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Directions for completion of the independent study program: 
·  Download and print the independent study packet. 
·  Document when you start and when you finish the independent study packet, post-test 

and evaluation. This information will be requested in the evaluation section. 
·  Read and study the material.  
·  Upon completion of the independent study, complete the post-test and evaluation. 
·  Submit your responses according to the post-test directions. 
·  A post-test score of 80 percent or more is required for successful completion. 
·  If you do not pass the post-test, you will receive an e-mail informing you of the need to 

re-take the post-test. Follow the directions closely. 
·  Successful completion of all requirements will result in a contact hour certificate of 

completion. 
·  If you have problems with the independent study packet or post-test, please contact Patti 

Connelly at 304.346.9864, ext. 4212 or pconnelly@wvmi.org.  
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Objectives 
Through participation in this independent study module, participants will be able to: 
 

1. Define Methicillin-Resistant Staphylococcus Aureus (MRSA) 
2. State the main mode of transmission of MRSA to patients within an acute care facility 
3. State five interventions that when practiced together prevent MRSA transmission 

 
 
Accreditation 
The Healthcare Quality Improvement Program of West Virginia Medical Institute continuing 
education program is an approved provider by the West Virginia State Board of Professional 
Nurses. This program has been approved for 1 contact hour of credit. The provider number is 
WV1998-0265RN. 
 
 
Audience 
This course is designated for nurses and other health care providers. Continuing education 
certificates are provided to all participants who read the independent study, successfully 
complete the post-test, and evaluate the program. 
 
 
Conflict of Interest 
There is no conflict of interest on the part of the presenter/speaker or any member associated 
with planning, development, or evaluation of this independent study program. 
 
 
Contributors 
Christine Bernes, RN, CPHQ 
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Introduction 
 
Health care-associated infections remain a major cause of morbidity, mortality, and excess health 
care cost despite concerted infection control efforts over nearly a half century. Recently, 
treatment of these infections has become more complex due to an alarming rise in antibiotic 
resistance. Infections caused by Methicillin-Resistant Staphylococcus Aureus (MRSA) are 
particularly problematic: their incidence has increased inexorably over the past decade, and, 
compared to methicillin-susceptible staphylococcal infections, they are more lethal (IHI, 2008). 
 
MRSA is the most common hospital-acquired infection in the United States, according to the 
Association for Professionals in Infection Control and Epidemiology (APIC). These infections 
increase patient morbidity, mortality and hospital costs. According to the CDC Fact Sheet 
released October 17, 2007, the estimated number of people developing invasive MRSA 
infections in 2005 was 94,360, and approximately 18,650 people died of MRSA during a 
hospital stay. Approximately 85 percent of all invasive MRSA was associated with health care 
treatment, with approximately one third occurring during hospitalization. APIC reported in “The 
MRSA Prevalence Study,” published in the December 2007 issue of the American Journal of 
Infection Control, that in 1972, MRSA accounted for only two percent of all Staphylococcus 
Aureus hospital-acquired infections. However, most recent numbers report that MRSA now 
accounts for 60 percent of these infections. In addition, costs per MRSA infection were estimated 
at $35,367, as compared to $13,973 for a hospital-acquired infection. 
 
During the past two decades, MRSA has become the most prevalent and important antimicrobial-
resistant pathogen, causing serious nosocomial and community-acquired infections. Hospitals 
and other health care institutions have been the primary sites where such strains are transmitted 
and are “breeding” sites where MRSA can maintain its highest reproductive rate. High rates of 
transmission are the consequence of patients’ increased susceptibility to acquisition combined 
with crowding and high rates of contact with health care workers (HCWs), who are considered 
important vectors in the chain of MRSA transmission. The continuing spread of MRSA indicates 
that recommended preventive strategies have been either inadequate or improperly implemented 
(Margareet C. Vos, MD, PhD, et. al. 2005). 
 
 
What is MRSA? 

Methicillin-Resistant Staphylococcus Aureus (MRSA) is a type of bacteria that is resistant to 
certain antibiotics. These antibiotics include methicillin and other more common antibiotics such 
as oxacillin, penicillin and amoxicillin. Staph infections, including MRSA, occur most frequently 
among persons in hospitals and health care facilities (such as nursing homes and dialysis centers) 
who have weakened immune systems.  

MRSA infections that occur in otherwise healthy people who have not been recently (within the 
past year) hospitalized or had a medical procedure (such as dialysis, surgery, catheters) are 
known as community-associated MRSA (CA-MRSA) infections. Factors that have been 
associated with the spread of CA-MRSA skin infections include:  close skin-to-skin contact, 
openings in the skin such as cuts or abrasions, contaminated items and surfaces, crowded living 
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conditions and poor hygiene. Staph or MRSA infections in the community are usually 
manifested as skin infections, such as pimples and boils (CDC, 2008). 

 
Causes of MRSA Infections 
 

·  Unnecessary antibiotic use for decades – antibiotics have been prescribed for colds, flu, 
and other viral infections that do not require or respond to antibiotics. 

·  Antibiotics in food – antibiotics are routinely given to cattle, pigs and chickens. 
·  Bacterial mutation – bacteria that survive treatment with one antibiotic may develop 

resistance to the effects of that drug and similar medicines. 
 
JAMA, Vol. 298, No. 15, October 17, 2007 

 
Effectively preventing new acquisition of MRSA colonization during an acute care 
hospitalization may help prevent many of the 58 percent of all MRSA infections that manifest 
themselves after the patient is discharged (i.e., if they didn’t acquire MRSA colonization during 
the hospital stay, they likely would not have developed a MRSA infection after they left). 
Therefore, preventing transmission while they are in a health care setting is important 
(Elixhauser A. and Steiner C., 2007). 
 
Educating professional and non-professional health care personnel about MRSA, risk factors, 
modes of transmission, preventative measures, the cost associated with treating MRSA and how 
MRSA impacts the patient assists personnel in understanding why it is so important for them to 
change practices that have the potential to cause patient harm. Emphasize the importance of 
applying correct principles and practices with each and every patient contact each and every day. 
 
 
Transmission 
 
MRSA is a particularly prevalent multidrug-resistant organism (MDRO). It can cause virtually 
any type of health care-associated infection (HAI), including skin infections, blood stream 
infections (BSIs), pneumonia, surgical site infections (SSIs), and urinary tract infections (UTIs). 
MRSA positive patients may either have an active MRSA infection or be colonized with the 
organism. Colonized patients carry the bacteria in some part of their body such as on their skin or 
in their nose, without showing any symptoms of infection themselves (Government 
Accountability Office [GAO] Report, 2008). 
 
In hospitals, the most important reservoirs of MRSA are infected or colonized patients. Although 
hospital personnel can serve as reservoirs for MRSA and may harbor the organism for many 
months, they have been more commonly identified as a link for transmission between colonized 
or infected patients. The main mode of transmission of MRSA is via hands (especially health 
care workers' hands) which may become contaminated by contact with colonized or infected 
patients; colonized or infected body sites of the personnel themselves; or devices, items, or 
environmental surfaces contaminated with body fluids containing MRSA (Centers for Disease 
Control and Prevention, 2007). 
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Below is a picture of room within an acute care facility that reflects surfaces commonly 
contaminated by MRSA. 
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Prevention 
 
The first step to prevent MRSA is to prevent health care infections in general. Infection control 
guidelines produced by the Centers for Disease Control and Prevention (CDC) and the 
Healthcare Infection Control Practices Advisory Committee (HICPAC) are central to the 
prevention and control of health care infections, and ultimately MRSA, in health care settings.  
 
Several European countries have largely eradicated transmission of MRSA to other patients by 
adopting procedures (Mandatory MRSA Bundle) to identify and isolate MRSA positive patients 
on admission, demonstrating that hospitals can keep the MRSA infection rate low or nonexistent 
(GAO Report, 2008). 
.  
The European Mandatory MRSA Bundle consists of: 

·  Screening high risk patients and health care workers (HCWs) 
·  Use of barrier precautions/dedicated equipment 
·  Enhanced environmental cleaning 
·  Hand hygiene and other standard precautions (general precautions) 
·  Pre-emptive isolation of high risk patients 
·  Decolonization of carriers 

Carlene A. Muto, M.D., MS, 2006 
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The CDC, as well as other professional organizations including APIC, HICPAC and the Society 
for Healthcare Epidemiology of America (SHEA), recommends the implementation of infection 
control practices to prevent the transmission of MDROs to patients.  
 
The Institute for Healthcare Improvement’s (IHI) 5 Million Lives Campaign recommends “Five 
Components of Care:” 
 

1. Hand hygiene 
2. Decontamination of the environment and equipment 
3. Active surveillance 
4. Contact precautions for infected and colonized patients 
5. Device bundles (central line bundle and ventilator bundle) 

 
 
Hand Hygiene 

 
Hands are easily contaminated during the process of care delivery or by coming in contact with 
contaminated items within the patient’s environment. If hospital personnel do not adhere to strict 
infection control procedures, such as hand washing and the use of standard precautions, the 
opportunity exists for the transmission of the MDRO to the patient. Despite the evidence 
supporting hand hygiene as a key element in reducing transmission of HAIs, health care 
workers’ adherence to recommended hand hygiene practices is unacceptably low, with average 
compliance estimated as less than 50 percent in acute care facilities (Pittet D., 2001). 
 
Recognizing a worldwide need to improve hand hygiene in health care facilities, the World 
Health Organization (WHO) launched its Guidelines on Hand Hygiene in Health Care 
(Advanced Draft) in October 2005. These global consensus guidelines reinforce the need for 
multidimensional strategies as the most effective approach to promote hand hygiene.  
 
Key elements include staff education and motivation, adoption of an alcohol-based hand rub as 
the primary method for hand hygiene, and use of performance indicators and strong commitment 
by all stakeholders such as front-line staff, managers and health care leaders to improve hand 
hygiene (Institute for Healthcare Improvement). 
 
In April 2006, IHI collaborated with experts, including representatives from the CDC, APIC, and 
SHEA to produce the “Hand Hygiene How-to-Guide,” a comprehensive document on the issues 
surrounding hand hygiene and recommendations for improvement (The Joint Commission). 
 
Within the guide is a Hand Hygiene Intervention Package, which provides a multi-faceted 
approach that, when applied as the standard of care, can positively affect improvement. 
However, for improvement to occur, all staff must be educated on the need for their active 
participation on an ongoing basis. Education on “why” the hand hygiene intervention package 
must become part of daily practice is essential in order for staff to understand the urgency to 
revise their current practice. Allow staff to own the process. 
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The Hand Hygiene Intervention Package consists of the following processes: 
 

1. Clinical staff, including new hires and trainees, understand key elements of hand hygiene 
practice (demonstrate knowledge). 

2. Clinical staff, including new hires and trainees, use appropriate technique when cleansing 
their hands (demonstrate competence). 
a. To be optimally effective, an appropriate volume of alcohol-based hand rub or soap 

must be applied to all surfaces of the hands and fingers for a sufficient length of time.  
b. Failure to do so will reduce the efficacy of the hand hygiene regimen.  
c. Accordingly, clinical staff should demonstrate competency in performing hand 

hygiene correctly.  
d. Competent hand rubbing requires that a sufficient volume of an alcohol-based rub is 

applied to cover all surfaces of the hands and fingers and that at least 15 seconds of 
rubbing is necessary before the hands are dry.  

e. Competent handwashing requires that a sufficient volume of soap is applied to cover 
all surfaces of the hands and fingers, and that at least 15 seconds of scrubbing with 
friction is performed before rinsing. 

f. Care should be taken to avoid contamination of hands after handwashing (paper 
towels or single use cloth towels should be used; if the faucet is hand-operated, a dry 
towel should be used to turn off the spigot). 

3. Alcohol-based hand rub and gloves should be made available at the point of care (enable 
staff). 
a. Placing alcohol-based hand rub dispensers near the point of care has been associated 

with increased compliance of recommended hand hygiene procedures by health care 
workers. 

4. Hand hygiene is performed at the right time and in the right way, and gloves are used 
appropriately as recommended by the CDC’s Standard Precautions (verify competency, 
monitor compliance, and provide feedback). 
a. Clinical staff should clean their hands according to recommendations listed in the 

CDC’s Guideline for Hand Hygiene in Healthcare Settings. These recommendations 
include: 

i. Washing hands with plain soap or with antimicrobial soap and water, as follows: 
�  When hands are visibly dirty or contaminated with proteinaceous material or 

with blood or other body fluids 
�  Before eating 
�  After using the restroom 
�  After caring for patients colonized with Clostridium difficile (C-diff) 
�  If hands are not visibly soiled, use an alcohol-based hand rub for routinely 

decontaminating hands in the following situations: 
�  Before direct contact with patients 
�  Before donning sterile gloves when inserting a central intravascular 

catheter 
�  Before inserting indwelling urinary catheters, peripheral vascular catheters 

or other invasive devices 
�  After direct contact with a patient’s skin 
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�  After contact with body fluids, mucous membranes, non-intact skin and 
wound dressings if hands are not visibly soiled 

�  When moving from a contaminated body site to a clean body site during 
patient care 

�  After contact with inanimate objects in the immediate vicinity of the 
patient 

�  After removing gloves 
ii.  If there has been any contact with the patient or the patient’s environment, hands 

should be decontaminated when leaving the patient’s bedside or room 
 
Clinical staff should wear gloves according to recommendations listed in CDC’s Standard 
Precautions. These recommendations include: 

·  Wearing gloves when contact with blood or other potentially infectious body fluids, 
excretions, secretions (except sweat), mucous membranes and non-intact skin could occur 

·  Removing gloves after caring for a patient – personnel should not wear the same pair of 
gloves for the care of more than one patient 

·  Changing gloves during patient care when moving from a contaminated body site to a 
clean body site 

·  Performing hand hygiene immediately after removal of gloves 
  
Remember that patients, caregivers and visitors are also part of the team and should be 
considered when designing and implementing an infection control program. Hand hygiene 
practices taught to this population have the potential to follow them into the community. 
Encouraging patients, caregivers and visitors to practice appropriate hand hygiene as well as 
empowering them to demand the same of health care providers, establishes a collaborative 
approach that facilitates all efforts in achieving the goal of preventing the transmission of HAIs.  
 
 
Decontamination of the Environment and Equipment 

 
Staphylococcus Aureus also has been isolated from a wide variety of patient-care items and 
environmental surfaces:  stethoscopes, overbed tables, blood pressure cuffs, floors, charts, 
furniture, dry mops and hydrotherapy tanks. Boyce et al. found that 73 percent of the hospital 
rooms containing patients infected with MRSA and 69 percent of the rooms containing patients 
colonized with MRSA had some environmental contamination; 96 (27 percent) of 350 surfaces 
in the rooms of 38 patients colonized or infected with MRSA were positive for MRSA. When 
nurses touched the surfaces in these rooms but not the patients, their gloves became 
contaminated with MRSA 42 percent of the time. The percentage of environmental surfaces 
contaminated has varied in different types of units in different studies (as high as 64 percent in 
burn units and as low as 5 percent in low-risk areas) (Carlene A. Muto et al, 2003). 
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The Society for Healthcare Epidemiology of America (SHEA)/Infectious Diseases Society of 
America (IDSA) Practice recommends the development and implementation of protocols for the 
cleaning and disinfecting of the patient’s environmental surfaces. These protocols address: 

·  The use of U.S. Environmental Protection Agency-registered hospital disinfectants in 
accordance with manufactures’ directions, paying special attention that disinfectants are 
utilized in appropriate dilutions for the appropriate amount of contact time 

·  Cleaning and disinfecting frequently touched (“high touched”) surfaces in patient care 
areas (eg, bed rails, carts, bedside commodes, doorknobs, faucet handles, call bells, 
phones and TV controls) 

·  Implementing a system for monitoring adherence to environmental cleaning and 
disinfection 

·  Developing and implementing written protocols for cleaning and disinfecting patient care 
equipment  

·  Disinfecting portable health care equipment, such as stethoscopes and otoscopes, with 
70% isopropyl alcohol or other disinfectant after each use 

·  Dedicating noncritical patient care items, such as blood pressure cuffs and stethoscopes, 
to a single patient when they are known to be colonized or infected with MRSA 

·  Providing appropriate training for personnel responsible for cleaning and disinfecting the 
environment and patient care equipment 
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Active Surveillance Testing  

Some studies have shown that the use of active surveillance cultures (ASC) alone will not 
identify a large population of patients colonized with MRSA.  
 

“Iceberg” phenomenon

Clinical Infection

Colonization detected by routine culture

� 3.4% w/MRSA present on admission, 19% developed infection
� 3% acquired MRSA after admission, 25% developed infection

Asymptomatic Colonization 
(reservoir)

Coello R et al. Eur J Clin Microbiol Infect Dis, 1994; Sewell et al. Diagn Microbiol Infect Dis, 1993

 
 
There are many aspects (what patients should be screened, patient risk factors, infrastructure and 
hospital characteristics) that hospitals need to consider before developing an active surveillance. 
 
Currently there is not a definitive recommendation for active surveillance testing (AST) but the 
CDC has noted that more research is needed to determine the circumstances under which active 
surveillance cultures (ASC) are most beneficial. But their use should be considered in some 
settings, especially if other control measures have been ineffective. The CDC recommends that 
when use of ASC is incorporated into MDRO prevention programs, the following should be 
considered. 

 
The decision to use ASC as part of an infection prevention and control program requires 
additional support for successful implementation, including:  

·  personnel to obtain the appropriate specimens 
·  microbiology laboratory personnel to process the cultures 
·  a mechanism for communicating results to caregivers 
·  concurrent decisions about the use of additional isolation measures triggered by a positive 

culture (e.g. contact precautions) 
·  a mechanism for assuring adherence to the additional isolation measures 
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Hospitals that have had success with the reduction of MRSA have included AST as part of a 
MRSA bundle that includes: 

·  Screening of high risk patients with AST 
·  Use of protective barriers 
·  Clean or dedicated equipment 
·  Enhanced environmental cleaning 
·  Hand hygiene and other standard precautions 

         Carolene Muto, Dec. 2006 
 

Pennsylvania, Act 52 relates to the reduction and prevention of health care-associated infections 
and requires hospitals to (as related to AST):  

·  Conduct screening for MRSA on all nursing home patients and other high-risk 
populations admitted 

·  Develop a process to notify receiving health care facilities about patients who are known 
to be colonized or infected with MRSA 

·  Procedures and protocols for staff who may have had potential exposure to patients or 
residents known to be colonized or infected with MRSA or MDRO, including cultures 
and screening, prophylaxis and follow-up care 

 
 
Contact Precautions for Infected and Colonized Patients 
 
According to the CDC, there are three categories of transmission-based precautions:  contact 
precautions, droplet precautions and airborne precautions. Transmission-based precautions are 
used when the route(s) of transmission is (are) not completely interrupted using standard 
precautions alone. For some diseases that have multiple routes of transmission (e.g., SARS), 
more than one transmission-based precaution category may be used. When used either singly or 
in combination, they are always used in addition to standard precautions. 
 
MRSA is most commonly found in the anterior nares but it also resides on intact skin of the 
axillae, perineum, hands, arms, wounds and sputum. MRSA also contaminates the patient’s 
environment and especially in those areas frequently touched by the patient. To prevent the 
transmission from one patient to another, contact precautions and hand hygiene are necessary. 
  
Contact precautions are designed to interrupt these modes of transmission. Therefore, patients 
who are colonized or infected with MRSA are placed in contact isolation. Health care workers 
and visitors must apply the personal protective equipment (PPE). Gowns and gloves are applied 
properly prior to entering the patient’s room. The PPE is to be removed and disposed of properly 
before leaving the patient’s room to prevent the spread of the bacteria. Hand hygiene is also 
essential before donning PPE and after its removal.   
 
How To Don Personal Protective Equipment (PPE) 
 

1. Select appropriate size and type 
2. Opening is in back 
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3. Secure at neck and waist 
 
   
        
 
 
 
 
 
 
 
 
 
 
 
 
Application of Gloves 
 

1. Don gloves last 
2. Select correct type and size 
3. Insert hands into gloves 
4. Extend gloves over isolation gown cuffs 

 
 
 
Removing PPE:  Isolation Gown 
 

1. Unfasten ties 
2. Peel gown away from neck and shoulders 
3. Turn contaminated gown outside toward the inside 
4. Fold or roll into bundle 
5. Discard 
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Removal of Gloves 
      

1. Grasp outside edge near wrist      
2. Peel away from hand turning the glove inside out  

 
 
 
 

3. Hold in opposite gloved hand 
4. Slide ungloved finger under the wrist of the 

remaining glove 
 
 

 

5. Peel off from the inside creating a bag for both 
gloves and discard 

6. Implement hand hygiene protocol 
 
 
 

 
 
Contact isolation patients should preferably be placed in a single room. When a single patient 
room is not available, consultation with the infection control practitioner or infection 
preventionist is necessary to assess other options, i.e., cohorting. Cohorting refers to the practice 
of grouping patients infected or colonized with the same infectious agent together to confine care 
to one area. Health care workers may also be assigned to care for a cohort of patients to limit 
opportunities for transmission.  
 
 
Device Bundles 
 
Four categories of infections account for approximately three quarters of HAIs in the acute care 
hospital setting. These four categories are:  1) Surgical site infections; 2) Central line-associated 
bloodstream infections; 3) Ventilator-associated pneumonia; and 4) Catheter-associated urinary 
tract infections. In addition, infections associated with Clostridium difficile and MRSA also 
contribute significantly to the overall problem. The frequency of health care-associated 
infections varies by location. Currently, urinary tract infections comprise the highest percentage 
(34 percent) of HAIs, followed by surgical site infections (17 percent), bloodstream infections 
(14 percent) and pneumonia (13 percent) (Klevens RM, et al. Public Health Reports 2007; 
122:160-166).  
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Many hospitals have reduced or eliminated device-related infections through the implementation 
of “bundles” – groupings of best practices that individually improve care, but when applied 
together result in substantially greater improvement. The science supporting each bundle 
component is sufficiently established to be considered the standard of care. 
 
Central Line Bundle 
 

1. Hand hygiene maximal barrier precautions 
2. Chlorhexidine skin antisepsis 
3. Optimal catheter site selection with subclavian vein as the preferred site 
4. Daily review of necessity with prompt removal of unnecessary lines 

 
Ventilator Bundle 
 

1. Elevation of head of the bed to between 30 and 45 degrees 
2. Daily “sedation vacation” and daily assessment of readiness to wean 
3. Screening:  Carefully assess level of consciousness 
4. Titrate to a sedation scale 
5. Avoid or minimize use of paralytics 
6. Use NPPV when appropriate to avoid intubation 
7. Appropriate observation during sedation reduction for weaning 
8. Daily assessment of readiness to wean 
9. Weaning trial when criteria are met 
10. Peptic Ulcer Disease (PUD) Prophylaxis 
11. Deep Venous Thrombosis (DVT) Prophylaxis 

 
 
Monitoring  
 
The supplement article SHEA/IDSA Practice Recommendations includes several components of 
a MRSA transmission prevention program: 
 

1. Conduct a MRSA risk assessment. 
2. Include the types of data that can be useful. 

a. Define the type of data that will be collected. 
3. Use the findings to develop the surveillance, prevention, control plan and to develop 

goals to reduce MRSA transmission. 
4. Identify and track patients from whom MRSA has been isolated. 
5. Promote the compliance of the CDC’s hand hygiene recommendations. 
6. Use contact precautions. 
7. Ensure cleaning and disinfection of equipment and the environment. 
8. Educate health care personnel about MRSA, risk factors, routes of transmission, 

outcomes associated with infection, prevention measures and local epidemiology. 
9. Implement a laboratory alert system that immediately notifies infection prevention and 

control personnel and clinical personnel of new MRSA colonized or infected patients. 
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10. Implement an alert system that identifies readmitted or transferred colonized or infected 
patients. 

11. Provide MRSA data and outcome measures to key stakeholders, including senior 
leadership, physicians and nurses. 

12. Educate patients and families about MRSA. 
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The West Virginia Medical Institute 
 
Continuing Education Application Form and Answer Sheet 
 
Instructions:  (You need only to submit only one application regardless of the number of 
articles read.)   
 
1.   Make a photocopy of this form. This will allow your co-workers to use the same blank 

form. 
2.   Print your name and address legibly. The Healthcare Quality Improvement Program of 

West Virginia Medical Institute continuing education program is an approved provider by 
the West Virginia State Board of Professional Nurses. This program has been approved 
for 1 contact hour of credit. The provider number is WV1998-0265RN. 

3.   Answer the questions after the references and the CE Appraisal Questions. 
4.   Submit this form with the answer sheet to Patti Connelly, RN, MS at WVMI, 3001 

Chesterfield Place, Charleston, WV  25304. 
5.   Participants who receive a passing score of 80% (8 out of 10 questions correct) or better 

will receive a certificate of completion within 60 days of receipt of this application. 
6.   This contact hour program is free and is sponsored by WVMI. 
 
Application:   Please print or type legibly; this information will be used to process your 
certificate upon completion of the application, test and evaluation of the program.  Thank you. 
 
Name  ______________________________________________________________________ 
 
Mailing Address  _____________________________________________________________ 
 
City, State, Zip  ______________________________________________________________ 
 
Daytime Phone  __________________     Date Application Submitted  __________________ 
 
I certify that I have read the article “MRSA Continuing Education Independent Study Course for 
Health Care Professionals” 
 
Signature  _____________________________________________ 
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Post-Test 
 

Program Title: �����������	
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Task:  
(X) Patient 
safety 

 Prevention 
 

Start Date: 
� !" #$$%


Objective Question and Answer Answer 
 
2 
 
 
 
 

1. Which one of the following is the most common 
mode of Methicillin-Resistant Staphylococcus 
Aureus (MRSA) transmission? 
A. Equipment in the patient’s room 
B. Airborne particles 
C. Blood and body fluids 
D. Contaminated hands 

 

 

 
 
2 
 
 
 
 
 

2. Which of the following is the most important 
reservoir for MRSA? 

 A. Infected patients 
 B. Colonized patients 
 C. Infected or colonized patients 
 D. Surfaces 
 

 

 
3 
 
 
 

3. Patients who are colonized or infected with MRSA 
do not need to be placed in contact isolation. 
A. True 
B. False 
 

 

 
3 
 

4. Personnel may wear the same pair of gloves for the 
care of more than one patient if patients are not 
colonized or infected with MRSA or other 
organisms.  
A. True 
B. False 
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3 
 
 
 
 

5. Which of the following interventions, when 
practiced together, prevent the transmission of 
multi-drug resistant organisms? 
A. Hand hygiene, decontamination of equipment, 

active surveillance, respiratory precautions 
B. Hand hygiene, decontamination of equipment, 

contact precautions, device bundles 
C. Hand hygiene, decontamination of equipment, 

respiratory precautions, device bundles 
D. Hand hygiene, decontamination of environment 

and equipment, active surveillance, contact 
isolation and device bundles. 

 

 

3 6. Washing hands with plain soap or with 
antimicrobial soap and water should only occur 
when hands are visibly dirty or contaminated. 
A. True 
B. False 
 

 

3 7. Despite the evidence supporting hand washing as a 
key element in reducing transmission of health care-
associated infections, health care workers’ 
adherence to recommended hand hygiene practices 
is unacceptably low, with average compliance 
estimated as less than 50 percent in acute care 
facilities. 
A. True 
B. False 
 

 

3 8. Patients on contact isolation should preferably be 
placed in a single room. 
A. True 
B. False 
 

 

1 9. MRSA infections that occur in otherwise healthy 
people who have not been recently hospitalized or 
had a medical procedure are known as  

 A. Community-associated (CA) MRSA infections 
B. Health care-associated MRSA infections 
 

 

2, 3 10. MRSA is most commonly found in the anterior 
nares but it also resides in wounds, sputum, on intact 
skin of the axilla, perineum, hands and arms. 
A. True 
B. False 
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1 11. What are the primary sites that have attributed to the 
transmission of MRSA infections? 
A. Schools and daycare centers 
B. Hospitals and other health care institutions 
C. Senior citizen centers and other senior-based 

activity gatherings 
D. College dormitories 

 

 

2 12. Which type of contact promotes contamination with 
MRSA? 
A. Colonized or infected patients 
B. Colonized or infected body sites of the personnel 

themselves 
C. Devices, items, or environmental surfaces 

contaminated with body fluids containing 
MRSA 

D. All the above 
 

 

3 13. Which of the following is NOT an effective strategy 
to improve compliance with handwashing? 
A. Placing alcohol-based hand rub dispensers near 

the point of care 
B. Direct education on handwashing protocol only 

to direct caregivers  
C. Assure that all clinical staff understand hand 

hygiene and demonstrate knowledge 
D. Empowering patients, caregivers and visitors to 

demand compliance by health care workers with 
handwashing 
 

 

2 14. Which of the following currently comprise the 
highest percentage of health care-associated 
infections? 
A. Pneumonia 
B. Urinary tract infections 
C. Wound abscesses 
D. Sepsis 
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3 15. Some of the components of a MRSA transmission 
prevention program include all of the following 
EXCEPT: 
A. Conduct a MRSA risk assessment 
B. Use contact precautions 
C. Educate patients and families about MRSA and 

the need for no contact with colonized and 
infected patients 

D. Implement a laboratory alert system that 
immediately notifies infection prevention and 
control personnel and clinical personnel of new 
MRSA colonized or infected patients 
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