isease contro

Management of community-associated methicillin-resistant
Staphylococcus aureus infections in primary care

ew strains of methicillin-
resistant Staphylococcus au-
reus (MRS A) have emerged in
the community and sometimes cause
aggressive infections in otherwise
healthy people.”” Along with severe
skin and soft tissue infections, these
include rare but devastating illnesses,
such as necrotizing pneumonia. A
recent meeting in BC confirmed that
there has been broad emergence of
MRSA in communities across the pro-
vince over the last 12 to 24 months."
Interim guidelines have been de-
veloped collaboratively by the British
Columbia Centre for Disease Control ,
the BC Association of Medical Micro-
biologists, BC infectious disease prac-
titioners, and the BC Provincial Infec-
tion Control Network. These were
prompted by concerns from physi-
cians that no guidance was available
on management of this problem as it
emerged. The guidelines are now post-
ed in full at www.bccdc.org/content
.phplitem=194.

Diagnosis

* MRSA, including community-asso-
ciated MRSA (CA-MRSA), should
be considered in the differential di-
agnosis of any classical staphylo-
coccal presentation.

e Complicated abscesses should be
incised and the secretions sent for
bacterial culture and sensitivity test-
ing. (Note that most uncomplicated
abscesses will resolve without anti-
biotic therapy and culture of MRS A
from an uncomplicated abscess is
not an indication for antibiotics).

* All patients with systemic illness
should have blood cultures taken.

See the related article on page 116.

4114 Bc mepicAL JoURNAL VOL. 48 NO. 3, APRIL 2006

Clinical SSTI
¢ Folliculitis
¢ Furuncles/carbuncles
* Abscesses
e Cellulitis
e Impetigo (bullous lesions)
* Infected wound

Risk factors for MRSA community-
associated MRSA (CA-MRSA)
 History of IDU
* Homelessness/shelter living
* Incarceration
¢ Aboriginal
¢ From known area/population with
high rates of CA-MRSA

Hospital-associated MRSA (HAMRSA)
¢ Hospitalization in past year

¢ Surgery in past year

* Indwelling catheter

* Residence in LTC home

m

MILD

No systemic symptoms/
co-morbidities

'

MODERATE

Systemic symptoms
(febrile or ill) but
no co-morbidities

SEVERE

Sepsis/life or limb
threatening illness/
unstable co-morbidities

Y

Y

Outpatient management
Follow routine infection
control practices
Incision and drainage of
abscesses (usually the
only treatment needed)
Hot soaks, rest, elevation
Most will not need oral
antibiotics unless celluli-
tis present

Options if indicated:
cephalexin, cloxacillin; if
CA-MRSA risk factors,
consider clindamycin,
TMP-SMX, doxycycline
Adjust antibiotics based
on culture and
sensitivities

* Monitor as outpatient

* Advise regarding preven-
tion of spread at home

 Qutpatient management

* Follow routine infection
control practices

¢ Incision and drainage of
abscesses

* Culture and sensitivity
testing

* Hot soaks, rest, elevation

* QOral antibiotics

¢ Options: cephalexin,
cloxacillin; if CA-MRSA
risk factors, consider
clindamycin, TMP-SMX,
doxycycline

* Adjust antibiotics based
on culture and
sensitivities

* Monitor closely

* May require hospitaliza-
tion, parenteral antibi-
otics, referral to ID

¢ Advise regarding preven-
tion of spread at home

* |npatient management

* Follow contact infection
control precautions

¢ Incision and drainage of
abscesses

* Culture and sensitivity
testing

¢ Broad spectrum par-
enteral antibiotics to
cover MRSA (including
vancomycin)

e May require surgery

* Referral to ID

¢ Adjust antibiotics based
on culture and
sensitivities

Figure. Management of suspected Staphylococcus aureus skin and soft tissue infections

(SSTI) for primary care physicians.




¢ Current groups who have a higher
risk of CA-MRSA include:

- Persons with histories of intrave-
nous drug use, homelessness, or
incarceration.

- Some First Nations populations.

- Those with close contact with in-
dividuals within these risk groups
or with populations where CA-
MRSA is endemic (some areas of
the United States and some Third
World countries).

* Patterns of resistance can change and
optimal therapy should be guided by
knowledge of susceptibility pattern
of the patient’s isolate.

Management

The management of MRSA infection

and colonization was recently reviewed

in an Association for Medical Micro-
biology and Infectious Disease

(AMMI Canada) position paper" and

the BC interim guidelines are summa-

rized in the [EFTY.

* First, localized, uncomplicated ab-
scesses generally will not require
antibiotic treatment. Drainage and
local management are normally suf-
ficient to attain resolution.

e If indicated, antimicrobial treatment
of CA-MRSA infections must be
guided by knowledge of the labora-
tory susceptibility pattern. This is
because susceptibility patterns vary
among CA-MRSA but also because
some infections diagnosed at the
community level involve hospital-
associated strains, which have a nar-
rower spectrum of susceptibility.

Referral for specialist care should be

considered in cases refractory to ther-

apy, cases of invasive infection (e.g.,

bloodstream, pneumonia), and other

presentations where parenteral thera-
py is considered.

Prevention and control

¢ Be sure to wash hands or use an alco-
hol-based hand antiseptic before and
after contact with colonized or in-
fected patients: the key to preventing
transmission. Antibiotic-resistant

bccdc

MRSA, including community-associated
MRSA (CA-MRSA), should be considered in
the differential diagnosis of any classical
staphylococcal presentation.

organisms are usually spread on the
hands of health care providers.

Wear a barrier (e.g., gloves) when it
is anticipated that the health care
provider will come in contact with
mucous membranes, open areas, or
body fluids.

Ensure that patient care items and
contaminated environmental sur-
faces are cleaned and disinfected be-
tween patients, including medical
equipment (e.g., exam tables, chairs,
stethoscopes) used in the care of the
patient. In an ambulatory care cen-
tre, use of a hospital-grade disinfec-
tant is acceptable.

—David M. Patrick, MD,
FRCPC

Director, Epidemiology
Services, BCCDC

—Bonnie Henry, MD, FRCPC
Physician Epidemiologist,
BCCDC

—Bruce Gamage, BSN, RN
Infection Control Consultant,
Laboratory Services, BCCDC
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