? Multiple? How far apart, ie 3 days, 7 days? Does anyone use ointment rather than nasal mupiricin. Thanks 
OR -- Does anyone do testing for mupirocin resistance?
WI -- What happened to the availability of IN Mupirocin - we are forced to use topical - off label
IL -- Despite these measures, our success rate is probably only about 50%. Is anyone doing any better?
IN -- Are you performing surveillance nasal swabs for MRSA in selected patients at time of hospital admission as recommended by SHEA guidelines for control of MRSA and VRE?
OH -- What is the standard of care for these pts - when should one use rifampin? How long should pts use chlorhexidine/hexachloraphene since its very drying to skin, causes itching?
WA -- Is rifampin a necessity for decolonization and for treatment? Is intraocular lens a contraindication for rifampin treatment an absolute one
IN -- Would like IDSA to try and collect data on how best to treat MRSA endocarditis, prosthetic joint infection, other serious MRSA infections - what drugs/drug combinations and duration
CA -- with so much CA-MRSA, how are members empirically treating osteomyelitis and skin/soft tissue infections? What do they continue if no organism is identified?
IL -- Would like some sort of standardized plan to deal with these pts (ie recommendations by IDSA)
TX -- Has anyone seen pts with MRSA furunculosis recur with MSSA furunculosis? I have 2 cases, I wonder if MSSA has/can acquire PVL toxin
NJ -- Do attempts at decolonization disturb the normal flora enough to prolong the carrier state in some patients?
DC -- How successful is anyone with any of the above measures? Did some of the patients develop bacteremia or pyomyositis?
CA -- ?Does anyone decolonize the family dog which can be a reservoir for CA-MRSA?
NJ -- Which is the favored CA-MRSA drug: clinda, tmp-smx, doxycycline, minocycline?
· Additional Comments on Survey Topic: 

SC -- Use of decolonization strategies for cardiac surgery patients seems to be driven by concern by C-T surgeons. So use of a blanket decolonization strategy seems mostly to quell ultimate fear on the part of surgeons. 

MD -- I recommend decolonization also in dialysis patients & those pts with recurrent MRSA infections other than skin & soft tissue. I have initiated ICU-MRSA screening on admission & discharge from ICU & will expand to dialysis unit & other medical floors over time.

LA -- Recurrent furunculosis in groin apparently due to S. lugdenensis - there's literature to support this organism as a cause, isolated x2, no S. aureus. Recurrences on tmp/smx alone, tmp/smx + rif, and linezolid, despite susc. to all. Am now trying levaquin + rifampin plus decolonization of pt and family. Of interest – per literature 
S. lugdunensis may colonize groin, so is nasal decontamination necessary? Trying it anyway. 
TX -- Very successful using chlorhexidine applied after showering with a standard 'antibacterial' deodorant soap. The idea was to minimize waste of the product and maximize skin concentrations of chlorhexidine. I also have them apply a drop to the fingertip and spread it into the anterior nares twice daily.  I have had very few patients with significant recurrences on this regimen.  
WA -- One concept that I learned at last fall's International Staph conference was that there are 3 types of staph carriers: non-carriers, intermittent carriers, and persistent carriers. The 3rd group are persistently colonized, and likely will remain so despite efforts at decolonization.  

CA -- Because true CA-MRSA is inherently more virulent & aggressive I feel other feasible attempts should be made in those patients where treatment for eradication of MRSA colonization is feasible, ie compliant patients who will follow instructions & in whom risk of Rx does not outweigh benefits. Many of our CA-MRSA patients are indigent street people with crystal meth use & noncompliant with Rx & f/u. We often treat pts with chronic infections & indolent soft tissue infection x weeks of bactrim, doxy or minocine until most of the soft tissues induration resolved & f/u with rx with 5-7 days mupirocin & add rifampin 600 mg qd for at least 5-7 d of topical rx regimen – with good success. I did the same for myself! When I became colonized & infected with CA-MRSA probably working in travel clinic in San Diego. Colonization eradicated, family members negative.  
MO -- Bob Daum identifies clinda as the workhorse - my patients respond well even if D test + only 2 recurrent went resistant. NCCL suggests rept res if D test + this confuses the doctors I teach. How do we change - what is the broad opinion and experience?
ND -- Activity of tumeric paste - made in hot butter and allowed to solidify in sterling silver container - remarkable in furunculosis. Local application. Old Indian remedy.
MD -- If persons fail mupriocin, I repeat therapy once and then switch to an oral regimen with tmp/sulfa and rifampin. Most pts we have seen with CA-MRSA do not have intranasal colonization interestingly so we only have treated carriers.
CA -- CA-MRSA is so prevalent in my community that I have given up on trying to eradicate it unless the family strongly desires this strategy.
NC -- We are seeing a great increase in CA-MRSA in our area of North Carolina. We saw an outbreak in a high school wrestling team that affected 4 wrestlers. I think the Public Health Department should be more aggressive in managing these outbreaks!
ON -- Suppression is a better word than decolonization. You cannot eradicate this

NC -- Tested 25 strains from surgery patients blood or wound - mixed MSSA or MRSA - 16% mupirocin resistant
TN -- We are attempting to standardize the group's approach; however, data is limited in regards to the best regimen. A multi-centered trial is needed in order to address this need.
FL -- I am not convinced that nasal decolonization is worthwhile. In addition, any use of local anti-infectives leaves the door open for the MRSA to become even more resistant.
WI -- I am trying bathing with Tea Tree oil now with a couple of families
AZ -- do the regimens actually work?
FL -- We have had MRSA clinda S, erythro S with D test +
TX -- Close to 100% of patients attending our outpatient AIDS clinic are colonized with CA-MRSA
MI -- two cases of CA-MRSA meningitis

MI -- one pt with biliary MRSA infection
CA -- we did a year long study to decolonize all pt going to cardiac surgery, our results were inconclusive & stopped the efforts.
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