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Methicillin-resistant Staphylococcus aureus in 
Neonatal Intensive Care Units:  

Outbreak Response Quicksheet for  
Local Health Departments 

This Quicksheet provides guidance to local health departments (LHDs) responding to 
methicillin-resistant Staphylococcus aureus (MRSA) outbreaks in neonatal intensive care 
units (NICUs). While not all recommendations apply to every situation, the principles of 
diligent outbreak monitoring and response coordination, excellent hand hygiene, and 
thorough environmental cleaning and disinfection are universal. Although this 
Quicksheet focuses on MRSA, many of the same infection prevention and control (IPC) 
interventions are also applicable for methicillin-susceptible Staphylococcus aureus 
(MSSA), e.g., assessing and improving hand hygiene and environmental cleaning and 
disinfection. 

Background  
• Staphylococcus aureus, including MRSA and MSSA, is one of the most common 

hospital-acquired pathogens in United States NICUs.1,2  
• MRSA can cause severe infections including sepsis, bacteremia, pneumonia, 

musculoskeletal infections, soft tissue infections, and device-associated infections.  
• MRSA colonization significantly increases the risk of invasive disease in NICU infants.3,4 
• NICU infants, especially those born prematurely, are at high risk for invasive MRSA 

disease due to their immature immune systems, fragile skin, and frequent exposure to 
medical devices and procedures.5   

Transmission 
• The contaminated hands of healthcare personnel (HCP) are the most common 

suspected source of MRSA transmission during NICU outbreaks. 
• Environmental contamination is another important source, with transmission 

occurring either directly from contaminated equipment or surfaces, or indirectly via 
contaminated hands. 

• Prevention and response efforts primarily focus on improving hand hygiene and 
environmental cleaning and disinfection.6  

• Eliminating MRSA transmission within a NICU requires sustained, coordinated efforts 
by NICU leadership and all HCP who work in the NICU. 
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Considerations for Initiating an Outbreak Response 
• In general, suspect an MRSA outbreak if a NICU’s MRSA incidence has risen above their 

usual baseline.  The NICU should investigate increased MRSA incidence even if cases 
are non-clinical and identified only by screening.  For example: 

o If a NICU’s routine MRSA screening typically identifies 1–2 new colonized cases 
every six months, a cluster of 5 colonized cases in two months may represent an 
outbreak within the NICU and merit a response. 

o If a NICU usually has 1–2 new clinical MRSA cases each year, a cluster of 3 
clinical cases in 4 months may represent an outbreak within the NICU and merit 
a response. 

• Investigation should begin even before results are available from whole genome 
sequencing (WGS), if performed.  Investigation may need to continue even if WGS 
identifies multiple clones, as outbreaks may involve more than one clone. 

• If an investigation suggests increased MRSA incidence is not due to transmission 
within the NICU, e.g., cases are identified upon admission from another facility or are 
thought to have been acquired from visitors, the NICU may use this as an opportunity 
to reinforce IPC practices — including isolation of MRSA-positive infants, hand hygiene, 
and cleaning and disinfection — to prevent subsequent transmission. 

• If MRSA is identified on admission screening in a patient transferred from another 
facility, the receiving NICU should notify the transferring facility. 

Outbreak Response 
Initial Recommendations 

Hand Hygiene 
• The NICU should reemphasize the importance of hand hygiene and retrain HCP on best 

hand hygiene practices.   
• The NICU should conduct, or consider increasing, hand hygiene adherence monitoring 

and just-in-time coaching. 
• The NICU should ensure alcohol-based hand sanitizer (ABHS) dispensers are readily 

available, stocked, and functioning at all room entries and bedsides.  Ensure these 
supplies are not expired. 

• See additional discussion in the Hand Hygiene Recommendations section below. 

Transmission-Based Precautions 
• The NICU should place MRSA-positive infants on Contact Precautions (gown and glove 

use by HCP), in addition to Standard Precautions.  
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• The NICU should ensure sufficient personal protective equipment (PPE) is available on 
the unit, and that PPE is readily accessible for providers at points of use. 

• The NICU should post clear signage at patient room, bed, and bay entrances indicating 
PPE requirements. 

• See additional discussion in the Transmission-Based Precautions and Cohorting 
Recommendations section below. 

Cleaning and Disinfection 
• The NICU should ensure facility-selected, Environmental Protection Agency (EPA)-

registered, hospital-grade cleaning and disinfection products (e.g., wipes) are readily 
available at points of use, unexpired, and used according to the manufacturer’s 
instructions for use (IFU), including required contact times.  

• The NICU should assess and ensure adequate cleaning and disinfection practices, 
especially for high-touch surfaces, equipment shared between infants, and equipment 
shared with non-NICU units.   

• See additional discussion in the Cleaning and Disinfection Recommendations section 
below. 

Communication and Coordination 
• The NICU and LHD should identify points of contact for the investigation. 
• The NICU should establish an outbreak response group: 

o Led by an internal NICU champion (e.g., neonatologist or nursing leader). 
o Supported by hospital leadership (including attendance at meetings, if 

possible).  
o Involving key stakeholders (see Appendix A for NICU stakeholder 

considerations). 
• NICU outbreak leadership should ensure all HCP who work in the NICU are regularly 

updated about the outbreak and understand their individual and team responsibilities 
(see Appendix A for HCP to consider).  Consider using safety huddles, team meetings, 
emails, and other communications. 

• Recommend the laboratory save MRSA isolates for possible WGS.  

Reporting and Notification 
• The NICU should: 

o Notify NICU leadership, hospital leadership, the infection prevention (IP) team, 
and other appropriate hospital stakeholders. 

o Report the outbreak to their LHD and Licensing and Certification District Office, 
as described in AFL 23-08.7 

o Notify receiving facilities of the outbreak when transferring a patient, 
regardless of the patient’s MRSA status.  Indicate the patient’s MRSA status on 
transfer. 

mailto:HAIProgram@cdph.ca.gov
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o Consider notifying families in accordance with 
8.

Council for Outbreak Response: 
HAI/AR (CORHA) guidance (PDF)

• The LHD should:
o Consult as needed with the CDPH Healthcare-Associated Infections (HAI)

Program, which can provide additional tools and support.
o Create an outbreak report in CalREDIE.

• Consider that media attention is possible.

Information Gathering by the LHD 

NICU Background 
• Confirm the NICU level (I–IV), number of licensed beds, bed layout (bays vs. individual

rooms), and admission sources (e.g., in-born, transfers from other units, home).
• Obtain a NICU map annotated with bed and bay numbers and, if possible, MRSA case

locations.
• Ask about the recent and usual patient census. If the recent census has been high, ask

how the NICU has adapted and if they have noted related gaps in IPC practices.
• Ask about recent HCP staffing concerns (e.g., shortages, turnover, float staff,

travelers) and whether HCP are shared with other units or hospitals. Consider
especially physicians, nurses, respiratory therapists (RT), environmental services
(EVS), and trainees.

o If the NICU mentions concerns, ask if they have had challenges educating all
HCP about NICU IPC expectations or noted related gaps in IPC practices.

• Request information about the IP team’s role in the NICU (e.g., personnel, time for NICU
responsibilities, NICU activities).  Consider whether the NICU IP team needs additional
resources to support NICU IPC practices.

MRSA and Outbreak Background 
• Ask about baseline MRSA policies and changes in response to the outbreak, including:

o Point prevalence surveys (PPSs; see Appendix A for explanation) and screening:
 Who is screened (e.g., all infants, new admissions, transfers,

discharges).
 Screening frequency (e.g., weekly, monthly, after a clinical case).
 Body sites sampled (e.g., nares, axillae, umbilicus, inguinal region,

multiple).
o Patient isolation (e.g., PPE, isolation duration, patient and HCP cohorting).
o Hand hygiene, cleaning and disinfection, and adherence monitoring.
o MRSA decolonization (if done; see Appendix A for discussion).

• Review the outbreak narrative.
o Obtain key information: number of cases (colonized and invasive), bed locations

of cases, deaths, dates of positive tests, and recent PPS and screening results.

mailto:HAIProgram@cdph.ca.gov
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o Request a complete line list (see Appendix A; the HAI Program has a template 
we can share). 

o Review how the outbreak was identified, suspected outbreak triggers, and 
epidemiologic links (e.g., shared rooms, procedures, devices, HCP, admission 
sources). 

• Request historical data including: 
o A list of MRSA cases (colonized and invasive) from the past two years, including 

dates and specimen sources. 
o MRSA screening and/or PPS results from the past two years.    
o NICU outbreaks in the past five years.  Ask about MRSA, MSSA, and outbreaks of 

other pathogens. 

Ongoing Outbreak Response and Monitoring 

Closely Monitor the Outbreak 
• Recommend the NICU conduct weekly PPS and screen all new admissions.  

o For each PPS, the NICU should document the PPS date(s), number of patients 
screened, and number of positives. Positive patients should be added to the line 
list. 

o See Appendix A for additional PPS recommendations including specimens to 
obtain. 

• Consider sending MRSA isolates for WGS to assess for clonal transmission. CDPH can 
coordinate WGS with the state lab (MDL). 

• Consider establishing a standing call or regular update schedule with the NICU. 

Consider an Onsite Infection Prevention and Control Assessment 
• Use standardized assessment tools. For example, CDPH and CDC provide tools to 

assess isolation precautions, hand hygiene, EVS processes, and IPC practices, 
including practices unique to NICU settings (PDF).9–11   

• Contact the CDPH HAI Program for additional assessment resources, including 
potential support for a site visit. 

• Recommend that hospital leadership, NICU leadership, IP, nursing, RT, and EVS 
participate.  Request that representatives from these services be available to 
interview during the assessment. 

• Begin with an introductory meeting that includes a situational update, site assessment 
goals, and an agenda. 

• Conduct rounds in the NICU. Pay special attention to practices related to: 
o Hand hygiene, including entry scrub protocols and compliance. 
o Contact Precautions for MRSA-positive patients.  
o Patient and HCP cohorting. 

mailto:HAIProgram@cdph.ca.gov
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o Cleaning and disinfection of complex equipment, including incubators, 
ventilators, feeding equipment, and lactation equipment. 

o Cleaning and disinfection of high-touch surfaces, equipment shared between 
infants, and equipment shared with non-NICU units (see Appendix A for 
equipment to consider). 

o Daily and terminal bedspace cleaning and disinfection. 
o Adherence monitoring of IPC practices. Consider night and weekend shifts. 

• Assess and recommend against use of medications and other products that are 
dispensed in tubs (e.g., petroleum jelly-based products used for skin care such as 
Aquaphor or Vaseline).  Single use products are preferred. 

• At the end of the assessment, conduct a summary meeting to review important 
observations, IPC gaps, and high-priority recommendations.   

• Follow up with a written report.  At future meetings, review the NICU’s responses to the 
findings and recommendations provided at the site assessment. 

Essential Outbreak Control Measures 
• Review and assess NICU implementation of best practices for hand hygiene, 

transmission-based precautions, and environmental cleaning and disinfection during 
regular meetings and onsite assessment(s), if applicable. 

• All HCP who work in the NICU should be educated about NICU-specific IPC practices 
relevant to their roles. 

• HCP training, competency assessments, adherence monitoring with just-in-time 
coaching, and clear NICU expectations are especially important when: 

o There is high NICU HCP turnover, HCP shortages, or reliance on traveling HCP. 
o NICU HCP also work in other units or hospitals (e.g., float staff, radiology, EVS, 

RT).  When possible, recommend dedicating HCP to the NICU during their NICU 
shifts. 

o The NICU census is unusually high. 

Hand Hygiene Recommendations 
• Review hand hygiene education and competency policies. The NICU should:  

o Provide training at hire, annually, and as needed.   
o Require HCP to demonstrate competency before working. 
o Reinforce best practices including:  

 The WHO’s Five Moments for Hand Hygiene (adapted for the NICU by the 
California Perinatal Quality Care Collaborative).6,12 

 Preferential use of ABHS except for certain circumstances such as when 
hands are visibly soiled or after using the restroom. 

 Using sufficient product and cleaning all appropriate skin surfaces. 
 Appropriate hand-washing time. 

mailto:HAIProgram@cdph.ca.gov
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 Hand hygiene before and after glove use and when transitioning from 
dirty to clean tasks.  

o Ensure ABHS dispensers are readily available, stocked, and functioning at all 
room entries and bedsides.  Ensure supplies are not expired. 

o Ensure only facility-approved and supplied lotions that are compatible with the 
facility’s hand hygiene products and gloves are available to minimize risk of 
dermatitis associated with ABHS.10 

o Dedicate specific sinks exclusively for hand hygiene. 
• Ask about unit entry scrub policies.  

o Some NICU practices include a surgical scrub or a soap and water scrub before 
NICU entry. 

o Recommend clear, visible scrub instructions at scrubbing locations. 
• Ask about additional hand hygiene policies including: 

o Fingernail hygiene (e.g., clean at entry scrub, limit length, prohibit artificial or 
chipped nails). 

o Skin integrity (e.g., avoid working with open sores or skin irritation).  The NICU 
should refer employees to Occupational Health if they are unable to perform 
adequate hand hygiene due to issues with skin integrity. 

o Arms “bare below the elbows” (no clothing, watches, jewelry, etc. worn below 
the elbows).   

• Recommend visitors perform hand hygiene upon unit entry and before patient contact.   
o Families can be engaged to help promote diligent hand hygiene among visitors 

and HCP. 
• Recommend covert hand hygiene adherence monitors (“secret shoppers”) that:  

o Monitor adherence to NICU policies and best practices, including all moments of 
hand hygiene. 

o Monitor all HCP who work in the NICU (see Appendix A for HCP to consider). 
o Perform monitoring across all shifts, including nights and weekends. 
o Share aggregated adherence data regularly with HCP and NICU leadership. 

• Encourage a safety culture where all HCP feel empowered to provide just-in-time 
feedback. 

o Consider hand hygiene champions who can deliver just-in-time coaching. 
o Consider active unit monitors (e.g., at entry points) to monitor adherence. 

Transmission-Based Precautions and Cohorting Recommendations 
• The NICU should place MRSA-positive infants on Contact Precautions in addition to 

Standard Precautions, and ensure sufficient PPE is available.  Generally, MRSA-
positive infants should remain on Contact Precautions for the duration of admission, 
regardless of decolonization (See Appendix A for discussion of MRSA decolonization). 
HCP caring for MRSA-positive patients must remember to: 

o Appropriately don and doff PPE including gown and gloves. 

mailto:HAIProgram@cdph.ca.gov
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o Change PPE when moving between patients. 
o Post clear signage at room, bed, and bay entrances indicating PPE 

requirements. 
• The NICU should cohort MRSA-positive infants in designated bays or unit locations 

when possible, and minimize patient movement.   
• The NICU should cohort HCP to either MRSA or non-MRSA patient assignments when 

possible. 

Cleaning and Disinfection Recommendations 
• Review cleaning and disinfection education and competency policies. The NICU 

should: 
o Provide training at hire, annually, and as needed.   
o Require HCP to demonstrate competency before working. 
o Ensure specialized equipment (e.g., incubators, ventilators, breast pumps) is 

cleaned and disinfected according to manufacturer instructions. 
o Ensure nurses, RTs, EVS, and other relevant HCP, including those who work 

nights and weekends, maintain competency in their assigned responsibilities.  
• Recommend the NICU create a complete cleaning and disinfection schedule that 

specifies frequency and responsible party, sometimes called “who cleans what” list.  
This list may include protocols for: 

o High-touch surfaces (see Appendix A for areas to consider).  
 In addition to cleaning each shift, consider additional unit-wide “code 

clean,” or similar process, to promote frequent cleaning of high-touch 
surfaces. 

o Routine and terminal bedspace cleaning and disinfection. 
o Routine bedspace and incubator changes for infants with prolonged stays. 
o Privacy curtain replacement. 
o Shared spaces (see Appendix A for spaces to consider). 
o HCP personal items (e.g., stethoscopes) and specialty equipment (e.g., 

ophthalmology and radiology equipment) (see Appendix A for equipment to 
consider).  

• Reinforce essential cleaning and disinfection practices. For example, the NICU should: 
o Use facility-selected, EPA registered, hospital-grade cleaning and disinfection 

products (e.g., wipes) according to the manufacturers IFU, including required 
contact times. 

o Ensure cleaning products are unexpired and readily available at points of use.  
o Clearly indicate equipment and bedspaces that are clean versus dirty. 
o Separate clean and dirty equipment, cleaning tools, and environmental 

surfaces, and clearly indicate clean versus dirty. 
o Ensure sufficient spacing for cleaning and disinfection (e.g., incubators and 

ventilators). 

mailto:HAIProgram@cdph.ca.gov
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o Move from clean areas to dirty areas when performing cleaning and 
disinfection.  

o Maintain environment and equipment integrity (e.g., repair damaged surfaces, 
remove tape). 

o Inventory all toys, blankets, developmental equipment, and positioning devices 
in patient rooms.  Preferentially use non-porous items that can be cleaned and 
disinfected. If porous items are essential, dedicate them for single patient use 
(e.g., do not reuse cloth toys) and establish a cleaning schedule if applicable 
(e.g., blankets).  

o Limit shared equipment (e.g., diaper scales, stethoscopes, ophthalmology and 
radiology tools; see Appendix A for considerations). 
 Use single-use products (e.g., ultrasound gel) whenever appropriate.  
 Separate and cohort equipment for MRSA-positive patients as possible.  
 If shared equipment must be used, pay special attention to cleaning and 

disinfection of equipment shared between MRSA-positive and MRSA-
negative patients. 

• Ask about nutrition and feeding procedures, including those for breast milk (e.g., 
pumping, collection, handling, storage, preparation). HCP should generally be 
responsible for cleaning and disinfection rather than families. 

• Recommend routine adherence monitoring of cleaning and disinfection protocols.  The 
NICU should:  

o Monitor cleaning and disinfection practices in all high-yield areas, with special 
attention to incubators, ventilators, bedspaces (routine and terminal), high-
touch surfaces, pumping/feeding equipment, and shared equipment. 

o Consider using adherence monitoring tools (e.g., fluorescent markers, ATP 
bioluminescence testing). 

o Perform adherence monitoring across all shifts, including nights and weekends. 
• Consider performing deep (terminal) cleaning and decluttering of the entire unit or 

affected areas. 

Decolonization Considerations for MRSA-Positive Infants  
• Decolonization may decrease the risk of MRSA infection. 
• Decolonization practices vary but typically include intranasal mupirocin.  
• See Appendix A for further discussion of MRSA decolonization.

 
For additional considerations if initial interventions and careful adherence monitoring fail 
to control the outbreak, see Appendix B. 
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Considerations for Ending an Outbreak Response 
When to End an Outbreak Response 

• No formal guidance directs when to end a NICU MRSA outbreak response. 
• A reasonable threshold is sustained elimination of MRSA transmission within the 

NICU, demonstrated by repeated PPS results.   
o Completely negative PPS results are not necessarily required, as sporadic 

MRSA introductions are expected (e.g., from visitors).   
o To help distinguish sporadic introduction from transmission within the 

NICU: 
 Compare WGS results of new isolates with outbreak strains; sporadic 

isolates should be genetically distinct. 
 Compare current MRSA incidence to the NICU’s historical baseline.   

Ongoing Interventions After an Outbreak Response Ends 
• Recommend ongoing MRSA surveillance.   

o PPSs can be used to assess for new MRSA colonization and increased MRSA 
incidence.   

o No formal guidance directs PPS frequency in non-outbreak settings; some 
institutions conduct routine PPS weekly.   

o We suggest the NICU perform PPSs at least every other week, with a 
response-based PPS if a new MRSA case is detected. Consider more 
frequent PPSs — such as weekly, if resources allow — if the NICU cares for 
higher-risk infants (e.g., frequent surgeries, invasive devices, very low birth 
weight infants, infants <32 weeks gestation).   

o If no routine PPSs are planned, the NICU should perform a PPS when a new 
clinical MRSA case is identified. 
 Response-based PPSs may be unit-wide or limited to an affected 

area, depending on NICU size, layout, outbreak history, and 
resources. 

o Consider submitting isolates from newly identified MRSA-positive infants 
for WGS, especially if MRSA incidence is increasing, to help assess whether 
cases are sporadic or due to transmission within the NICU. 

• The NICU should maintain emphasis on meticulous hand hygiene, environmental 
cleaning and disinfection, and adherence monitoring. 

• The NICU should continue to foster a safety culture where HCP feel empowered to 
advocate for patient safety and provide just-in-time coaching and feedback. 

• Consider restarting an outbreak response if the NICU’s MRSA incidence exceeds 
baseline or if new patients with outbreak strains are identified.  

mailto:HAIProgram@cdph.ca.gov
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Appendices 
Appendix A: Key Terms and Explanations 
NICU stakeholders to consider for the response team: Examples include:  

• Clinical healthcare personnel (HCP): neonatologists, neonatal nurse practitioners, 
nurses, and respiratory therapists (RTs). 

• Non-clinical HCP: environmental services (EVS) and laboratory personnel. 
• Administration: infection prevention, NICU leadership, and hospital leadership. 

 
Healthcare personnel who care for NICU infants: Examples include: 

• Medical providers: neonatologists, neonatal nurse practitioners, pediatricians, 
residents, fellows, students, nurses, and respiratory therapists. 

• Therapists: occupational, physical, speech, massage, child life, and music 
therapists. 

• Non-clinical HCP: EVS, volunteers, cuddlers, and chaplains. 
• Specialists: ophthalmologists, surgeons, other medical consultants, radiologists, 

technicians, audiologists, newborn screeners, and pharmacists. 
 
Point prevalence survey (PPS): A point prevalence survey is screening all NICU infants 
who are previously MRSA-negative or have unknown MRSA status. Screening should, at 
minimum, include sampling an infant’s nares.  Often, additional body sites are sampled to 
improve sensitivity.3 Additional sites include the umbilicus, groin, axillae, perirectal, and 
rectum. Generally, samples from multiple sites can be collected with the same swab, 
sampling the perirectal area last, if applicable.  However, if the umbilicus is sampled and 
the patient has an umbilical line, use a separate swab to protect the sterility of the line. 

MRSA decolonization: MRSA decolonization may reduce the risk of clinical MRSA infection 
in colonized infants.13 According to the SHEA white paper, practices vary across NICUs, but 
decolonization generally includes intranasal mupirocin and may also include chlorhexidine 
gluconate (CHG) baths.3 Protocols may differ by infant age, particularly for CHG use, due to 
concerns about skin irritation and systemic absorption.1,3,14 Because recolonization is 
common after decolonization, Contact Precautions often remain in place for decolonized 
infants, particularly during MRSA outbreaks or when patient MRSA risk factors are present 
(e.g., invasive lines, open wounds, respiratory support). If considering discontinuing 
Contact Precautions, SHEA recommends obtaining at least two consecutive negative 
MRSA screens spaced at least one week apart while the infant is not on MRSA-active 
antibiotic therapy. Discontinuing Contact Precautions should only be considered if NICUs 
have developed processes to document clearance of MRSA colonization and criteria for 
removal of isolation.  Additional discussion is provided in the SHEA white paper.3  

Line list: The HAI Program has a line list template available on request. This template 
includes:  

• Demographics: name, medical record number, date of birth, gestational age at 
birth, date of NICU admission, and admission source.  

mailto:HAIProgram@cdph.ca.gov
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• Clinical information: date and patient bed location at the time of the first positive 
MRSA test, specimen source of the first positive MRSA test, description of clinical 
illness (if applicable), patient outcome, and previous MRSA screening details (if 
available). 

• Patient risk factors: invasive lines, recent surgeries, feeding method, and 
respiratory support. 

 
High-touch surfaces to consider for frequent cleaning: Examples include: 

• Patient care equipment: patient monitors (screens and buttons), intravenous 
pumps and poles, ventilators and other respiratory equipment (including tubes, 
screens, and knobs), suction devices, stethoscopes, incubators and handles, 
thermometers, and diaper scales. 

• Feeding supplies: feeding equipment, feeding pumps, bottles, milk warmers and 
trays, and breast pumps and tubing. 

• Other bedside tools and environmental surfaces: bedside stands and trays, 
computers (including monitors, keyboards, mice), sinks and countertops, drawers 
and handles, lights and switches, chairs and bassinets, bedside charts, and 
refrigerators. 

• Additional items: supply carts, medication dispensing machines, phones (including 
cell phones), pagers, and identification badges. 
 

Shared NICU spaces: Examples include: 
• Clinical and support areas: pharmacy rooms, supply rooms, nutrition and lactation 

areas, milk preparation areas, linen storage rooms, and on-unit laboratories.  
• Visitor and HCP areas: family lounges, waiting rooms, break rooms, workrooms, 

and restrooms. 
 
Shared and personal equipment: Examples include: 

• General equipment: stethoscopes, blood pressure cuffs, thermometers, glucose 
monitors, bladder scanners, wash basins, diaper scales, weight scales, length 
boards, crash/resuscitation carts, tape measures, bilirubin lights, bilirubin 
blankets, and transilluminators. 

• Specialty equipment: ventilators, positive-pressure ventilation machines, other 
respiratory equipment, radiology machines and equipment such as X-ray boards, 
ultrasound equipment and probes (including echocardiogram equipment), 
electrocardiogram equipment, audiology equipment, consultant tools (e.g., 
ophthalmology scopes and lenses), dialysis machines, and extracorporeal 
membrane oxygenation equipment. 

• Personal items: phones (including cell phones), identification badges, pagers, 
laboratory coats, ties, wallets, keys, pens, patient lists, and notepads. 
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Appendix B: Additional Considerations if the Outbreak 
Persists 
If initial interventions and careful adherence monitoring fail to control the outbreak, 
carefully review the recommendations in the Outbreak Response section and ensure 
implementation of weekly point prevalence surveys, intensified hand hygiene and cleaning 
and disinfection adherence monitoring, transmission-based precautions, and if feasible 
cohorting infants and healthcare personnel (HCP).  Consider requesting assistance from 
the CDPH HAI Program (if not already done) and conducting or repeating an onsite 
infection prevention and control assessment.  

Consider the following additional recommendations on a case-by-case basis: 

• Assign unit monitors to ensure adherence to hand hygiene and entry scrub policies. 
• Screen NICU healthcare personnel (HCP) for MRSA colonization and decolonize 

those who test positive.  HCP screening may be considered if the same MRSA clone 
is seen repeatedly over months to years. 

o Consider screening all HCP who have direct patient contact. 
o Before screening begins: 

 Thoughtfully plan logistics and engage appropriate stakeholders (e.g., 
HCP, hospital leadership, infection prevention teams, laboratory 
staff, occupational health, potentially union representatives).  

 Establish protocols for HCP decolonization, re-screening, and work 
restrictions (if planned). 

 Consider HCP privacy and potential HCP responses to screening 
results.   

o Submit HCP MRSA isolates for whole genome sequencing (WGS).   
o Screening is not intended to assign blame. HCP with isolates matching 

outbreak strains may not have transmitted MRSA, as WGS cannot typically 
determine a direction or chain of transmission. Conversely, HCP who test 
negative may have transmitted MRSA, but spontaneously decolonized 
before screening.  Regardless of screening results, any HCP can transmit 
MRSA via transiently contaminated hands. 

• Pre-emptive isolation: isolate new admissions until MRSA screening is negative. 
• Develop a protocol for patient MRSA decolonization, if not already done (see 

Appendix A). 
• If decolonization repeatedly fails or recolonization occurs frequently, consider 

submitting MRSA isolates for mupirocin resistance testing. 
• For infants who test positive for MRSA, provide decolonization kits to parents and 

direct caregivers who visit the NICU.  Decolonization kits may include nasal and 
topical treatments (e.g., nasal mupirocin, topical chlorhexidine gluconate [CHG]). 

• In rare cases, consider restricting new admissions, reducing unit census, or 
temporarily closing the unit.  
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• There is limited or mixed evidence for additional interventions such as: 
o Universal gloving and universal contact precautions.   
o Universal decolonization (all NICU patients, regardless of screening results) 

or decolonization of all high-risk infants (e.g., very low birth weight, open 
wounds, invasive devices, respiratory support).  
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