
Healthcare Associated Infection Advisory Committee 

March 27, 2015, 9:30AM 

Jesse Cooper Building, 417 Federal St. Dover, Delaware 

Minutes 
Attendance: 
Infection Control Professional  Direct Care Nursing Staff   

BayHealth – Kent Kelly Gardner C  Academic Researcher   

BayHealth – Milford Holly Helmick C  Consumer Organization Joanne Hasse V-NC 

Beebe Donna Anderson C  Health Insurer   

Christiana Care Kathy Wroten C  Health Maintenance Org.    

Genesis Healthcare Maria Eckart P  Organized Labor   

Nanticoke Kimberly Adkins C  Purchaser of Health Care   

Nemours/AI DuPont Eileen Sherman P  Department of Corrections   

St. Francis Helene Paxton C   

Wilmington VA    Guests 

Infectious Disease Physician  Mary Peterson (Interagency Forms) V-NC 

1 of 4 Marci Drees C  Abby Wild V-NC 

2 of 4 Steve Eppes C  Brenda Tincher (QI) P 

3 of 4    Michele Powers P 

4 of 4    Corinna Getchell P 

DE Hlth Care Facility Assn. Yrene Waldron P   Rene (Maureen) Tomczak P 

Freestanding Surgical Center    Kim ?? P 

Dialysis Center    Barbara Robbins (DE APIC) C 

Psychiatric Facility       

DE Division of Public Health Awe Maduka-Ezeh V-NC     

DE DPH HAI Specialist Judy Walrath C     

 

I. Call to Order 

a. Kelly Gardner, Chair, called meeting to order at 9:40 AM.  

 

II. Approval of minutes 

a. The minutes for December 12, 2014 were approved as distributed.  

 

III. Old Business 

a. Quality Insights, Brenda Tincher:  Stakeholder Support Letter discussion 

i. Reviewed transcript of correspondence between Brenda and Kelly (transcript 

attached at end of Minutes).  Quality Insights (QI) has a five year commitment 

to provide a professional relationship to: 

1.  Provide free collaboration, resources, webinars, etc. as requested by the 

HAIAC, healthcare professionals, and the public;  

2. QI can collect and disseminate information;  

3. QI works with five states (DE, MD, PA, WV, and LA), and over 100 

hospitals, information gathered from each state is available to all states 

and to the local communities; 

4. Acute Care facilities with the QI umbrella range widely in size and 

scope, from small local or rural hospitals to large metropolitan and 

teaching hospitals, and provides for wide range of experiences to draw 

upon 

5. Singular, narrow or wide ranging topics can be brought to the table 

6. QI will provide biweekly and bimonthly newsletters.  

ii. HAIAC Subcommittees may reach out individually to QI 
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1. Both Reports/Communications and Prevention Subcommittees have 

already reached out to QI. 

iii. Facilities must verify their participation with QI by July.  

iv. Sent Brenda the membership list with email addresses on 3/30/2015. 

 

b. Election Results 

i. Kelly announced results of ballot: 

1. Committee Chair – Kelly Gardner 

2. Committee Vice Chair – Helene Paxton 

3. Communications/Reports Subcommittee – Judy Walrath with Marci 

Drees agreeing to serve as Co-chair 

4. Membership – Donna Anderson 

5. Prevention – Eileen Sherman 

6. Regulations – Kathy Wroten 

a. Reminder – all HAIAC members are to participate on at least one 

subcommittee. 

ii. Discussion to clarify by-laws related to terms of subcommittee chairs – 

discussion lead to unanimous agreement to leave by-laws as-is, and to use the 

two year election of the committee chair and vice chair as an opportunity to 

review the subcommittee leadership.   

 

IV. New Business  

a. HAI Reports, Development of Timeline, & Discussion, Awe Maduka-Ezeh and Judy 

Walrath  attached at the end of the Minutes.  

 

i. Awe Maduka-Ezeh expressed appreciation to committee members for their 

patience with regard to delays in release of HAI reports as DPH worked through 

an event-filled 2014 (particularly with regard to the response to Ebola and to a 

difficult flu season) 

ii. Judy discussed timeline, immediate needs, best way to depict information 

within reports – expected vs. observed; annually vs. quarterly for some info; 

align state reports to CMS.  Judy will expand timeline to include healthcare 

worker vaccinations , dialysis centers, etc. per CMS requirements. 

iii. Due to nature of reporting requirements, would Quality Insights be helpful with 

data and support, expected changes in 2016? 

 

b. HAI Coordinator’s Role and Role of non-HAI DPH Staff (Immunization, TB, & Lab) , 

Awe Maduka-Ezeh 

i. Judy Walrath’s role is to coordinate HAI activities and conduct flu 

surveillance;.  Judy is to serve as the ‘Face of DPH,’ with regards to HAIs with 

Dr. Maduka as backup.   

ii. Website will be updated with Judy’s contact information, and Judy will update 

the website with reports. 

iii. Prior to next HAIAC meeting, Dr. Maduka will produce communication for 

dissemination through HAIAC summarizing Judy’s role.  

iv. Judy will sit on all HAIAC Subcommittees. 

 

c. The inter-agency forms – Mary Peterson,  

i. Regulations require use of a “uniform” form; failure to use the form can result 

in citations for ‘non-professional practice.’   
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ii. The Interagency Facility Transfer Process and forms are attached to the 

Minutes. 

iii. The Interagency Transfer forms have been approved by both state regulatory 

agencies; Form A is used to transfer a patient from Emergency Department to 

Inpatient Care; Form B is used to transfer a patient from Inpatient Care to Post-

acute Care.   

1. Revisions to the Interagency Forms should be brought to the Post Acute 

Care Council (PACC) through the Delaware Healthcare Association, 

Susan Robb-Long.  All revision requests or ideas must go through Susan 

Robb-Long in order to maintain a single point of contact. 

a. The next PACC meeting is in late May, submit any revision 

recommendations to the DHA by April 30. 

2. Mary Peterson and Corinna Getchell will send the Interagency Transfer 

Process and Forms to all licensed Delaware agencies.   

iv. Mary Peterson is in contact with DE Healthcare Association  

v. Working on a grant application for funds to establish consistent messaging 

between agencies.   

1. For facilities that do not have electronic medical records:  Direct Secure 

Medical Messaging to include necessary information to treat patients.  

2. For facilities with electronic medical records:  ability to deposit patient 

data from acute to post acute care facilities 

d. NHSN Updates – NHSN has made changes to some of the HAI definitions and 

reporting requirements.  Judy will post Powerpoint files from February website training 

as soon as the final, revised files become available. 

e. Ebola 

i. All off-site offices should have state approved algorithm for Ebola.  Awe will 

update and send out to include: 

1. Screening Questions 

2. Reminder to remain hyper-vigilant 

3. The number of people being monitored; high or low risk, pregnant 

ii. A two week schedule will be set up for alert/reminder messaging 

1. Delaware does not have data for neighboring states and those 

populations can easily contact/infect Delawareans. 

f. One and Only Campaign.   

i. One and Only campaign is a Safe Injection Practices education campaign from 

the Centers for Disease Control and Prevention ( CDC)  

1. Judy will send out the link and information regarding the program and 

update the state website.  

g. Pneumococcal disease. Helene Paxton brought up a question about Prevnar 13 versus 

Pneumovax 23.  The concern is regarding knowing which patients have been immunized 

against pneumococcal disease and with which vaccine. This is important to ensure patients are 

fully vaccinated while avoiding duplication of efforts.  Judy Walrath will reach out to the DE 

Immunization Registry to find out if DelVax would be a resource to help with this. 

 

V. Subcommittee Reports 

a. Regulations – Kathy Wroten  

i. HAIAC meetings are open to the general public, public notice must be given 2 

weeks prior to meeting dates, and the minutes must be published on the website.  

Click the following link for the Delaware Code Title 16, Health and Safety; 

Regulatory, Provisions Concerning Public Health; Chapter 10A. Healthcare 
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Associated Infections Disclosure Act:   

http://delcode.delaware.gov/title16/c010a/index.shtml 

Link to Title 16 sent to Kathy Wroten 3-30-2015. 

 

b. Reports & Communications –Marci Drees & Judy Walrath 

i. Judy will serve as Chair, Marci as Co-chair. 

ii. Target dates in Action Plan are being updated.  

iii. Updating HAI website to include consumer groups 

1. Judy requested that recommendations for documents to include on the 

website, both for the professional and consumer sections, be sent to her. 

2. We have the ability to count hits to the website, but no information 

regarding who is looking. 

 

c. Membership – Yrene Waldron 

i. Donna Anderson is the new chair for the Membership Subcommittee 

ii. Kelly and Donna will meet to determine appointed members that have not 

attended meetings, and will send reminder/commitment letters. 

iii. Should Preparedness be included on the HAIAC? 

1. Would Title 16 need to be changed to include Preparedness?  

 

d. Prevention – Eileen Sherman, working primarily on the Hand Hygiene Self-assessment, 

refining efforts to areas of greatest opportunity and greatest risk to patient 

i. The invitation letter to include self-assessment framework, is on track for early 

April 

ii. DE APIC supports parallel work to increase awareness at worksites.  May need 

measurement tool  

1. How do facilities document hand hygiene 

iii. Marketing campaign would be helpful 

1. Is it possible to get an intern whose interest is in marketing, website 

development to address both needs?  

iv. Data collection 

v. How to incorporate hand hygiene tools in surgery, anesthesia, outpatient, etc.  

areas 

1. Need to work on Tool Kit 

a. Target efforts:  common themes, greatest risk, etc.; for example 

patient medication administration 

b. Define terms such as “Patient Environment” 

c. Define expectations of glove changes 

d. Checklist for CMS surveyors, and Feedback process 

vi. Corinna Getchell will participate on next Prevention Subcommittee call 

 

VI. Open Discussion 

a. Guidelines for the Management of Multidrug Resistant and Other Epidemiologically 

Important Organisms along the Health Care Continuum, Marci Drees, attached at the 

end of the minutes. 

i. Marci discussed 2015 updates,  

ii. Request feedback by April 15 regarding: 

1. Revisions 

2. HAIAC member contact information 

http://delcode.delaware.gov/title16/c010a/index.shtml
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3. HAIAC member credentials 

4. Norovirus 

5. Hand hygiene, page 20, appendix I 

b. Send by April 30, vote is May 15 by ballot for all HAIAC Committee members 

 

VII. Adjournment 

a. 11:44 AM 

 

Respectfully submitted,  

Kelly Gardner Suzanne Mihok 

Chair Recorder  

 

 

Next meeting:  June 26th.   June 19th, 9:30-Noon 
VIDEO CONFERENCE SITES:  Available at the:    Adams State Service Center in Georgetown, Library and  
                             Holloway Main Admin Bldg, New Castle, Room  CR 198. 

Telephone Bridge Lines:   
The bridge phone numbers are: 
New Castle County 302-255-2900   
Kent County  302-741-8695   
Sussex County  302-424-8675   
From an Avaya site 52900 
 
Passcode (pin) for bridge access:  will be set up 

All numbers listed below access this bridge.  Please 
use the number that is local to your county.   
Start time of bridge access:  9:30am 
End time of bridge access:   12:00noon 
Duration of bridge access:  2.5 hours 
 

 
2015 Meeting Dates 

March 27 

June 26th.   June 19th, 9:30-Noon  

September 25 
December  11 

 
HAIAC meetings are held the 4th Friday of the last month of each yearly quarter, with the exception of 

the fourth quarter when the meeting is held on the 2nd Friday of December. 
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Quality Insights - HAI Project 

Confer Rights/Stakeholder 

Kelly Gardner and Brenda Tincher Transcript, December 2014 
 

From:  Kelly_Gardner@Bayhealth.org  

Sent: Friday, December 12, 2014 1:41 PM 

To: Tincher, Brenda 

From:  Tincher, Brenda" 

<btincher@wvmi.org>  

To:  Kelly_Gardner@Bayhealth.org"  

Date:  12/18/2014 12:11 PM  

 

When does the initiative start? It started as soon as we started recruiting—but 

will be more active once our participant group 

is finalized. So we have activities ongoing  

 

 

How will the start be communicated?  There won’t really be a kick-off per se, but we 

have a intro video with voice over by Eve 

Esslinger and I have included the link:  

http://www.qualityinsights-

qin.org/Initiatives/Hospital-

Infections/Introduction-to-HAIs.aspx.  I would 

encourage you to watch.  

 

 

Many of the entities on the committee have 

already signed organizational commitment 

letters......is it necessary/required that this 

group also do the same? 

We recently received further clarification from 

CMS and no you are not required to sign the 

letter. By acknowledging that you have 

received our letter is an agreement in itself.  I 

have the new email we are sending out if you 

would like to have the information. It does 

state “we are assuring that our partnership 

efforts will not duplicate State- and Federally- 

sponsored efforts.”  I will be happy to send it.    

 

 

How will signing this letter benefit the state 

wide initiatives in reducing HAI's? 

By collaborating, the participants have more 

resources, more support 

 

What is expected from the HAIA group? Collaboration as they are able) 

 

Are you willing to assist our Infection 

Prevention Sub-Committee and be an active 

participant with that group? 

I will need to know what is involved. 

 

Would you be willing to be a participant at the 

 next meeting (conference call is available) to 

further discuss? 

Yes and I will ask my Task Lead Eve Esslinger 

to join us. 

 

http://www.qualityinsights-qin.org/Initiatives/Hospital-Infections/Introduction-to-HAIs.aspx
http://www.qualityinsights-qin.org/Initiatives/Hospital-Infections/Introduction-to-HAIs.aspx
http://www.qualityinsights-qin.org/Initiatives/Hospital-Infections/Introduction-to-HAIs.aspx
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TIMELINE FOR REPORTS ON HEALTHCARE-ASSOCIATED INFECTIONS 
 
 

A. Hospital HAI Data (CLABSI, CAUTI, SSI-COLO, SSI-HYST, MRSA, CDI) 
 
(1) 2013 Reports 

 
a. Quarterly 

i. 3/24: All quarterly report data for 2013 compiled and sent out for review. 
ii. 4/2: All discrepancies reported back from hospitals. 
iii. 4/5: 2013 quarterly reports finalized. 
iv. 4/7: 2013 quarterly reports posted on website. 

 
b. Annual 

i. 4/6: Data table completed for 2013 Annual Report 
ii. 4/13: All discrepancies reported back from hospitals. 
iii. 5/30: Final draft of 2013 Annual Report completed and sent out for review. 
iv. 6/30: Annual Report 2013 completed and posted on website. 

 
(2) 2014 Reports 
 

a. Quarterly 
i. 3/26: All quarterly HAI data for 2014 compiled and sent out for review. 
ii. 4/2: All discrepancies reported back from hospitals. 
iii. 4/7: 2014 quarterly reports finalized. 
iv. 4/9: 2014 quarterly reports posted on website. 
 

b. Annual 
i. 4/13: Annual HAI data for 2014 compiled and sent out for review. 
ii. 4/20: All discrepancies reported back from hospitals. 
iii. 9/30: Final draft of 2014 Annual Report completed and sent out for review. 
iv. 10/30: Annual Report 2014 completed and posted on website. 

 
Going forward, quarterly reports for each quarter will be sent out for review by COB on the last day of the 
following quarter and the full annual report will be sent out for review five months after the end of the year and 
finalized by 6/30 of the subsequent year.  
 

a. 1
st
 quarter of 2015: Send out report for review on 6/30/15. Finalize by 7/16/15 

b. 2
nd

 quarter of 2015: Send out report for review on 9/30/15. Finalize by 10/14/15 
c. 3

rd
 quarter of 2015: Send out report for review on 12/31/15. Finalize by 1/14/15 

d. 4
th
 quarter of 2015: Send out report for review on 3/31/2016. Finalize by 4/14/2016 

e. Annual report for 2015: Send out report for review on 5/31/2016. Finalize by 6/30/2016 
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The Who, What, When, and Why, of the       

Interagency Statewide Facility Transfer Forms 
 

 

Background:  In early February of 2006 a pilot program was launched to incorporate the use of the then newly 

created Interagency Transfer Forms for use when transferring patients/residents from one facility to another.  The forms 

were originally introduced to healthcare providers in the fall of 2005 through means of meetings and presentations to 

providers, which also allowed an opportunity for comments and feedback.  The pilot period is slated to end December 

31, 2006 and mandatory implementation will begin January 1, 2007.  We had also asked for comments and suggestions 

to make any appropriate revisions prior to the go live date of January 1, 2007. 

 

 

WHO should be using the Interagency Statewide Facility Transfer Forms? 

 All healthcare providers in the state of Delaware who are transferring patients/residents from one healthcare 

facility to another, whether you are  

o discharging a patient from a hospital to a long-term care facility,  

o transferring a resident from a long-term care facility to a hospital or hospital emergency room, or  

o transferring a patient from one healthcare provider to another within the State.  

 

 

WHAT are the forms and where can I find them? 
 

The Interagency Transfer Forms consist of three universal user friendly forms; found at www.deha.org.  The templates are 

designed to be printed with each facility’s letterhead. 

1. Form A – Interagency Clinical Status Information (2 pages),  

2. Form B – Interagency Nursing Communication Record (single page); and  

3. Interagency Process Form.   

 

 

WHEN should I start using the Interagency Statewide Facility Transfer Forms and 

do they replace existing transfer forms we are currently using? 
 

Right now!  The pilot period will end December 31, 2006 and mandatory implementation will begin January 1, 2007.  Use 

the Interagency Transfer Forms in place of any other forms you are currently using within your facility. 

 

 

WHY should I use the forms? 
 

To improve the quality of care by providing pertinent clinical information to providers transferring or discharging 

patients/residents throughout the healthcare continuum.  This process is an opportunity to improve the quality of care for 

those we serve in the State through collaboration, increased communication, and information sharing.  If that isn’t enough 

reason, it will also soon be State Regulation.  Is this now State Regulation?   

http://www.deha.org/
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INTERAGENCY INTRODUCTION LETTER 
 

TO:  Delaware Healthcare Providers 

 

FROM: Joseph Letnaunchyn 

  Delaware Healthcare Association 

 

  Yrene Waldron 

  Delaware Health Facilities Association 

 

  Carol Ellis 

  Division of Long Term Care Residents’ Protection 

 

  Mary Peterson 

  Office of Health Facilities Licensing and Certification 

 

DATE:   

 

SUBJECT: Development and Implementation of New Statewide Interagency Transfer Forms 

 

For two years, a small task force has been working diligently to revise the current Interagency Transfer Form utilized by 

healthcare facilities when transferring patients/residents from one facility to another.  The first phase of project 

development established a clear picture of the current situation, set specific measurable objectives and committed leaders 

to a vision for change.  These activities served to tailor the change process to address the problems with the current form 

and its use in various settings.  The charge of the task force was to develop a form(s) that would be truly universal; would 

facilitate the treatment of the patient/resident through the provision of necessary information; and, would be user friendly.  

We believe that we have developed such a product.  

 

All healthcare providers share a vision of quality.  We view this process as an opportunity to improve the quality of care 

for those we serve through collaboration, increased communication and information sharing.  These forms will help 

develop the infrastructure for an improved continuum of care in the State of Delaware. 

 

This memorandum is the second step in the process and serves as an invitation to join us in this change process and share 

our goal for improved communication.  The next steps? 

 

 The forms will be introduced to healthcare providers this fall.  Meetings will be held, presentations will be made, 

and providers will have the opportunity to ask questions.  Each healthcare provider will be provided with a 

template for the forms and may utilize the template with facility letterhead. 

 Prior to December 31, 2005, healthcare providers should educate staff on the use of the forms.   

 Use of the forms will begin on January 1, 2006.  The forms will be piloted for one calendar year during which 

time providers may submit comments or suggestions. 

o Comments/suggestions may be submitted to Yrene Waldron, Delaware Health Care Facilities 

Association, at:  DHCFA@aol.com. 

 The pilot will end on December 31, 2006. 

o If comments indicate that the forms need to be revised, the task force will make appropriate revisions and 

will introduce the newly-revised forms for use. 

o If no revisions are necessary, the forms will become the standard for interagency transfers between 

providers. 

 

We look forward to continuing to improve quality of care through our shared vision of a true care continuum.  
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Action Required Responsible Party 

FORM – A 

INTERAGENCY CLINICAL STATUS INFORMATION 

Long-Term Care Facility Acute Care Facility 

Long-term care facility should complete when sending a 

resident to an Emergency Department or for direct/elective 

admission to hospital. 

 

X 
 

Long-term care facility should also send copies of the Face 

Sheet, Medication Administration Record and any other 

applicable information that would assist the ED/Admitting 

physician should also be sent. 

 

X 
 

FORM – B 

INTERAGENCY NURSING COMMUNICATION 

RECORD 

  

Acute care facility should contact long-term care requesting 

Interagency Nursing Communication Record be faxed within 

2 hours. 

 

Acute care facility should provide: 

 Name of unit 

 Patient’s location on unit 

 Unit phone number and fax number 

 

 
 

 

X 

Long-term care facility should fax Interagency Nursing 

Communication Record (Form – B) to the acute acre facility 

within 2 hours. 

 

X 
 

When a patient is discharged from the acute care facility, the 

acute care facility should fax the following to the long-term 

care facility: 

 

 Interagency Nursing Communication Record (Form 

– B) 

 Patient/Family Discharge/Transfer Instructions sheet 

 Interagency Discharge Orders 

 PASARR 

 

In addition to faxing the above, copies of the above records 

should be sent with the patient. 

 

 
 

 

 

X 
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Available on the DPH website at: http://www.dhss.delaware.gov/dhss/dph/index.html. 
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Introduction: 

The Delaware Division of Public Health (DPH) receives many inquiries from non-acute, residential care facilities 

along the health care continuum, including but not limited to nursing homes, rehabilitation centers, psychiatric 

and assisted living facilities, regarding the appropriateness of placement and care of persons with multidrug 

resistant organisms (MDRO).  The most common questions concern persons who are colonized or infected with 

methicillin resistant Staphylococcus aureus (MRSA) or vancomycin resistant enterococcus (VRE), and 

increasingly those with highly resistant Gram-negative bacilli (GNB), such as carbapenem-resistant 

Enterobacteriaceae (CRE), Pseudomonas,  and Acinetobacter species.  Due to concern about MDRO, some 

facilities have restricted the admission of persons known to be infected or colonized with MDRO, or have 

required negative screening cultures prior to transfer.
2
  This has caused persons with MDRO to experience 

delays or denial of admission to long term care, psychiatric and other facilities.
3,4

   There is no evidence that 

restricting the admission of persons with MDRO is effective in keeping such facilities free of MDRO.  Because 

residents are not generally screened for MDRO, colonization is often not detected.  Therefore, a policy 

restricting the admission of persons with MDRO may lead to a false sense of security that a facility is free of 

MDRO.
5
  In addition, there is often concern regarding the transfer of patients recovering from transmissible 

gastrointestinal infections, particularly Clostridium difficile and Norovirus (Norwalk-like virus).   

 

This guideline is intended to address all of the above “epidemiologically important” organisms, which for the 

purposes of this document will be collectively referred to using the general term MDRO.  Guidance that is 

pertinent only to specific organisms will be designated as such.  In addition, the term extended care facilities 

(ECF) will refer to all non-acute, residential care facilities along the health care continuum, including but not 

limited to nursing homes, rehabilitation centers, psychiatric and assisted living facilities. 

 

DPH Position Statement: 

Based on currently available knowledge from the Centers for Disease Control and Prevention (CDC), the 

Society for Healthcare Epidemiology of America (SHEA), the Association of Professionals in Infection Control 

and Hospital Epidemiology (APIC), and other sources, persons with MDRO should not be denied admission 

solely on the basis of a positive MDRO culture from any site, past history of any MDRO, or because they have 

recently been diagnosed with an MDRO.
5,6

  Also, it is not appropriate for ECFs to refuse to re-admit residents 

who have been found to have MDRO after transfer from the ECF to an acute care facility.  New or returning 

residents should be admitted to ECFs based on the ability of the facility to provide necessary care to the 

resident and should not be based on MDRO status. Denying admission or re-admission based on MDRO status 

alone is discriminatory, may lead to review by government agencies, and is in violation of 16 Del. C., 1121(18).  

The CDC, SHEA, APIC, the American Hospital Association (AHA) task force and the Veterans’ Affairs (VA) 

consensus panel all oppose restricting the access of MRSA colonized residents to ECF.
6–8

  Guidelines 

published by other states also oppose such restrictions.
9–11

  

 

ECFs should be prepared to implement appropriate infection control measures for all prospective or current 
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residents colonized or infected with MDRO. This guideline, which is based on the best current 

recommendations, describes infection control measures for ECF residents with MDRO in non-outbreak 

situations.  It is important to note that due to incomplete data specific to certain issues in the community 

extended care setting, extrapolation from studies done in other settings and/or situations has been necessary. 

As additional research is published, this guideline will be revised as necessary. 

 

Background: 

 The presence of MDRO colonization in ECF residents appears to be quite common. Studies have estimated 
that more than 20% of ECF residents may be colonized with MRSA and more than 10% may be colonized 
with VRE.

12–25
  Among patients hospitalized with invasive MRSA infections with onset in the community, 

one-third were admitted from ECFs.
26

  In addition to MRSA and VRE, antibiotic resistant gram-negative 
bacilli (GNB) are also common in this setting (e.g., E. coli, Pseudomonas aeruginosa, Klebsiella species, 
and Acinetobacter species).

15,16,27,28
 The most highly resistant examples with this group are CRE, which 

may be common in some ECF while never seen in others.
29

  In addition, increasing numbers of C. difficile 
infections have also been reported,

30
 as well as higher hospital burden of C. difficile in facilities with higher 

rates of transfer from ECF.
31

  It has been shown that a significant portion of residents are already colonized 
with MRSA and VRE upon admission to ECFs and fewer residents acquire MRSA or VRE during their ECF 
stay.

12,32
  The admission of persons with MDRO into ECFs does not appear to increase ECF infection rates 

or commonly result in excess morbidity or mortality.
33

  

 

 Although MDRO colonization may result in infection, it has been demonstrated that ECF residents colonized 
with MRSA and VRE are less likely to develop infections due to these organisms than are hospitalized 
patients.

34
  Despite more frequent colonization, infections were less commonly due to MRSA or VRE than 

resistant GNB.
35

  In studies of VA-affiliated ECF, few deaths resulted from MRSA infection
12,13

 and in a 
study of VRE colonization in an ECF found subsequent development of infection to be rare.

14
  One study 

indicated that patients colonized with MRSA had higher 3-year mortality than non-colonized patients, but 
only among those with severe cognitive impairment.

36
  A point-prevalence study of VA nursing homes 

demonstrated a 5.2% prevalence of nursing home-associated infections, with residents with any indwelling 
device having a 3-fold greater risk of infection.

37
 Studies involving MRSA and VRE indicate that roommate 

to roommate transmission of these MDROs in the ECF setting, although possible, is not common.
14,38–40

  
Therefore, control measures that may be appropriate in the acute care setting are not generally indicated in 
the ECF setting.  As in acute care hospitals, however, person-to-person spread via direct contact, 
particularly between residents and the transiently colonized hands of health care workers, is considered the 
principal mode of transmission.

5
  The importance of hand hygiene cannot be overemphasized in either the 

acute care or ECF setting.   

 

 The prevalence of C. difficile in ECF in the absence of a recognized outbreak has ranged from 4-20%.  
Between 10-20% may acquire C. difficile during their stay; however, most residents may remain 
asymptomatic.

41
  There has been a shift in C. difficile disease epidemiology, with increasing proportion of 

cases originating in the community, including ECFs.  One study found nearly half of C. difficile cases 
originated in ECFs, and only 15% of these patients had diarrhea as an acute presenting complain upon 
transfer to acute care settings.

42
  Viral gastroenteritis (caused by rotavirus, enteroviruses or norovirus) and 

bacterial gastroenteritis (including C. difficile) are well-known causes of diarrhea outbreaks in ECF.  The 
elderly in particular are at increased risk for infectious gastroenteritis because of age-related decreases in 
gastric acid.  Person-to-person spread, especially when bathrooms, dining and rehabilitation facilities are 
shared, plays an important role in viral gastroenteritis and C. difficile transmission.

43
  However, while 

patients recovering from these infections may continue to shed organisms in their feces,
44

 the cessation of 
diarrhea significantly decreases their infectivity to others.

43
  

 

 

Risk Factors for MDROs: 

The following factors have been found to be associated with MDRO colonization: general disability, underlying 
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illness; intravenous, urinary, or enteral feeding devices; antibiotic use; wounds; previous hospitalizations; 

decline in functional status; advanced dementia; chronic obstructive pulmonary disease; and increased intensity 

of nursing care.
16–19,24,27

  Factors that favor the spread of MDROs include high resident to staff ratios, lack of 

attention to basic infection control measures, use of common equipment without disinfection between residents, 

limited facilities for handwashing and the inappropriate use of antimicrobials.
6
 ECFs must follow acceptable 

infection control standards of practice as indicated by the CDC, APIC, SHEA, and state health authorities. 

 

Diagnostic Testing: 

While active surveillance cultures have been recommended for acute care hospitals to limit spread of MRSA 

and/or VRE,
45–47

 this practice remains controversial
48,49

 and active surveillance in ECF is not recommended.
39

  

Requiring negative screening cultures for MDRO prior to acceptance of patients from acute care settings leads 

to a false sense of security for several reasons:  

(1) Imperfect sensitivity of screening cultures, particularly if only one site (i.e., the nares for MRSA) is 

sampled;
18

  

(2) Increasing prevalence of community-associated MRSA in patients admitted directly from the 

community or from acute-care settings, who may never have had this colonization detected;
34,50

  

(3) Colonization may be intermittent,
17

 resulting in a patient whose initial screening cultures were 

negative but later becomes positive (but is undetected), particularly if the patient is placed on 

antimicrobial therapy. 

 

It is not appropriate to require or request follow-up cultures of patients who have recovered from C. difficile or 

norovirus infection (i.e., a “test-of-cure”) and stool samples should never be sent for these pathogens from 

asymptomatic patients.
43

  If a patient with a history of C. difficile develops diarrhea after transfer to the ECF, it 

would be appropriate at this time to send an unformed stool sample for analysis, as recurrent disease is 

common.  An unformed stool is defined as one which takes the shape of the container it is placed in.  Formed 

stool samples should never be sent for C. difficile testing. 

 

Infection Control Measures: 

In 2006 the CDC published the guideline Management of Multidrug-Resistant Organisms in Healthcare 

Settings.
34

  This guideline expanded on previous similar guidelines in part by incorporating recommendations 

not only for acute care facilities but also including ECF.  This guidance acknowledged that “all healthcare 

settings are affected by the emergence and transmission of antimicrobial-resistant microbes” but that 

institutions “vary widely in physical and functional characteristics….Because of this, the approaches to 

prevention and control of these pathogens need to be tailored to the specific needs of each population and 

individual institution.”  Modification of the recommendations is encouraged if the principles of epidemiology and 

disease transmission are maintained, and precautions are included to interrupt spread of infection by all routes 

that are likely to be encountered.  In addition, the CDC published the Guideline for Isolation Precautions: 

Preventing Transmission of Infectious Agents in Healthcare Settings 2007,
40

 and the Guidance for Control of 
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Carbapenem-resistant Enterobacteriaceae (CRE): 2012 Toolkit,
29

 both of which also incorporate 

recommendations for non-acute care settings.  Information from these guidelines is summarized below. 

 

Standard Precautions: 

 Standard Precautions are based on the principle that all blood, body fluids, secretions, excretions (except 
sweat), non-intact skin, and mucous membranes may contain transmissible infectious agents. Standard 
Precautions include a group of infection prevention practices that apply to all patients, regardless of 
suspected or confirmed infection status, in any setting in which healthcare is delivered. These include: hand 
hygiene; use of gloves, gown, mask, eye protection, or face shield, depending on the anticipated exposure; 
and respiratory hygiene/cough etiquette.

40
  

 Most ECF residents with MDROs can be cared for using Standard Precautions (Attachment 1). Unless 
otherwise indicated (see below), Standard Precautions are adequate for ECF residents who have contained 
MDRO colonized or infected secretions/excretions. 

o Secretions/excretions (including wound drainage, stool and urine) are contained when they are 
unable to leak out of containment products. This includes wound dressings, incontinence products, 
urine bags, ostomy bags, etc. 

 Because colonization with MDROs is often unrecognized and because other infectious organisms may also 
spread in ECFs, it cannot be emphasized too strongly that adherence with Standard Precautions is 
important in the care of all residents, whether or not they are known to have an MDRO.  Emphasis should 
be placed on appropriate glove use and hand hygiene in ECF.

6,34,40
  

 

Hand Hygiene: 

 MDROs are transmitted primarily via the contaminated hands of staff.  The single most effective means of 
reducing the potential for MDRO transmission is hand hygiene (destroying or removing transient 
microorganisms from the hands) before and after contact with residents with MDROs, including after glove 
removal. 

 Hand hygiene can be accomplished by cleaning hands with antimicrobial soap or by using a waterless 
alcohol-based hand sanitizer.

51,52
  The use of a waterless alcohol-based hand sanitizer should be strongly 

considered in the care of all ECF residents.  Recent studies show that such products are as effective as 
antimicrobial soaps, may increase handwashing compliance, and are not harmful to hands.

53–55
  

 If hands are not visibly soiled and a waterless alcohol-based product is to be used for hand antisepsis, 
apply a sufficient amount of the product to wet hands thoroughly, rub hands together and cover entire 
surface of hands (including nails) and allow to dry.   However, if hands feel sticky, or are visibly soiled with 
organic material or debris (e.g., feces, dirt), hands should be cleaned with soap and running water, rather 
than or prior to using a waterless product.  

 Convenient access to hand hygiene products will improve adherence, therefore it is helpful to install pump 
dispensers of waterless alcohol-based hand sanitizer in or near each resident room. Small containers of 
waterless alcohol-based hand sanitizer may also be carried by staff and residents for use when 
handwashing facilities or pump dispensers are not readily accessible.  This may be particularly useful for 
facilities/areas where placement of pump dispensers of alcohol-based products is not appropriate, such as 
psychiatric and dementia units.   

 Caregivers should be cognizant of providing hand hygiene to the dependent resident population, especially 
before meals and after toileting, and should ensure educational efforts are provided for the residents in this 
area.   

 For patients with C. difficile infection, alcohol-based products are not effective in removal of spores, 
although they will destroy any vegetative organisms present.  Preferential use of soap and water instead of 
alcohol-based products for handwashing is a recommended consideration for outbreak situations.

43
  Glove 

use has been shown to significantly reduce the spread of C. difficile in hospitals.
56

  

 

Respiratory Hygiene/Cough Etiquette:
40

  

 This strategy is targeted at patients and accompanying family members and friends with undiagnosed 
transmissible respiratory infections, and applies to any person with signs of illness including cough, 
congestion, rhinorrhea, or increased production of respiratory secretions when entering a healthcare facility 
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 The elements of Respiratory Hygiene/Cough Etiquette include 1) education of healthcare facility staff, 
patients, and visitors; 2) posted signs, in language(s) appropriate to the population served, with instructions 
to patients and accompanying family members or friends; 3) source control measures (e.g., covering the 
mouth/nose with a tissue when coughing and prompt disposal of used tissues, using surgical masks on the 
coughing person when tolerated and appropriate); 4) hand hygiene after contact with respiratory secretions; 
and 5) spatial separation, ideally >3 feet, of persons with respiratory infections in common waiting areas 
when possible.  

 Healthcare personnel are advised to observe Droplet Precautions (i.e., wearing a mask) and perform hand 
hygiene when examining and caring for patients with signs and symptoms of a respiratory infection.   

 Healthcare personnel who have a respiratory infection are advised to avoid direct patient contact, especially 
with high risk patients.  If this is not possible, a mask should be worn while providing patient care.  
Institutional sick leave policies should be flexible and non-punitive, to allow ill healthcare workers to remain 
home rather than working while ill and exposing patients/residents.

57
 

 

Room Placement: 

Residents with MDROs are not required to be placed in a private or single room.  Single rooms may be limited 

in number and should be prioritized for those who have conditions that pose a risk of transmission to other 

residents/roommates either due to the specific MDRO or the ability to contain the infectious material (e.g., 

draining wounds, uncontained secretions).  Single rooms are preferred for residents requiring Contact (see pg. 

11) or Droplet precautions
40

 and for patients with active C. difficile infection and fecal incontinence.  If available, 

a single room should be considered for all C. difficile patients until diarrhea resolves.
41

  Patients transferred 

from acute care facilities after treatment for an episode of C. difficile infection do not require private rooms or 

cohorting, presuming diarrhea is resolved. 

 

If a single room is not available, residents with MDROs may be placed with appropriate roommates.
40

  An 

appropriate roommate is either a resident with the same MDRO (cohorting) or a resident who: 

 has intact skin with no significant open wounds or breaks in skin (superficial tears or breaks in the skin, 
such as minor scratches, are acceptable) and 

 has no invasive devices, indwelling vascular or urinary catheters or drainage devices (e.g., 
tracheostomy or tracheal tubes, chest tubes, gastrostomy tubes, central venous catheters, intravenous 
lines, etc.) and  

 is not significantly immunocompromised (e.g., due to organ transplantation, neutropenia, serious acute 
or chronic infection, systemic steroids or chemotherapy) 

o please note that based on age alone, most “healthy” elderly residents are not considered 
significantly immunocompromised, 

 and is not colonized or infected with a different MDRO. 

 

Contact DPH’s Bureau of Epidemiology at 1-888-295-5156 if assistance is needed with placement issues. 

Situations in which a current resident is found to have an MDRO and there is concern about risk in a roommate 

should be evaluated on a case by case basis. 

 

Staff cohorting: 

In certain circumstances, limiting the number of unique staff who care for MDRO-colonized or -infected 

residents may be advisable.  Examples include: 

 Assigning staff who have recently recovered from suspected/confirmed norovirus infection to care for 
residents who are ill with gastroenteritis (as they may be temporarily immune from re-infection).

57
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 Housing residents with CRE in the same ward, if not the same room, and designating certain staff to 
care for them.

29
 

 

Group Activities: 

Residents with MDROs may use common living areas, recreational areas, and group dining facilities.  Such 

activities serve an important purpose in maintaining quality of life for ECF residents. Control measures that limit 

resident activity and movement, such as those used in the acute care setting, are generally not necessary and 

may result in emotional and social deprivation in the ECF setting.
5,6

  The following factors should be considered 

in terms of group activities: 

 Hand antisepsis is a very important component of participation in group activities.  Residents with 
MDROs should have their hands cleaned with soap and water or a waterless alcohol based hand 
sanitizer prior to leaving their room and whenever they again become contaminated, when the resident 
is outside of their room. 

 Residents with MDROs should have clean, dry wound dressings that adequately contain any drainage. 
Residents with MDROs in stool or urine, who are incontinent of either, should be clean and wear an 
incontinence product when leaving their room. In addition, all residents with MDROs should wear clean 
clothes or a clean cover gown when leaving their rooms. 

 Residents with MDROs who are cognitively or behaviorally impaired and cannot maintain hygienic 
practices present challenges for ECFs.  However, in most cases strategies can be devised that will 
address infection control issues as well as allow the resident the opportunity for movement and 
socialization.  In rare cases some restriction of movement may be necessary (e.g., residents who may 
be shedding large numbers of MDRO bacteria and who have been linked to the development of 
infection in other residents). To discuss specific situations, please contact the DPH Bureau of 
Epidemiology at 1-888-295-5156. 

 Temporary suspension of group activities may be considered in the setting of an outbreak of an MDRO 
or other transmissible disease (such as norovirus).

57
 

 

Environmental Cleaning: 

While the immediate patient environment (e.g., bed rails and tables) may become contaminated with MDRO, 

environmental cultures from common patient areas, including dining rooms, therapy areas, etc., are seldom 

positive.
39

  

 

 Room cleaning - Standard facility procedures can be followed for cleaning the rooms of residents with 
MDRO in the ECF setting.  Use of the facility’s standard disinfectant is adequate, but it is important to 
monitor compliance with manufacturer’s recommended application procedures and contact times.  C. 
difficile spores and norovirus are relatively resistant to standard disinfection.  Facilities may consider 
use of sodium hypochlorite (bleach)-containing cleaning agents for rooms housing patients with these 
organisms, particularly if the facility is experiencing high rates of infection that have not been controlled 
using standard means.

41,43
  

 Physical and recreational therapy equipment - The hands of residents with MDROs should be 
cleaned before the resident uses recreational or physical therapy equipment.  Standard facility 
procedures should be followed for routine cleaning and disinfection of recreational and physical therapy 
equipment used by residents with MDROs.  However, this equipment should be disinfected before use 
by another resident if it becomes soiled with body secretions/excretions. 

 Trash disposal - Follow standard facility procedures for trash and medical waste disposal.  No special 
handling is necessary.

40
  

 

Shared Bathrooms, Showers, Tubs: 

As previously stated, roommate to roommate transmission does not appear to be common in ECFs.  Hygienic 
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toileting practices (including thorough hand cleaning) are important for all residents, especially those dependent 

upon staff. 

 Bathrooms - In situations where a resident with an MDRO shares a bathroom with a roommate who 
does not have the same MDRO, the bathroom should be cleaned and disinfected using standard facility 
procedure (e.g., daily and when visibly soiled).  Commodes may be useful for certain residents with 
MDROs and should not be shared with roommates who do not have MDROs. 

 Showers, Tubs - Shared tubs and showers should be cleaned and disinfected per standard facility 
procedure after use by residents with MDROs. It may be practical to bathe residents with MDROs after 
other residents. 

 

Dishes, Glasses, Cups and Eating Utensils: 

No special precautions are needed for dishes, glasses, cups or eating utensils. The combination of hot water 

and detergents used in institutional dishwashers is sufficient to decontaminate these items.  All residents should 

be discouraged from sharing any of these items. 

 

Laundry: 

Standard precautions are adequate for handling laundry from all residents. However, soiled laundry, especially 

bed linens and towels from residents with uncontained stool, urine or other secretions/excretions, should be 

handled in such a way as to minimize contamination of staff and the environment. Gloves and long sleeved 

gowns should be worn when changing the beds of residents with uncontained stool, urine or other 

secretions/excretions and all soiled laundry should be placed directly in a moisture resistant container and not 

on the floor or other room surfaces. Special handling (i.e., double bagging, etc.) is not necessary. Laundry 

should not be rinsed at point of use.  Laundry staff should wear gloves and long sleeved gowns when sorting 

laundry. No special laundering procedure is required. 

 

Decolonization: 

Routine decolonization for MRSA is not recommended for ECF residents.
5,34

  Decolonization should not be 

required prior to admittance to an ECF.
5
  Decolonization therapy for MRSA may result in the emergence of 

resistance to the agents used and because recolonization is common, decolonization has had little impact on 

the incidence of infections experienced by ECF residents.  There is no proven decolonization regimen for  

VRE, resistant GNB, or C. difficile.  Among ECF residents, VRE colonization is likely to persist for extended 

periods of time and perhaps indefinitely.
12

  The duration of CRE colonization is unknown but likely persists >6 

months.
29

  

 

Indications for Contact Precautions (in addition to Standard Precautions): 

Although Standard Precautions and hand antisepsis are sufficient for most residents with 

MDROs, Contact Precautions (see below) may be indicated for residents with MDROs who are potentially more 

likely to shed MDRO bacteria into their environment.  A private room for ECF residents on Contact Precautions 

is recommended if available,
6
 but is not required.  
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The components of Contact Precautions that should be emphasized in this population are glove use and hand 

antisepsis. Residents for whom Contact Precautions, in addition to Standard Precautions, are indicated include 

the following: 

 Residents who have MDRO-infected or -colonized wounds that cannot be fully covered by dressings or 
who have drainage that cannot be contained by dressings. 

 Residents with fecal or urinary carriage of MDROs whose urine or stool cannot be contained in 
incontinence products, urine bags or ostomy bags. 

 Residents who are ventilator-dependent. 

 Residents with a tracheostomy who have an MDRO-colonized or -infected respiratory tract and large 
amounts of uncontained respiratory secretions. 

 Residents who are totally dependent on health care workers for their activities of daily living. 

 Residents who have been epidemiologically linked to MDRO infections in other residents (or additional 
residents if an MDRO outbreak occurs). 

 

Contact Precautions: Gloves 

 In addition to wearing gloves as necessary for Standard Precautions, gloves (clean, nonsterile gloves 
are adequate) should be worn when providing direct care (changing clothing, toileting, bathing, dressing 
changes, etc.) to residents with MDROs. 

 Gloves should also be worn when handling items potentially contaminated by MDROs.  Potentially 
contaminated items include bedside tables, overbed tables, bed rails, bathroom fixtures, television and 
bed controls, IV poles, suction and oxygen tubing and electronic equipment, especially control knobs. 
Gloves should be worn when handling urine/stool containers or bags, but then promptly removed and 
hand hygiene performed.. 

 During the course of providing care for residents, gloves should be changed and hands cleaned after 
contact with material that could contain high concentrations of microorganisms (e.g., stool, urine or 
wound drainage). 

 Wearing gloves is not a substitute for hand antisepsis. Gloves should be removed and discarded and 
hands cleaned (see Hand Antisepsis above) after providing care to a resident with an MDRO and 
before leaving the resident’s immediate environment or providing care to another resident.  Avoid 
touching items in the resident’s room with contaminated gloves and avoid touching potentially 
contaminated surfaces or items after glove removal and hand antisepsis. 

 

Contact Precautions: Gowns 

 

 For all residents, gowns should be worn as necessary for Standard Precautions.  In addition, when 
caring for residents on Contact Precautions clean, non-sterile gowns should be worn if direct care (e.g., 
bathing, lifting) will be provided or when substantial contact with secretions/excretions (e.g., linen 
changes) is anticipated. When such contact is anticipated it is generally most practical to put on a gown 
before entering the room or before approaching the resident. Long-sleeved gowns should be used to 
protect contamination of the forearms. 

 Gowns should also be worn when contact with environmental surfaces and items in the resident’s room 
which are likely to be contaminated (those close to or used by the resident) is anticipated. This is 
particularly true if the resident is incontinent of urine or stool or has diarrhea, an ileostomy, a colostomy, 
or wound drainage not contained by a dressing.  

 Gowns should be removed and discarded before leaving the resident’s environment. After gown 
removal, ensure that clothing does not contact potentially contaminated environmental surfaces.   

 Gowns should not be reused, even by the same staff member, making multiple trips into the same 
room. 

 

 

Contact Precautions: Patient Care Equipment 
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 Dedicate patient care equipment to a single resident (e.g., commodes, thermometers, blood pressure 
cuffs, and stethoscopes). If equipment is to be shared it must be cleaned and disinfected before use by 
another resident. Use of standard facility disinfectants is adequate. Personal items of residents with 
MDROs should not be shared with other residents unless they have been cleaned and disinfected. (See 
Environmental Cleaning) 

 

Masks, Eye Protection, Face Shields: 

MRSA, VRE, CRE and other resistant GNB, and C. difficile are not known to be transmitted via the airborne 

route and masks are not a routine component of Contact Precautions.  However, masks and eye protection or 

face shields should be worn during the care of any resident if indicated by Standard Precautions.  Masks and 

eye protection or face shields should be worn during resident care activities that are likely to generate splashes 

or sprays of blood, body fluids, secretions or excretions.  Such activities include suctioning or working within 3 

feet of a resident who is likely to expel droplet secretions (e.g., those with uncontained respiratory secretions, 

those with tracheitis and a tracheostomy tube in place, or those with suspected norovirus infection who are 

actively vomiting). 

 

 

 

Discontinuing Contact Precautions: 

When the condition of a resident with an MDRO changes (e.g., drainage is contained) and they therefore no 

longer meet the criteria for needing Contact Precautions, they may be cared for using Standard Precautions.  

However, if the resident continues to have secretions or excretions that are not contained, Contact Precautions 

should be continued. 

 

It is appropriate to obtain cultures for clinical reasons, such as determining if infection is present or to guide 

antimicrobial treatment.  However, non-clinically indicated cultures to determine if a resident remains colonized 

with an MDRO are not generally recommended. It is likely that ECF residents who are colonized with MDROs 

will continue to be colonized for significant lengths of time and repeated culturing will not be beneficial. 

 

Communication with Other Facilities: 

It is important for ECF and acute care facilities to work together in an attempt to control the spread of MDROs. 

Effective communication between ECF and acute care facilities is important in ensuring that the MDRO status 

of residents is known and that appropriate precautions are instituted or maintained in both types of facilities. 

Because of the acuity level, the frequent presence of invasive devices, and the vulnerability of many patients in 

the acute care setting, Contact Precautions are generally implemented for all patients known to have MDROs in 

the acute care setting. Because Contact Precautions may not be indicated for the same resident in the ECF, the 

rationale for the difference in precautions (as described above) should be explained to the resident and their 

family.  When a resident is discharged from an acute care facility or transferred from an ECF, an adequate 

history should be provided to ensure that the receiving facility can institute the proper precautions.   
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Staff Education: 

Continuing education programs for staff who have direct contact with residents or the items in the residents’ 

environment is strongly encouraged.  Staff who are responsible for making decisions regarding the care of 

residents should receive information about MDROs and should thoroughly review the information presented in 

this guideline.  When educating staff about MDRO it should be noted that healthy people are at very little risk of 

developing an infection with MDRO.  In addition, there are no special precautions for pregnant staff who work 

with residents with MDRO. 

 

Resident, Family, Visitor Education: 

 Residents and their families and visitors should be educated about the MDRO and the precautions to 
be taken in the ECF, including hand antisepsis and methods to limit environmental contamination with 
stool, urine, and respiratory secretions. 

 Family and visitors should clean their hands before entering and leaving the room of a resident with an 
MDRO. Family/visitors should wear gloves when handling the secretions/excretions of residents with 
MDROs or when providing direct care (e.g., bathing). Hands should be cleaned after glove removal. 

 Regardless of whether additional infection control precautions (Contact Precautions) are in place for a 
particular resident, it is important to encourage all family/visitors to clean their hands before and after 
visiting any resident. 

 In addition, families, visitors and other residents must have sufficient education to alleviate their 
concerns, ensure that precautions are maintained, and understand that residents with MDROs need not 
be avoided.

27
  

 

 

Surveillance: 

 Surveillance is an important component of all infection control programs, including those in ECF.
6,40

  
Surveillance should include the regular review of all microbiology culture and susceptibility data to 
detect MDRO and other epidemiologically important organisms. 

5,6,40
   

 Although residents known to have MRSA and VRE are likely to represent only a portion of the residents 
with MDRO, screening residents for MDRO is not indicated as a routine infection control measure in 
ECF.

40
  

 Facilities should ensure that the laboratories to which patient cultures are sent have protocols in place 
that facilitate the rapid notification of appropriate clinical and infection prevention staff whenever MDRO 
are identified from clinical specimens to ensure timely implementation of control measures. This is true 
for both facilities with on-site laboratories and those sending cultures off-site.

29
 

 A confidential line list of residents with MDROs should be maintained. 

 Surveillance of cultures obtained for clinical reasons can establish baseline rates of MDRO infections 
for a facility.  High rates of endemic infection (e.g., more than 1 case per 1,000 resident-care days) or 
an outbreak (e.g., > 3 infections in one week or twice the number of infections per month observed for 3 
consecutive months) may be identified by surveillance.

6,40
    

 Facilities can use surveillance data in educational programs to reinforce infection control practices and 
to prioritize infection control activities. 

 Culture and susceptibility data can be used to guide the choice of empiric therapy.   Empiric therapy is 
the antimicrobial treatment that is prescribed based on a presumed diagnosis before culture and 
susceptibility results are known. Monitoring culture and susceptibility data will provide information on 
antimicrobial susceptibility and resistance patterns in a particular facility. Communicating this 
information can help guide physicians in the selection of the most appropriate empiric therapy for 
residents with infections. 

Because of its emerging nature, CRE screening is recommended as a core measure for all healthcare 

settings.
29

  This could take the form of screening epidemiologically linked residents (such as a former roommate 

of a resident found to have CRE, or ones with the same nursing assignments) or a point prevalence survey 
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(screening all residents in a given location at one time to determine if CRE is present).  Aggressive screening 

and control measures are warranted in facilities that have little/no CRE, to prevent these organisms from 

becoming established in the facility.  Please refer to the CDC and APIC CRE toolkits for further guidance.
29,58

  

Discharge Home: 

 Family members should be advised that healthy persons have very little risk of developing an infection 
due to an MDRO. 

 Family members should wear gloves when handling secretions/excretions that are known to contain 
MDROs and should clean their hands with soap and water or a waterless alcohol based hand sanitizer 
after glove removal.  When gloves have not been used, family members should clean their hands after 
providing direct care. 

 The resident’s usual healthcare providers should be informed of the MDRO. 

 The person with an MDRO should clean his/her hands frequently with soap and water or a waterless 
alcohol based hand sanitizer. 

 No special laundering procedures are necessary. The clothes of all family members can be washed 
together using standard detergent. Bleach can be added for items that are heavily soiled with body 
secretions/excretions. 

 Regular cleaning with household disinfectants of surfaces and items frequently touched by hands or 
contaminated by secretions/excretions is recommended. 

 Family members of persons with MDRO should clean their hands with soap or a waterless alcohol 
based hand sanitizer before preparing food and before eating. 

 Persons who are very ill or have compromised immune systems should avoid handling 
secretions/excretions known to contain MDRO.  Such persons should also clean their hands with soap 
and water or a waterless alcohol based hand sanitizer after contact with a person with an MDRO. 

 

Antimicrobial Use: 

The appropriate use of antimicrobials is the most important method of controlling antimicrobial resistance.  

One of the ways resistance develops is through the use and overuse of antimicrobials (antimicrobial pressure).  

When bacteria are exposed to an antimicrobial, those bacteria that are susceptible to the antimicrobial are killed 

and those that are resistant survive and may become predominant.  These antimicrobial resistant organisms 

may then be transmitted to other persons.  Overuse of antimicrobials is a problem in ALL healthcare settings.  

Studies have repeatedly documented that much of the antimicrobial use in ECF is inappropriate,
59

 and antibiotic 

exposure is associated with MDRO colonization in ECF settings.
60

 

  

Attempts to control antimicrobial use in ECF are complicated by many factors, including the fact that clinical 

diagnosis is often difficult in this population due to the frequent absence of typical signs and symptoms of 

infection (e.g., fever).  However, ECFs should attempt to develop and institute programs and policies to monitor 

and control the use of antimicrobials in all residents.  The CDC’s “Get Smart for Healthcare” program 

(http://www.cdc.gov/ 

getsmart/healthcare/) is a useful source of information and resources about appropriate antimicrobial use in 

healthcare settings.  SHEA has published a position paper on antimicrobial use in long-term care facilities.
59

  

This position paper outlines concerns about inappropriate antimicrobial use and recommends approaches to 

promote the rational use of antimicrobials in this setting.  The CDC has also published a guideline regarding the 

prudent use of vancomycin.
61

  

 In particular, treatment of asymptomatic bacteriuria is very common in ECF.  Such treatment is often 
inappropriate and can induce the development of resistant organisms.  More than 30% of non-

http://www.cdc.gov/%0bgetsmart/healthcare/
http://www.cdc.gov/%0bgetsmart/healthcare/
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catheterized residents and almost all chronically catheterized residents have asymptomatic 
bacteriuria.

59
  

 The use of antimicrobials for the treatment of viral upper respiratory infections is common and also 
considered to be inappropriate.

62
  

 Evaluation of residents’ clinical signs and symptoms in conjunction with appropriate culture and 
susceptibility testing should be used to guide therapy.

59
   

 Although empiric antimicrobial therapy may be indicated in some situations, it is important that 
physicians are informed of culture and susceptibility results so that applicable changes in treatment can 
be made.  Broad spectrum antimicrobials (which are often used for empiric therapy) should be replaced 
by narrower spectrum antimicrobials once culture and susceptibility results are known.  The use of 
narrower spectrum antimicrobials that target specific microorganisms will lessen antimicrobial pressure.  
In addition, stopping empiric antimicrobials promptly if no bacterial infection is identified, and using 
antimicrobials for the shortest duration necessary to treat the infection (i.e., 7-8 days rather than 14 
days for most healthcare-associated pneumonia),

63
 are both important strategies to reduce 

antimicrobial pressure. 

 Because residents with invasive devices are at greater risk of acquiring an MDRO, minimizing the use 
of invasive devices such as urinary catheters, feeding tubes, tracheostomies, etc., may be helpful in 
controlling MDROs in ECFs.

5
  

 Avoiding antimicrobial use in patients with a history of C. difficile infection is particularly important, as 
repeated or continued antimicrobial use can lead to recurrent C. difficile infections that may be severe.  
For patients with a history of C. difficile who require antimicrobials, appropriate surveillance should be in 
place so that if diarrhea does recur, prompt diagnostic testing, infection control measures, and 
treatment if necessary can be instituted. 

 

Summary: 

This guideline was developed to assist Delaware ECF in achieving the goal of prevention and control of MDRO 

while maintaining quality of life for those residents who are colonized or infected with these organisms.  Using 

this guideline as a reference, ECF will be able to assess individual residents with MDRO and develop specific 

care plans to minimize both the restrictions imposed on the resident and the risk of transmission of MDRO to 

others.  It is important that the staff who develop care plans and those who implement them have sufficient 

knowledge to make appropriate decisions. 

 

Please remember that the DPH Bureau of Epidemiology (1-888-295-5156) is available for consultation 

regarding questionable or difficult situations, including possible outbreaks, at any time.  DPH does not report 

any issues related to MDRO to any state or other regulatory agency. 

 

 

Abbreviations: 

 APIC = Association of Professionals in Infection Control and Hospital Epidemiology 

 CDC = Centers for Disease Control and Prevention 

 CRE = carbapenem-resistant Enterobacteriaceae 

 ECF = extended care facilities 

 DPH = Division of Public Health 

 GNB = Gram-negative bacilli 

 MDRO = multi-drug resistant organisms 

 MRSA = methicillin resistant Staphylococcus aureus 

 SHEA = Society for Healthcare Epidemiology of America 

 VRE = vancomycin resistant Enterococcus 
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Additional Resources: 

Long-term care-specific guidance and toolkits are available from the following sites: 

 CDC prevention resources for long term care:  http://www.cdc.gov/longtermcare/ 

 Advancing Excellence in America’s Nursing Homes: Infections: 
https://www.nhqualitycampaign.org/goalDetail.aspx?g=inf 

 Get Smart: Know When Antibiotic Work (healthcare-specific): http://www.cdc.gov/getsmart/specific-
groups/hcp/index.html 

http://www.cdc.gov/longtermcare/
https://www.nhqualitycampaign.org/goalDetail.aspx?g=inf
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Definitions: 

 

 Carbapenems:  Class of broad-spectrum antibiotics that includes imipenem, ertapenem, meropenem, 
and doripenem. 

 Carbapenem-resistant Enterobacteriaceae (CRE): Enterobacteriaceae are a class of Gram-negative 
bacteria that includes E. coli, Klebsiella, Enterobacter, Proteus, and many other species.  Typically live 
in the GI tract.  Resistant to antibiotics in the carbapenem class, including imipenem, meropenem, and 
others. 

 Clostridium difficile (C diff):  anaerobic bacteria that are the most common cause of antibiotic-
associated diarrhea.  May lead to asymptomatic infection or cause varying severity of diarrhea, 
pseudomembranous colitis, toxic megacolon, and death. 

 Cohort:  two or more patients colonized or infected with a specific MDRO, who are physically 
separated from other patients who are not known to be colonized or infected with the same MDRO. 

 Colonization: the presence of microorganisms in or on a host with growth and multiplication but 
without tissue invasion or damage (vs. Infection). 

 Contact Precautions (or Isolation):  Additional procedures put in place to reduce spread of 
microorganisms that are spread by direct contact with patients or their environment. 

 Decolonization: the administration of topical, oral, or systemic antibiotics or antiseptics for the purpose 
of eradicating MDRO colonization. 

 Decontamination: the process of removing microorganisms and making an object safe for handling. 

 Disinfection: a process that kills or destroys nearly all microorganisms, with the exception of bacterial 
spores, on inanimate objects. 

 Droplet Precautions (or Isolation):  Additional procedures put in place to reduce spread of 
microorganisms that are spread by large respiratory particles produced by coughing or sneezing.  
These droplets typically do not persist in the air beyond 3 – 6 feet of the patient, and standard surgical 
masks are used to protect healthcare workers. 

 Enterococcus species (includes E. faecium and E. faecalis): common gram-positive microorganisms 
that are part of the normal flora in the gastrointestinal and female genital tract. 

 Extended care facilities (ECF): in this document, refers to all non-acute, residential care facilities 
along the health care continuum, including but not limited to nursing homes, rehabilitation centers, 
psychiatric and assisted living facilities. 

 Highly resistant Gram-negative bacteria (GNB):  a heterogenous group of Gram-negative bacteria 
that have acquired resistance to commonly used antimicrobials.  Includes organisms that produce 
extended spectrum beta-lactamases (ESBL) and carbapenemases, which inactivate beta-lactam (such 
as penicillins and cephalosporins) and carbapenem antibiotics, respectively.  Common organisms 
include but are not limited to E. coli, Klebsiella, Acinetobacter, and Pseudomonas species.  CRE are 
one type of highly resistant GNB. 

 Infection: the entry and multiplication of microorganisms in the tissues of the host accompanied by 
clinical signs and symptoms (vs. Colonization). 

 Methicillin Resistant Staphylococcus aureus (MRSA): strains of S. aureus that are resistant to the 
antibiotics methicillin, oxacillin, nafcillin and frequently other antimicrobials. 

 Multidrug-resistant organisms (MDRO):  a term that is used collectively to refer to bacteria that have 
acquired resistance to 2 or more commonly used antimicrobials.  Includes MRSA, VRE, and resistant 
GNB.  For the purposes of this document, also refers to any epidemiologically important organism, such 
as C. difficile and norovirus, which are not technically multidrug-resistant. 

 Norovirus (also known as Norwalk-like viruses): a type of calicivirus that causes highly contagious 
viral gastroenteritis characterized by nausea, vomiting and diarrhea that typically lasts 1-3 days. 

 Outbreak:  a definite increase in the number of new MDRO-infected patients above the endemic rate in 
a defined period of time (e.g., a month). 

 Prevalence: the proportion of persons in the facility with MDRO during a specific time period. 

 Sanitation: a process that decreases microorganisms on an inanimate object to a safe or relatively 
safe level. 

 Standard Precautions:  Procedures intended to be used for all patients to reduce spread of 
microorganisms (see Attachment 1). 

 Staphylococcus aureus: a common species of gram-positive bacteria found on the skin and in the 
anterior nares of many people. 

 Surveillance:  monitoring the distribution of illnesses in a population. 
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 Transmission: the method or route by which microorganisms move from one location to another (e.g., 
by direct contact, airborne, droplet, or indirect contact with inanimate objects such as equipment). 

 Vancomycin Resistant Enterococcus (VRE): strains of enterococcus (E. faecalis and E. faecium) 
that are resistant to the antibiotic vancomycin and other antimicrobial. 

 

The Delaware Division of Public Health wishes to express appreciation to the members of the Advisory 

Group for their assistance in the development of this guideline. 

 

For more information or additional copies, please call the DPH Bureau of Epidemiology at 1-888-295-5156.  

This document may also be downloaded at: http://www.dhss.delaware.gov/dhss/dph/index.html. 
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Attachment 1: 

 

STANDARD PRECAUTIONS 

From: Guideline for Isolation Precautions: Preventing Transmission of Infectious Agents in Healthcare 

Settings 2007.
29 

 

 

RECOMMENDATIONS FOR APPLICATION OF STANDARD PRECAUTIONS FOR THE CARE OF ALL 

PATIENTS IN ALL HEALTHCARE SETTINGS 

The application of Standard Precautions during patient care is determined by the nature of the health care 

worker-patient interaction and the extent of anticipated blood, body fluid, or pathogen exposure. For some 

interactions (e.g., performing venipuncture), only gloves may be needed; during other interactions (e.g., 

suctioning), use of gloves, gown, and face shield or mask and goggles is necessary. 

 

COMPONENT RECOMMENDATIONS 

 

A.  Hand hygiene  

(1) After touching blood, body fluids, secretions, excretions, contaminated items; immediately after removing 

gloves; between patient contacts. 

(2) Wash hands regardless of whether gloves are worn. 

(3) It may be necessary to wash hands between tasks and procedures on the same patient to prevent cross-

contamination of different body sites. 

 

B. Personal protective equipment (PPE) 

(1) Gloves for touching blood, body fluids, secretions, excretions, contaminated items; for touching mucous 

membranes and non-intact skin 

(2) Gown during procedures and patient-care activities when contact of clothing/exposed skin with blood/body 

fluids, secretions, and excretions is anticipated.. 

(3) Mask, eye protection (goggles), face shield* during procedures and patient-care activities likely to generate 

splashes or sprays of blood, body fluids, secretions, especially suctioning, endotracheal intubation 

*During aerosol-generating procedures on patients with suspected or proven infections transmitted by 

respiratory aerosols (e.g., SARS), wear a fit-tested N95 or higher respirator in addition to gloves, gown, and 

face/eye protection. 

 

C. Respiratory hygiene/cough etiquette (source containment of infectious respiratory secretions in 

symptomatic patients, beginning at initial point of encounter e.g., triage and reception areas in emergency 

departments and physician offices) 

(1) Instruct symptomatic persons to cover mouth/nose when sneezing/coughing 

(2) Use tissues and dispose in no-touch receptacle 



Delaware Extended Care Facilities Guidelines, Updated 2015 

HAIAC, March 27, 2015, Minutes            Page 36 of 43 

(3) Observe hand hygiene after soiling of hands with respiratory secretions 

(4) Wear surgical mask if tolerated or maintain spatial separation, >3 feet if possible. 

 

D.  Patient placement  

(1) Prioritize single-patient rooms for patients at increased risk of transmission, likely to contaminate the 

environment, does not maintain appropriate hygiene, or is at increased risk of acquiring infection or developing 

adverse outcome following infection. 

 

 

 

E. Soiled patient-care equipment  

(1) Handle in a manner that prevents transfer of microorganisms to others and to the environment; wear gloves 

if visibly contaminated; perform hand hygiene. 

 

F.  Environmental control  

(1) Develop procedures for routine care, cleaning, and disinfection of environmental surfaces, especially 

frequently touched surfaces in patient-care areas. 

 

G.  Textiles and laundry  

(1) Handle in a manner that prevents transfer of microorganisms to others and to the environment 

 

H.  Needles and other sharps  

(1) Do not recap, bend, break, or hand-manipulate used needles; if recapping is required, use a one-handed 

scoop technique only 

(2) Use safety features when available 

(3) Place used sharps in puncture-resistant container 

 

I.  Patient resuscitation  

(1) Use mouthpiece, resuscitation bag, other ventilation devices to prevent contact with mouth and oral 

secretions 
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