
Reassessing MRSA and VRE Contact 
Precautions
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Please note: Poll questions for 
will be interspersed 

throughout the presentation. 
Polling for each question will 

be open for 1 minute.

We welcome your responses 
and appreciate your 

participation.
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Program Overview
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Session Topic Speaker

March 1, 2024 Introduction to “Rethinking CPs for MRSA/VRE” Dr. Pamela Lee (ID Faculty, Harbor-
UCLA Medical Center)
Dr. Zachary Rubin (LACDPH)

March 8, 2024 Implementing the change in the hospital: How do you do it 
and what are the data for long-term risk?

Dr. Elise Martin (Assistant Professor of 
ID, University of Pittsburgh)
Dr. Daniel Uslan (Professor of ID, 
Geffen School of Medicine at UCLA)

March 15, 2024 Horizontal infection control measures Dr. Loren Miller (Chief, Division of ID at 
Harbor-UCLA Medical Center)

March 22, 2024 Interactive discussion and Q & A session LACDPH infection preventionists and 
physicians



Rethinking contact precautions for MRSA & VRE

• What is the purpose of contact precautions (CP)?

• How effective are contact precautions for MRSA and VRE?

• Are there any costs associated with contact precautions?

• Which agencies/organizations requires contact precautions?

• What does LACDPH recommend?
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Look in the sidebar for the poll question

POLL QUESTIONS 1 & 2



What is the purpose of Contact Precautions?
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Contact Precautions

• Middle ages Protective gear to protect from plague 

• 1970 Modern precautions first codified in by CDC in 
Isolation Techniques for Use in Hospitals, 1st ed.

– 7 isolation types (strict, respiratory, protective, 
enteric, wound and skin, discharge and blood)

• 1985 Universal Precautions

• 1996 HICPAC: simplified precautions: airborne, droplet 
and contact

• 2007 HICPAC: current regime (with some 2018 
additions)

National Communicable Disease Center. Isolation Techniques for Use in Hospitals. 1st ed. US Government Printing Office; 1970. PHS publication 2054.
https://vaulteditions.com/blogs/news/uncovering-the-fascinating-role-of-plague-doctors

7

Engraving of plague doctor in Marsailles, by 
Paul Furst, 1656



Theoretical Support for Transmission Based Precautions

• Implementation of Standard Precautions constitutes the primary strategy 
for the prevention of healthcare-associated transmission of infectious 
agents among patients and healthcare personnel. 

• Transmission-Based Precautions are for patients who are known or 
suspected to be infected or colonized with infectious agents, including 
certain epidemiologically important pathogens, which require additional 
control measures to effectively prevent transmission.

https://www.cdc.gov/infectioncontrol/guidelines/isolation/precautions.html 8



Theoretical Support for Transmission Based Precautions

• Epidemiologically important

– High morbidity/mortality (Ebola, GNRs)

– Resistant to antibiotics (CRE, CRAB, CRPA)

• Contact Precautions effectively prevents transmission (above Standard 
Precautions)

– High risk of environmental transmission (C.diff, C. auris)

– Evidence shows that contact precautions is more effective than standard.

• Benefit outweighs the adverse effects of contact precautions. 
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POLL QUESTION 3

Look in the sidebar for the poll question



https://www.cambridge.org/core/journals/infection-control-and-hospital-epidemiology/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6783805/pdf/nihms -1043025.pdf
https://pubmed.ncbi.nlm.nih.gov/34847970/
https://www.sciencedirect.com/science/article/pii/S0196655317310374?via%3Dihub
https://www.sciencedirect.com/science/article/pii/S0196655320310294?via%3Dihub
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https://www.cambridge.org/core/journals/infection-control-and-hospital-epidemiology/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6783805/pdf/nihms-1043025.pdf
https://pubmed.ncbi.nlm.nih.gov/34847970/
https://www.sciencedirect.com/science/article/pii/S0196655317310374?via%3Dihub


S. aureus infections usually due to pre-hospital colonization

• Houston Methodist Hospital (mBio 2014)

• WGS testing of 398 S. aureus (192 MRSA, 
206 MSSA in 305 patients)

• Tried to identify relatedness/transmission

• “In our study of invasive S. aureus disease 
across a multihospital system, we could 
identify no closely related isolates with an 
obvious intrahospital transmission path.”

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4196229/pdf/mBio.01692-14.pdf 12



• ICU admissions were serially screened in 
UK over 14 months

• 275 S. aureus in 185/1109 (5.3%) MRSA

• 680 patients stays, 44 acquisitions

• SPA typing vs WGS

• 7 total transmissions identified by WGS

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3922217/pdf/cit807.pdf 13



VRE is a bit complicated….but in-hospital transmission is rare

• Germany has the highest rate of VRE carriage in Europe

• Study by Nurnberger, et al. found significant diversity of strains of VRE in 2 hospitals.

– 2 outbreaks were confirmed, but “in-hospital transmission is rare”.

• Comparative study by Cimen, et al. looked at VRE in hospitals in Netherlands vs. 
Germany.

– VRE rates much higher in Germany

– Germany has lower hospital staffing levels, longer LOS, higher bed occupancy rate

– Outpatient antibiotic use much higher in Germany

– Germany has more laxity on CP, Netherlands more strict with screening & CPs

Nurnburger, et al. https://www.egms.de/static/en/journals/dgkh/2021-16/dgkh000384.shtml
Cimen et al. https://aricjournal.biomedcentral.com/articles/10.1186/s13756-023-01278-0
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https://www.egms.de/static/en/journals/dgkh/2021-16/dgkh000384.shtml


What happens when you do away with contact precautions for 
MRSA and VRE? 
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POLL QUESTIONS 4 & 5

Look in the sidebar for the poll question



• Retrospective observational 
quasi-experimental study

• Feb 2017-Feb 2019

• 15 hospitals (3 controls)

• No statistical difference 
between groups

• Hand Hygiene rate 90-92%

• UV Disinfection

17
https://pubmed.ncbi.nlm.nih.gov/34847970/



• Single center 2011-2016

• D/C isolation + 7 horizontal 
interventions

– CHG bathing

– Bare below the elbows

– UV-C disinfection

– 72h auto Foley D/C & cath bundle & 
CHG perineal care

• No increase in MRSA or VRE

https://pubmed.ncbi.nlm.nih.gov/29580304/ 18



• 800 bed hospital in Detroit

• Comparison between 12 month periods

• “Discontinuation of CPs did not adversely impact endemic MRSA and VRE infection 
rates”

https://www.sciencedirect.com/science/article/pii/S0196655317308052?via%3Dihub 19



Local small study…

• Study in ICU at Torrance Memorial Hospital by McKinnell, et al.

• 2 periods: contact precautions for MRSA vs no CPs and universal CHG bathing

• 58% lower CPs in CHG period

• “We found no evidence that discontinuation of contact precautions for patients with 
MRSA in conjunction with adoption of daily chlorhexidine bathing in ICUs is 
associated with increased MRSA acquisition among ICU patients or increased MRSA 
contamination of ICU fomites.” 

McKinnell, et al. file:///C:/Users/e653571/Downloads/discontinuation-of-contact-precautions-with-the-introduction-of-universal-daily-chlorhexidine-bathing.pdf 20



What are the risks of contact precautions?
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POLL QUESTION 6

Look in the sidebar for the poll question



• Hospital in Valencia, Spain

• Compared matched patient groups: 200 isolated vs 200 non-isolated upon admission

• Adverse events in isolated: 16.5% (11.8 AEs per 1000 pt days)

• Adverse events in non-isolated: 9.5% (4.3 AEs per 1000 pt days)

• HAIs most common AE (18.5% in isolated vs 11% in non-isolated)

• More than half of adverse events were preventable

https://bmjopen.bmj.com/content/bmjopen/10/10/e035238.full.pdf 23



• Retrospective observational study spanning the year before and the year after CP 
were discontinued at UCLA

• After discontinuation, infectious AEs were unchanged

• Non-infectious AEs decreased 19% (12.3 to 10 events per 1000 admissions, p = 
0.002)

• Patients with MRSA/VRE had a 72% reduction in non-infectious AEs post-
discontinuation (21.4 to 6.08 per 1000 admissions, p<0.001)

https://pubmed.ncbi.nlm.nih.gov/29745356/ 24



• Aimed to examine impact of CP on patients and on 
health professionals

• Conducted semi-structured interviews of 33 
participants

• Themes identified included:

– Health professionals:

• Sense of powerlessness against policy

• CP ”not being easy”

• Reluctance to enter CP patients’ rooms

– Patients:

• Feeling like outcasts

• Wanting to protect the community, but 
also being worried for themselves

– ”Status as victim as well as vector”

https://pubmed.ncbi.nlm.nih.gov/36007671/ 25



What are some of the benefits of stopping of contact 
precautions?
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Standard Precautions for MRSA/VRE: The Triple Bottom Line
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1.https ://uwex.wisconsin.edu/stories-news/triple-bottom-line/



How many gowns are used for MRSA/VRE CP in LA County?

• Based on recent PPE observations and survey data:

– Over 200 gowns are used for CP weekly for each MRSA/VRE patient

– Over 550 patients are in CP for MRSA/VRE in LA County acute care hospitals on a 
given day

➢Over 7.3 million gowns used for MRSA/VRE CP in LA County in 1 year

• These are underestimations:

– Not including SNFs

– Not including night shifts

28



Co-Benefit of Stopping MRSA CP: Financial Savings

• Cost analysis of CP use which 
included time/motion studies 
and waste audits

• Annual cost of CP for MRSA (1 
room, 1 year): $27,127

• When extrapolated to LA County 
estimates → ~$15 million 
annually spent on MRSA/VRE CP

– Gowns alone are $7.3 million
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Co-Benefit of Stopping MRSA CP: Financial Savings

• Found that MRSA CP and 
universal screening conferred a 
cost of ~$103,000 per 10,000 
admissions

• Concluded that costs of CP and 
screening outweighed the 
projected benefits from 
preventing MRSA-related 
infections.
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Co-Benefits of Stopping CP for MRSA/VRE: Environmental Impact

• Increasing interest from 
Joint Commission, DHHS on 
decreasing the impact of 
healthcare on the 
environment
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Environmental Impact of Single-Use Gowns

• 310g CO2 equivalents per gown made of nonwoven 
polypropylene  
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Environmental Impact of ACH CP Use for MRSA & VRE in LA County:
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➢Using estimate of 310g CO2 equivalents per gown, yearly CO2 
equivalents from gowns used for CP MRSA/VRE in LA County ACH:

~2.27 million Kg CO2 equivalents

➢Per EPA estimates, this is equal to…

➢Consuming 255,473 gallons of gasoline

➢286 homes’ energy use for 1 year

➢5.8 million miles driven by an average gasoline-powered 
passenger car



Co-Benefit of Stopping MRSA/VRE CP: Decreased ED Wait Times

34

Wait time in ED for a patient in MRSA CP 
was 54 minutes longer than a patient not in 
contact precautions

A hospital that stopped MRSA/VRE 
CP demonstrated that admission 
time dropped by >2 hours for both 
MRSA and VRE patients
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POLL QUESTION 7

Look in the sidebar for the poll question



Doesn’t the CDC and IDSA require contact precautions for 
MRSA and VRE?
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https ://pubmed.ncbi.nlm.nih.gov/37381690/



Appendix A

https://www.cdc.gov/infectioncontrol/guidelines/isolation/appendix/type-duration-precautions.html
38



What about The Joint Commission?

1. https://www.jointcommission.org/standards/standard-faqs/hospital-and-hospital-clinics/infection-prevention-and-control-
ic/000001445/#:~:text=Joint%20Commission%20surveyors%20will%20expect,close%20proximity%20to%20the%20patient%22.
2. https://www.cdc.gov/infectioncontrol/guidelines/core-practices/index.html
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https://www.jointcommission.org/standards/standard-faqs/hospital-and-hospital-clinics/infection-prevention-and-control-ic/000001445/
https://www.jointcommission.org/standards/standard-faqs/hospital-and-hospital-clinics/infection-prevention-and-control-ic/000001445/


So, should we just stop contact precautions for MRSA and VRE?
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Don’t drop contact precautions so fast….

• Hospitals that demonstrated lack of harm after discontinuing contact precautions

– High hand hygiene rates (>90%)

– Good IPC infrastructure

– CHG bathing and other horizontal infection prevention practices

– Hospitals with fewer shared rooms

– Not having active outbreak

• Contact precautions may still be important in some patient populations depending 
upon situation in your hospital

– Some units may benefit: NICU, Transplant, Heme/Onc

– Outbreaks

– High institutional rates of MRSA and VRE
41



CDC’s Core Infection Prevention and Control Practices for Safe 
Healthcare Delivery in All Settings

• Leadership support

• Education and training of HCP on IP

• Patient, Family and Caregiver Education

• Performance monitoring and feedback

• Standard precautions

– Hand hygiene, environmental cleaning, injection safety, appropriate use of PPE, 
minimizing exposures, reprocessing of reusable medical equipment

• Transmission based precautions

• Manage temporary invasive medical devices

• Occupational Health

https://www.cdc.gov/infectioncontrol/guidelines/core-practices/index.html
42



• PROTECT trial

• Cluster randomized trial of 28 SNFs

• CHG bathing + povidone iodine nasal 5 
days on admission, 5d every other week

43



Concentrate on horizontal IPC practices

Vertical IPC

• Discontinue contact precautions for MRSA, 
VRE and ESBL.

• Continue contact precautions for 
organisms with greater environmental risk 
and fewer treatment options: CRE, CRAB, 
CRPA, C. diff, C. auris, etc.

Horizontal IPC

• Improve horizontal IPC practices

– Hand hygiene

– Universal CHG bathing

– Povidone iodine nasal decolonization

– Environmental cleaning & disinfection

– CAUTI prevention

– CLABSI prevention

– Supplemental environmental disinfection 
(UV, etc)

– Bare below the elbows

44



Recommendations

• Perform risk assessment in your facility.

• Perform IPC gap analysis to identify practice shortcomings.

• Implement IPC improvements.

• Identify high risk situations where CPs may still be appropriate.

– NICU (for all S. aureus)

– Outbreaks

• Implement new horizontal IPC practices.

• Educate on IPC changes.

• Consider discontinuation of CPs for MRSA and VRE and use of standard preautipons 
instead.
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Questions?
Thank You!
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POST-WEBINAR SURVEY:

https://www.surveymonkey.com/r/3NSMJPQ


	Slide 1: Reassessing MRSA and VRE Contact Precautions
	Slide 2
	Slide 3: Program Overview
	Slide 4: Rethinking contact precautions for MRSA & VRE
	Slide 5
	Slide 6: What is the purpose of Contact Precautions?
	Slide 7: Contact Precautions
	Slide 8: Theoretical Support for Transmission Based Precautions
	Slide 9: Theoretical Support for Transmission Based Precautions
	Slide 10
	Slide 11
	Slide 12: S. aureus infections usually due to pre-hospital colonization
	Slide 13
	Slide 14: VRE is a bit complicated….but in-hospital transmission is rare
	Slide 15: What happens when you do away with contact precautions for MRSA and VRE? 
	Slide 16
	Slide 17
	Slide 18
	Slide 19
	Slide 20: Local small study…
	Slide 21: What are the risks of contact precautions?
	Slide 22
	Slide 23
	Slide 24
	Slide 25
	Slide 26: What are some of the benefits of stopping of contact precautions?
	Slide 27: Standard Precautions for MRSA/VRE: The Triple Bottom Line
	Slide 28: How many gowns are used for MRSA/VRE CP in LA County?
	Slide 29: Co-Benefit of Stopping MRSA CP: Financial Savings
	Slide 30: Co-Benefit of Stopping MRSA CP: Financial Savings
	Slide 31: Co-Benefits of Stopping CP for MRSA/VRE: Environmental Impact
	Slide 32: Environmental Impact of Single-Use Gowns
	Slide 33: Environmental Impact of ACH CP Use for MRSA & VRE in LA County:
	Slide 34: Co-Benefit of Stopping MRSA/VRE CP: Decreased ED Wait Times
	Slide 35
	Slide 36: Doesn’t the CDC and IDSA require contact precautions for MRSA and VRE?
	Slide 37
	Slide 38: Appendix A
	Slide 39: What about The Joint Commission?
	Slide 40: So, should we just stop contact precautions for MRSA and VRE?
	Slide 41: Don’t drop contact precautions so fast….
	Slide 42: CDC’s Core Infection Prevention and Control Practices for Safe Healthcare Delivery in All Settings 
	Slide 43
	Slide 44: Concentrate on horizontal IPC practices
	Slide 45: Recommendations
	Slide 46: Questions?

