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M e t h o c i l l i n  R e s i s t a n t  S t a p h y l o c o c c u s  A u r e u s  (MRSA) in  
A l a s k a  a n d  o t h e r  S t a t e s

P r e p a r e d  f o r  S e n a t o r  H o l l is  F r e n c h  

B y  T im  S p e n g l e r , L e g is l a t iv e  A n a l y s t

You asked for information on Methocillin Resistant Staphyloccus aureus (MRSA). Specifically, 
you wished to know the prevalence of MRSA in Alaska and other states. Additionally, we look at 
MRSA concerns in correctional facilities.

Briefly, Staphylococcus aureus, often referred to as “staph,'" are bacteria commonly carried on the 
skin or in the nose of healthy people. Approximately 25% to 30% of the population is colonized 
(when bacteria are present, but not causing an infection) in the nose with staph bacteria. 
Methocillin Resistant Staphyloccus aureus is a type of staph that is resistant to antibiotics. The 
Centers for Disease Control (CDC) estimates that approximately 1% of the population is 
colonized with M R S A .1

Methocillin Resistant Staphyloccus aureus can cause skin infections that may look like a common 
pimple and can be red, swollen, painful or have pus or other drainage. The more serious variety 
of this bacteria— invasive MRSA— c f cause pneumonia, bloodstream infections, and death 2 
Staph bacteria are almost always spread by direct physical contact. For example if an 
individual's hands come in contact with MRSA and are not washed thoroughly, the bacteria may 
be spread to others.3 Invasive MRSA is usually caused when the bacteria enters the body 
through a cut or other wound resulting in an infection in a normally sterile part of the body such as 
the blood stream.

' W e  found background information on M R SA  at the Centers for Disease Control website www cdc.gov.

'According to the C D C . a case of M R S A  infection is defined as invasive if M RSA is found in the biood ui 
cerebrospinal fluid of an individual.

1 Health care workers are in a high nsk category of contracting MRSA Others considered at high risk include hospital
patients, prisoners, nursing home res ident and others in long-term care facilities, children attending daycare, athletes, military 
recruits, and people with weakened immune systems. New Jersey Department of Health and Senior Services.
www nj gov/ftealth/cd'mrscL/ (Frequency asked questions).
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We conferred with experts in Alaska for insight into the disease in our state In Alaska, as in the 
vast majority of the United States, MRSA is not a reportable disease, according to Dr. Beth Funk 
of the epidemiology section of the State of Alaska's Division of Public Health.4 Dr. Funk explains 
that MRSA is a common (and usually harmless) affliction and it would be prohibitively costly— and 
bureaucratically problematic— to track MRSA on a large scale. As there are no detailed data 
regarding the pervasiveness of MRSA in Alaska or elsewhere. Dr Funk was hesitant to make an 
estimate on its prevalence in the state

Dr. Tom Hennessey of the CDC's Arctic Investigations program estimates that less than 5% of 
those who seek medical care for the disease have serious or “invasive" MRSA.5 Dr. Hennessy 
confirmed that MRSA is not a reportable disease in Alaska— or in most of the country— making 
comparisons between and among states problematic. Along with Dr. Funk, Dr. Hennessey 
believes that the most thorough study on invasive MRSA was published in the October 17, 2007, 
edition of the Journal of American Medical Association (JAMA). In the study, the CDC arrived at 
national estimates by projecting from the number of invasive MRSA cases from nine sites in the 
United States.5 The report estimates that MRSA caused more than 94,000 life-threatening 
infections and nearly 19,000 deaths in the United States in 2005, the majority of which were 
associated with health care settings. The study also found that infection rates were highest 
among individuals 65 years of age and older and that blacks were twice a likely to be affected as 
were whites. W e include the study as Attachment A along with a CDC press release highlighting 
the results of the study

Prisoners are among those groups recognized as being at a high risk of contracting MRSA. The 
CDC published a report in October 2003 that looks at MRSA transmission among inmates of 
correctional facilities in Georgia, California and Texas.7 An example of the study's findings is that 
in Texas— with approximately 145,000 inmates— there were 10,942 cases of MRSA reported 
during the surveillance period (January 1996 through July 2002). Of these cases, 1.7% were the 
invasive variety of MRSA, while 94.6%  were less serious skin or soft tissue infections. The study 
points out that because of their enclosed and often crowded environments, prisons and jails can 
serve as amplifiers of MRSA skin disease Briefly, the study highlights the following factors as 
contributing to the spread of MRSA among inmates:

•  Barriers to routine inmate hygiene (such as inadequate access to soap):

•  Lack of access to medical care and inadequate supplies and staff for wound care;

• Medical staff turnover; and

• Lack of recognition of MRSA (e.g. wounds may be erroneously attributed to spider 
bites).

‘ Reportable diseases are those tracked and monitored by states and/or countries usually through public health departments 
because of their potential to threaten the general population. Alaska currently has approximately 60  reportable diseases. 
Tuberculosis. HIV, botulism, hantavirus, and anthrax are examples of such diseases. Dr. Funk can be reached at (907) 269-8004.

’  Dr. Hennessey can be reached at (907) 729-3400.

1 The sites in the study were Monroe County, New  York; Baltimore County, Maryland; Davidson County, Tennessee: 
Ram sey County, Minnesota; the San Francisco Bay Area: the state of Connecticut: and the metropolitan areas of Atlanta, 
Denver, and Portland, Oregon

' The C D C  study on M R SA  in correctional facilities in Georgia. California, and Texas is included as Attachment B.
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The study offers a basic strategy to improve hygiene and infection-control practices in 
correctional facilities. Their suggested strategy includes.

• Skin infection screening and monitoring,

• Culturing suspect lesions;

•  Improving inmate hygiene (e g. basic hygiene education appropriate laundering, and 
greater availability of soap): and

• Improved access to wound care and trained health-care staff.

Dwayne Peoples, Deputy Commissioner of Alaska's Department of Corrections (DOC), relates 
that the DOC does not have data on the prevalence of MRSA in Alaska's correctional facilities.8 
Mr. Peoples told us that the Department is in the process of creating a centralized surveillance 
system to track MRSA. When it is implemented, clinics at prison sites will make weekly reports 
regarding occurrences of MRSA that will allow for a better understanding of the magnitude of the 
problem.

Brad Wilson, Business Manager of the Alaska Correctional Officers Association (ACOA), argues 
that tracking MRSA incidents among the inmates and staff of correctional facilities is of 
paramount importance.9 According to Mr. Wilson, MRSA infection is "ram panf among prisoners 
and correctional staff across the state. Nina Salerno-Ashford, administrator and attorney for 
Corrections U.S.A., concurs that MRSA is a significant problem nationwide in correctional 
facilities. She adds that a lack of data makes it difficult to quantify the magnitude of MRSA, but 
notes that Corrections U.S.A. considers it a major concern for correctional officers.10 W e include 
as Attachment C an ACOA document that includes information regarding MRSA in the 
correctional environment as well as proposed guidelines for management of the disease 11

I hope you find this information to be useful. Please do not hesitate to contact us if you have 
questions or need additional information.

° Dwayne Peoples can be reached at (907) 4G5-4652

' Brad Wilson can be reached at (907) 646-2262

0 Corrections U.S .A . is a non profit corporation representing correctional officers employed by federal, state and 
local governments. Currently, they represent over 80 .000  correctional officers across the county Nina Salemo-Ashford  
can be reached at (877 -885-8756).

11 Attachm ent C  also includes the Federal Bureau of Prisons clinical practice guidelines regarding M RSA  
m anagem ent.
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Attachment A

Center for Disease Control press release: Study establishes baseline for M RSA
infection estimates, October 16, 2007

and

Invasive Methicillin-Resistant Staphylococcus aureus Infections in the United 
States, the Journal of the American Medical Association, October 17, 2007
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CDC estimates 94,000 invasive drug-resistant staph infections 
occurred in the U.S. in 2005

Study establishes baseline for MRSA infection estimates
Mett>icillin—resistant staph aureus (MRSA) caused more than 94,000 life-threatening 
infections and nearly 19,000 deaths in the United States in 2005, most of them 
associated with health care settings, according to the most thorough study of life- 
threatening infections caused by these bacteria, experts with the Centers for Disease 
Control and Prevention (C D C ) report

The study in the Oct. 17 edition of the Journal of American Medical Association (JAMA) 
establishes the first national baseline by which to assess future trends in invasive MRSA  
infections. MRSA inlections can range from mild skin infections to more severe infections 
of the bloodstream, lungs and at surgical sites.

The study found about 85 percent of all invasive MRSA infections were associated with 
health care settings, of which two-thirds surfaced in the community among people who 
were hospitalized, underwent a medical procedure or resided in a long-term care facility 
within the previous year. In contrast, about 15 percent of reported infections were 
considered to be community-associated, which means 'hat the infection occurred in 
people without documented health care risk factors

The 2005 rates of invasive infection were highest among people 65 years of age or older 
Black people were affected at twice the rate of whites, which could be due to higher rates 
of chronic illness among blacks

"These numbers show that many families- are being affected by these drug-resistant 
infections.' said Denise Cardo, M.D . director of CDC's Division of Healthcare Quality 
Promotion. "Healthcare facilities need to make MRSA prevention a greater priority. The 
closer we get to 100 percent compliance with CDC recommendations, the greater the 
impact on patient health and safely *

Experts arrived at the new national estimate by projecting from the number of invasive 
M RSA cases from nine U S sites The sites included the state ol Connecticut; the 
Atlanta metropolitan area: the San Francisco Bay area; the Denver metropolitan area; 
the Portland, Ore.. metropolitan area; Monroe County, N V ; Baltimore City. Md.;
Davidson County, Tenn : and Ramsey County. Minn. All the sites were part of CDC's 
Active Bacterial Core surveillance program, which actively tracks a number of pathogens 
in the United States representing a population of 38 million Americans.

In health care settings, MRSA occurs most frequently among patients who undergo 
invasive medical procedures or who have weakened immune systems and are being 
treated in hospitals and health care facilities such as nursing homes and dialysis centers.

For more information on MRSA, please visit
http://www cdc gov/ncidod/diseases/submenus/sub_mrsa htm For more information on 
C D C ’s guidelines for the prevention of MRSA in health care settings, visit 
h|lp.//wvyw..cdc goy/ncidod/dhqp/arjrtrsaprevention hlml
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In v a s iv e  M e t h ic i l l in - R e s is t a n t  Staphylococcus aureus  
In f e c t io n s  in  t h e  U n ite d  S ta te s

R. Monina Klevens, DDS, MPH; Melissa A. Morrison, MPH; Joelle Nadle, MPH;
Susan Petit, MPH; Ken Gershman, MD, MPH; Susan Ray, MD; Lee H. Harrison, MD;
Ruth Lynfield, MD; Ghinwa Dumyati, MD; John M. Townes, MD; Allen S. Craig, MD,
Elizabeth R. Zell, M STAT; Gregory E. Fosheim, MPH; Linda K. McDougal, MS;
Roberta B. Carey, PhD; Scott K. Fridkin, MD- for the Active Bacterial Core surveillance 
(ABCs) MRSA Investigators

JAMA. 2007;298:1763-1771.

ABSTR AC T

Context As the epidemiology of infections With methicillin-resistant Staphylococcus 

aureus (M RSA) changes accurate information on the scope and magnitude of MRSA 
infections in the US population is needed.

Objectives To describe the incidence and distribution of invasive MRSA disease in 9 
US communities and to estimate the burden of invasive MRSA infections in the 
United States in 2005.

Design and Setting Active, population-based surveillance for invasive MRSA in 9 
sites participating in the Active Bacterial Core surveillance (ABCs)/Emerging Infections 
Program Network from July 2004 through December 2005. Reports of MRSA were investigated and 
classified as either health care-associated (either hospital-onset or commumty-onset) or community- 
associated (patients without established health care risk factors for MRSA).

Main Outcom e Measures Incidence rates and estimated number of invasive MRSA infections and in- 
hospital deaths among patients with MRSA in the United States in 2005; interval estimates of incidence 
excluding 1 site that appeared to be an outlier with the highest incidence; molecular characterization of 
infecting strains.

Results There were 8987 observed cases of invasive MRSA reported during the surveillance period. Most 
MRSA infections were health care-associated: 5250 (5 8 .4 % ) were commumty-onset infections, 2389 
(2 6 .6 % ) were hospital-onset infections; 1234 (1 3 .7 % ) were community-associated infections, and 114 
(1 .3 % ) could not be classified. In 2005, the standardized incidence rate of invasive MRSA was 31.8 per 
100 000 (interval estimate, 24.4-35.2). Incidence rates were highest among persons 65 years and older 
(127.7 per 100 000; interval estimate, 92.6 -156.9 ), blacks (66.5 per 100 000; interval estimate, 43.5- 
63.1), and males (37.5 per 100 000; interval estimate, 26.8-39.5). There were 1598 in-hospital deaths 
among patients with MRSA infection during the surveillance period. In 2005, the standardized mortality 
rate was 6.3 per 100 000 (Interval estimate, 3 .3 -7 .5 ). Molecular testing identified strains historically 
associated with community-associated disease outbreaks recovered from cultures in both hospital-onset 
and community-onset health care-associated infections in all surveillance areas.

Conclusions Invasive MRSA infection affects certain populations disproportionately. It is a major public 
health problem primarily related to health care but no longer confined to intensive care units, acute care
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After being initially reported among injecting drug us*'"-, in Detroit in 1981 and top

then associated with the deaths of 4 children in Minnesota and North Dakota in
"'lerhpd'.

1997/ community-associated methicillin-resistant Staphylococcus aureus (M RSA) Results
has become the most frequent cause of skin and soft tissue infections presenting to Comment

• Author Information
emergency departments in the United States. Although community outbreaks of References

MRSA in diverse populations, including American Indian and Alaska Natives,4

sports teams,5'6 prison inmates,7 and child care attendees,8 usually involved skin disease, MRSA also can 

cause severe, sometimes fatal Invasive disease.9' 13

Studies of the emergence of community-associated MRSA disease over the past decade determined thac 
isolates causing commun-ty-associated and health rare-associated MRSA infections were distinct.10 
Isolates from the community were susceptible to most non-P-lactam antimicrobial agents,10 carried 
staphylococcal cassette chromosome type IV ,14 and frequently encoded the dermonecrotic cytotoxin known 
as Panton-Valentine leukocidin.15 The strain most often isolated in community outbreaks was pulsed-fleld 
type USA300.16 Other strains of community origin include USA400, USA1000, and USA1100.17 In contrast, 
strains most frequently associated with MRSA infections in health care settings were USA100, USA200, 
and less often, USA50018; these traditionally have been multidrug-resistant and have carried 
staphylococcal cassette chromosome type I I .10

In hospitalized patients, MRSA has been a problem since the 1960s,ci; approximately 2 0%  of bloodstream 
infections in the hospital setting have been caused by S aureus.20 The proportion of hospital-onset S 
aureus infections that were methicillin-resistant reached 6 4 .4 %  in US intensive care units in 2 0 0 3 /1 In the 
hospital, MRSA infections are associated with greater lengths of stay, higher mortality,22 and increased 
costs.23 24 Although more recently there has been increased surveillance activity for invasive MRSA 
infections in the community, surveillance for MRSA bloodstream infections in the United States 
traditionally has been limited to hospital-onset (ie, nosocomial) disease.20'21

As the epidemiology of MRSA disease changes, including both community- and health care-associated 
disease, accurate information on the scope and magnitude of the burden of MRSA disease in the US 
population is needed to set priorities for prevention and control. In this report we describe the incidence 
and distribution of invasive MRSA disease in 9 US communities and use these results to estimate the 
burden of invasive MRSA infections in the United States.

M ETHODS

Surveillance Methodology and Definitions

The Active Bacterial Core surveillance system iABCs) is an ongoing, population- 
based, active laboratory surveillance system and is a component of the Emerging 
Infections Program (EIP) of the US Centers for Disease Control and Prevention 
(C D C ). From July 2004 through December 2005, 9 EIP sites conducted surveillance 
for invasive MRSA infections. A site number was assigned in descending order of 
population size: site 1, the state of Connecticut (estimated population, 3.5 million); site 2, the Atlanta, 
Georgia, metropolitan area (8 counties; estimated population, 3.5 million); site 3, the San Francisco, 
California, Bay Area (3 counties; estimated population, 3.2 million); site 4, the Denver, Colorado, 
metropolitan area (5 counties; estimated population, 2.3 million); site 5, the Portland, Oregon, 
metropolitan area (3 counties; estimated population, 1.5 million); site 6, Monroe County, New York 
(estimated population, 733 OOP); site 7, Baltimore City, Maryland (estimated population, 636 000); site 8,
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• Top

• Introduction

Results
Com m ent

■ Author information

■ References

http://jama.ama-assn.org/cgi/content/full/298/15/1763?maxtoshow=&HITS=10&hi... 5/15/2008

http://jama.ama-assn.org/cgi/content/full/298/15/1763?maxtoshow=&HITS=10&hi


Davidson County, Tennessee (estimated population, 575 . 00): ard site 9, Ramsey County (St Paul area), 
Minnesota (estimated population, 4? 300). The total population under surveillance in 2005 was an 
estimated 16.5 million, or approxi ■ 5 .6 %  of the US population. Surveillance sites were similar to the 
US population in the distribution b\ n u .j sex (4 9 .2 %  and 4 9 .?% . respectively); however, surveillance 
sites had a lower frequency of whites (7 2 .7 %  and 8 1.0 % , respectively) and of persons 65 years and older 
(1 0 .8 %  and 12.4% , respectively).

ABCs case finding was both active and laboratory-based. Clinical microbiology laboratories in acute care 
hospitals and all reference laboratories processing sterile site specimens for residents of the surveillance 
area were contacted regularly for case identification. In hospitals without computerized microbiology data, 
surveillance personnel telephoned designated microbiology laboratory contacts regularly to identify new 
cases and request isolate submission. Where microbiology data were computerized, electronic line listings 
of all MRSA isolated from normally sterile sites were received on a monthly basis by surveillance staff, 
which investigated each potential case to confirm residency status, presence of infection, demographic 
characteristics, and underlying illness. The burden of disease can be estimated by this surveillance method 
using census data and the • urveillarce site-specific incidence rates and age-, race-, and sex-adjusted 
incidence rates pooled across all surveillance sites. This infrastructure is the same as that used for 
estimated incidence and disease burden for bacterial meningitis25 and invasive infections with 
Streptococcus pneumoniae.26-27

Case reporting and isolate collection were determined to be surveillance activities at the CDC; in addition, 
each of the 9 participating surveillance sites evaluated the protocol and either deemed it a surveillance 
activity (eg, that involving a reportable disease) or obtained institutional review board approval with a 
waiver of informed consent.

A case of invasive MRSA infection was defined by the isolation of MRSA from a normally sterile body site 
in a resident of the surveillance area, including residents institutionalized in long-term care facilities, 
prisons, etc. Normally sterile sites included blood, cerebrospinal fluid, pleural fluid, pericardial fluid, 
peritoneal fluid, joint/synovial fluid, bone, internal body sit (lymph node, brain, heart, liver, spleen, 
vitreous fluid, kidney, pancreas, or ovary), or other normally sterile sites. Cultures designated as "fluid" 
were investigated as potentially sterile culture sites; cultures designated as "tissue" with no specification of 
original source were not investigated.

Personnel in each EIP site abstracted data from medical records from hospital and clinic visits using a 
standard case report form. Information on the following health care risk factors for MRSA was collected: 
culture obtained more than 48 hours after admission; presence of ar. invasive  device (eg, vascular 
catheter, gastric feeding tube) at time of admission or evaluation; and a history of MRSA infection or 
colonization, surgery, hospitalization, dialysis, or residence in a long-term care facility in the 12 months 
preceding the culture. Cases could have more than 1 health care risk factor. For this analysis, we used 
health care risk factor information to classify cases into mutually exclusive groups (those with health care- 
associated and community-associated infections) justified previously28 and consistent with other studies 
(Table l ) . 29' 30 Health care-associated infections, in turn, were classified as either community-onset (cases 
with a health care risk factor but with a culture obtained 148 hours after hospital admission) and hospital- 
onset (cases with culture obtained >48 hours after admission, regardless of whether they also had other 
health care risk factors) Community-associated cases were those without documented health care risk 
factors.

Table 1. Definitions Used for Epidemiologic Classification of In va sive  Methicillin- 
Resistant Staphylococcus aureus (M R S A ) Infections

Surveillance personnel also collected demographic (including race), clinical, and outcome (hospital death or 
discharge) information on each case from the initial hospitalization. Mortality was collected from the patient 
record and represented crude, in-hospital deaths only. Race was collected from information available in the
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medical record. Cases were considered to have a diagnosis of bacteremia, pneumonia, cellulitis, 
osteomyelitis, endocarditis, septic shock, or other infection, if there was documentation of such a diagnosis 
in the medical record, regardless of the source of the isolate. Cases could have more than 1 clinical 
diagnosis. Bacteremias included those classified as primary, secondary, and not specified. Use of up to 4 
antimicrobial agents was recorded, but all such agents reflected only initial empirical therapy and did not 
include dose, duration, therapeutic changes, or procedures (eg, draining, surgical therapy). Concordant 
empirical therapy was defined as receipt of any antimicrobial agent to which the isolate was susceptible by 
laboratory testing and that was documented in the medical record. Recurrent invasive MRSA was defined 
as a positive culture result obtained from the same case 30 days or more after the initial culture.

Isolate Collection and Testing

Laboratories identified by the EIP site were asked to submit isolates from invasive MRSA infections. Of 
123 laboratories serving residents of the surveillance areas, 48 (3 9 % ) contributed isolates. All isolates 
were sent to the CDC for identification, selected testing, and storage. In situations in which more than 1 
isolate was available from a single case, the protocol selected 1 isolate, preferably from a nonblood sterile 
site. Isolates were prioritized for testing as follows: within each geographic site, all nonblood isolates and 
the subsequent submitted blood isolate were selected; then, among blood isolates, those from cases with a 
diagnosis other than uncomplicated bacteremia were selected. Testing included confirmation of S  aureus 
identification using catalase and Staphaurex (Remel Europe Ltd, Dartford, United Kingdom) agglutination 
tests and tube coagulase if necessary, as well as description of morphology on nonselective blood agar, 
confirmation of oxacillin resistance by the broth microdilution method,18 and pulsed-field gel 
electrophoresis (PFGE) using the restriction endonuclease Sm al. PFGE patterns were analyzed using 
BioNumerics version 4.01 (Applied Maths, Austin, Texas) and grouped into pulsed-field types using Dice 
coefficients and 8 0 %  relatedness, as previously described.18 PFGE testing was conducted at the CDC and 
at the reference centers in Colorado, Connecticut, Georgia, Minnesota, and Oregon. All PFGE patterns were 
entered into a single database for analysis.

Statistical Analysis

We selected cases reported from July 2004 through December 2005 to describe epidemiologic, clinical, and 
microbiological characteristics. We included only cases reported from January through December 2005 for 
the annual 2005 incidence rate calculations. Recurrent cases were excluded from incidence calculations.
We used US Census Bureau bridged-race vintage postcensus population estimates for 2005, provided by 
the National Center for Health Statistics for surveillance area and national denominator values.

Because the surveillance sites varied in the distribution by age and race, for national estimates of burden 
of disease we multiplied the aggregate age-, race-, and sex-specific rates of disease in the surveillance 
areas by the age, race, and sex distribution of the US population for 2005. Because 1 site (site 7,
Baltimore City) reported an excessively high incidence of infection, we calculated interval estimates for the 
age-, race-, and sex-adjusted incidence rates and estimated burden as well. This was performed by 
creating a lower bound by pooling data from the 3 EIP sites with lowest overall incidence (sites 4, 5, and 9) 
and an upper bound by pooling data from the 3 EIP sites with highest overall incidence (sites 2, 6, and 8), 
excluding site 7. Because data from site 7 were excluded from the interval estimates, there are occasions 
when the intervals do not include the overall rate. Confidence intervals are based on the properties of a 
sampling distribution and cannot be calculated with our data because our surveillance areas captured all 
cases, not a sample. We tested differences in proportions of descriptive characteristics using \2. Analyses 
were performed using SAS version 9.1.3 (SAS Institute Inc, Cary, North Carolina).

RESULTS

There were 8987 observed cases of invasive MRSA reported from July 2004 
through December 2005. Most were health care-associated, with 5250 (5 8 .4 % ) 
community-onset infections, 2389 (2 6 .6 % ) hospital-onset infections, 1234 (1 3 .7 % )
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community-associated infections, and 114 (1 .3 % ) that could not be classified. ' Author information
References

Unadjusted incidence rates of all types of invasive MRSA ranged between approximately 20 to 50 per 
100 000 in most ABCs sites but were noticeably higher in 1 site (site 7, Baltimore City) (Table 2). The rate 
of invasive community-associated MRSA was less than 3 per 100 000 in 4 sites and approximately 5 per 
100 000 in 3 sites. Incidence rates were consistently higher among blacks compared with whites in the 
various age groups (Table 3). Adjusting for age, race, and sex, the standardized incidence rate of invasive 
MRSA for calendar year 2005 was 31.8 per 100 000 persons (Table 4) The overall interval estimate after 
exclusion of the outlier site (site 7) was 24.4 to 35.2 per 100 000.

Table 2. Observed Incidence Rates of In v a s iv e  Methicillin-Resistant 
Staphylococcus aureus (M RSA) by Active Bacterial Core Surveillance Site and 
Epidemiologic Classification, United States, 2005a

Table 3. Estimated Incidence Rates of Invasive Methicillin-Resistant 
Staphylococcus aureus Infections by Race, Active Bacterial Core Surveillance, 
United States, 2005

Table 4. Numbers and Incidence Tates of In va s ive  Methicillin-Resistant 
Staphylococcus aureus (M RSA) Infections and Deaths, by Selected Demographic 
Characteristics and Epidemiologic Classifications, Active Bacterial Core 
Surveillance, United States, 20053

The rate of health care-associated, community-onset infec.nns (17.6 per 100 000; interval estimate, 
14.7-18.2) was greater than either health care-associated, hospital-onset infections (8.9 per 100 000; 
interval estimate, 6 .1 -1 1.8 ) or community-associated infections (4.6 per 100 000; interval estimate, 3.6- 
4.4). Standardized incidence rates overall were highest among persons 65 years and older (127./ per 
100 000; interval estimate, 92.6-156.9), blacks (66.5 per 100 000; interval estimate, 43.5-63.1), and 
males (37.5 per 100 000; interval estimate, 26.8-39.5) (Table 4). Rates were lowest among persons aged 
5 to 17 years (1.4 per 100 000; interval estimate, 0 .8 -1 .7 ).

The standardized mortality rate was 6.3 per 100 000 (interval estimate, 3 .3 -7 .5 ) overall, and was higher 
among persons 65 years and older (35.3 per 100 000; interval estimate, 18.4-44.7), blacks (10.0 per 
100 000; interval estimate, 5 .7 -9 .9 ), and males (7.4 per 100 000; interval estimate, 3 .7 -8 .9 ) (Table 4). 
Among persons with MRSA, mortality for health care-associated, community-onset infections was higher 
(3.2 per 100 000; interval estimate, 1 .7-3.7) tnan for health care-associated, hospital-onset infections 
(2.5 per 100 000; interval estimate, 1 .2-3.1) or for community-associated infections (0.5 per 100 000; 
interval estimate, 0 .3 -0 .6 ).

There were 5287 infections reported in the surveillance areas during 2005; after adjusting for age, race, 
and sex to the US population, we estimated that 94 360 (interval estimate, 72 850-104 000) patients had 
an invasive MRSA infection. There were 988 reported deaths, which we estimated were 18 650 (interval 
estimate, 10 030-22 070) in-hospital deaths subsequent to invasive MRSA infections 'n the United States 
(Table 4).

Pooled among all sites, we looked at the frequency of reports over the 18-month period from July 2004 
through December 2005. The number of cases reported per month ranged from 443 in August 2004 to 541 
in September 2005. Among all cases reported in the 18-month period, the percentage with community- 
associated infections ranged from 4 .2 %  in April 2005 to 6 .6 %  in July August, and October "005. When
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limiting the evaluation to only the 172 community-associated pneumonia reports, there was no apparent 
clustering by season (data not shown).

Established MRSA Risk Factors and Spectrum  of Disease

Apait from community associated cases which, by definition, had no established health care risk factors for 
MRSA, 4105 of 5250 (7 8 .2 % ) cases with health care-associated, community-onset infections and 1993 of 
2389 (8 3 .4 % ) cases with health care-associated, hospital-onset infections had more than 1 health care 
risk factor for MRSA documented in medical records. The most common health care risk factors among 
cases with community-onset infections and hospital-onset infections were a history of hospitalization 
(7 6 .6 %  and 57.7% , respectively), history of surgery (3 7 .0 %  and 3 7 .6 % ), long-term care residence 
(3 8 .5 %  and 2 1 .9 % ), and M RSA infection or colonization (3 0 .3 %  and 17.4% ).

Of the 8792 cases with complete information, the clinical syndrome associated with invasive MRSA 
disease included bacteremia (7 5 .2 % ), pneumonia (1 3 .3 % ), cellulitis (9 .7 % ), osteomyelitis (7 .5 % ), 
endocarditis (6 .3 % ), and septic shock (4 .3 % ). Almost all cases (8304 [9 2 .4 % ]) were hospitalized, 1598 
(1 7 .8 % ) of all cases died during hospitalization, and 1162 (1 2 .9 % ) developed recurrent invasive 
infections. Cases with endocarditis had a high frequency of recurrent infections (108 [1 9 .3 % ]).  Clinical 
outcome was recorded for 8849 cases (9 8 % ). Crude mortality varied by MRSA-related diagnosis, with high 
rates observed among cases with septic shock (5 5 .6 % ) and pneumonia ( 3 2 . 4 % ) ,  low rates among those 
with cellulitis (6 .1 % ), and moderate rates among those with bacteremia (1 0 .2 % ) or endocarditis (1 9 .3 % ). 
The proportion of cases presenting with each major clinical condition varied between epidemiologic 
classifications (Table 5). Compared with the distribution of syndromes among cases with community- 
associated infections, bacteremia was more common, and cellulitis and endocarditis were significantly less 
common, among each of the cases with health care-associated infections.

view this tabic: Table 5 .  Number and Percentage of In v a s iv e  Methicillin-Resistant Staphylococcus
(inVnewWwmdow) aureus Infections by Clinical Condition and Epidemiologic Classification, Active

[as a Po*srPomt s'ldc Bacterial Core Surveillance, United States, July 2004-December 2005*

Empirical therapy was documented for 5730 of the 8987 cases (63 8 % ).  Overall, 4720 cases (8 2 .4 % ) 
received concordant empirical therapy. Differential outcomes based on discordant therapy were not 
evaluated, since required data such as dose, duration, therapy changes, and adjunctive therapy were not 
abstracted. Receipt of concordant therapy was slightly lower among cases with community-associated 
infections compared with those having health care-associated infections either of community onset (8 0 .1 %  
vs 8 2.9% , respectively; P = .03) or hospital onset (8 0 .1 %  vs 8 6 .0 % , P < .001). Vancomycin was the 
antimicrobial agent most frequently used for empirical therapy (7 5 % ), followed by semisynthetic penicillins 
(2 8 % ) and fluoroquinolones (2 6 % ). Similar proportions of cases were prescribed monotherapy (3 1 .3 % ), 
therapy with 2 antimicrobials (3 7 .9 % ), or therapy with more than 2 antimicrobials (3 0 .9 % ).

Pulsed-Field Typing

PFGE results were available for 864 of the 1201 (7 1 .9 % ) isolates received from 8 of the 9 ABCs sites 
(isolates were not available from site 7); these results represent 11.3%  of the 7648 cases reported from 
these 8 sites (Table 6). Of these results, 8 1 .6 %  were from blood cultures, 4 .7 %  from bone, 4 .8 %  from 
synovial fluid, 1 .9%  from pleural fluid, 1 .5%  from peritoneal fluid, and the remaining 5 .5 %  from other 
normally sterile sites; this culture site distribution is similar to the distribution of culture sites reported 
among all 8987 cases. Isolates tested were associated with all of the major clinical conditions previously 
described, including uncomplicated bacteremia (6 9 .8 % ), pneumonia (1 9 .3 % ), cellulitis (1 1 .3 % ), 
osteomyelitis (1 0 .4 % ), endocarditis (8 .5 % ), and septic shock (5 .0 % ).

view ttiii tabic: Table 6. Number and Percentage of Pulsed-Field Types USA100 and USA300 of
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USA300 was the strain type identified for 100 of 150 (6 6 .6 % ) isolates from community-associated cases 
and also was found among 108 of 485 (2 2 .2 % ) isolates from health care-associated, community-onset 
cases and among 34 of 216 (1 5 .7 % ) health care-associated, hospital-onset cases (Table 7). Also, 35 of 
150 (2 3 .0 % ) isolates fron  community-associated cases were U5A100. In contrast, other strains of 
community origin (USA400, USA1000) were rare, accounting for only 3 of 150 (2 .0 % ) isolates from 
community-associated cases, perhaps reflecting that these isolates all come from normally sterile sites and 
not skin abscesses, where these strain types have often been reported. USA 100 and USA300 were the 
predominant pulsed-field types in each surveillance site, with the exception of site 1 (state of Connecticut) 
(T a b le  6 ) .

view thi* table: Ta b le  7. Pulsed-Field Gel Electrophoresis Type of Methicillin-Resistant
[i.iV^eVwmoovv] Staphylococcus aureus Isolates Cultured From In va sive  Sites, by Epidemiologic

[as a o&wetPoinr slide] Case Classification, Active Bacterial Core Surveillance, July 2004-December 2005
(n = 864)a
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we estimate that 94 360 Invasive M RSA infections occurred in the United States in
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2005; these infections were associated with death in 18 650 cases. The References

standardized incidence rate of invasive  M RSA for calendar year 2005 was 31.8 per

100 000 persons. The incidence of other important inva sive  pathogens in 2005, such as invasive

infections with S pneumoniae or Haemophilus influenzae, ranged from 14.0 per 100 000 to less than 1 per

100 000, largely due to the availability and success of vaccination.31 33

The estimated 94 360 infections is hrger than the estimate from a recent study using hospital discharge- 
coded data; in 2000, the C D C  estimated that there were 31 440 hospitalizations for M RSA bacteremias (ie, 
septicemia) in the United States.3,1 Some of the discrepancy may relate to a more inclusive definition of 
invasive disease in our study and to the limitations inherent in discharge coded data. Of the estimated 
94 360 infections from this study, 7 5 .2 %  were bacteremias, and 2 6.6 %  were of hospital onset; thus, our 
estimates would yield approximately 18 900 M RSA, hospital-onset bacteremias. In 2002, the CDC 
estimated that there were 248 678 hospital-acquired bacteremias in the United States,35 of which 
approximately 20 390 (8 .2 % ) could be expected to be M R SA20-  a result consistent with our findings.

Regarding community-associated M RSA, noninvasive infections with MRSA greatly outnumber Invasive 
M RSA infections. In fact, when 3 of the ABCs sites began surveillance in 2000 for all M RSA infections, only 
7 %  represented invasive  disease. However, findings described here further document that invasive 
M RSA disease does occur in persons without established health care risk factors,28 is associated with 
strains of both community and health care origin,36 and is associated with significant mortality. Molecular 
analysis of isolates in our study provides evidence supporting other studies36 showing that strains of 
community origin do now cause some hospital-onset disease but also that, overall, most invasive MRSA 
disease is still caused by M RSA strains of health care origin.

Compared with rates of invasive  MRSA infections in 2 of our sites from 2001-2002, the incidence of 
invasive M RSA has increased in 2005 from 19.3 per 100 000 to 33.0 per 100 000 in Atlanta and from
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40 4 per 100 000 to 116.7 per 100 000 in Baltimore.13 These increases were in both community- and 
health care- associated disease However, in the state of Connecticut, the rate of community-onset MRSA 
bacteremias has been relatively stable at 2.5 per 100 000 in 199 829and 2.8 per 100 000 in 2005.

We describe striking differences in rates of inva sive  MRSA infections by race among all age groups. 
Connecticut documented a disparity for community-onset S aureus bacteremias in 1998.29 More recently, 
surveillance in Atlanta reported a significantly higher rate of community-associated MRSA among blacks 
compared with whites13; however, little progress has been made in understanding why. It is likely that the 
prevalence of underly.ng conditions,3’ at least some of which vary by race,38 may play a role. The 
incidence of invasive pneumococcal disease varies widely by underlying chronic illness, but racial 
disparities persist for all conditions evaluated.39 MRSA prevalence has been linked to socioeconomic 
status/0 and this might confound the association between race and incidence of MRSA. Future analyses 
should focus on understanding reasons for differences in MRSA incidence rates.

The geographic variability in MRSA rates has been documented in other studies.3, 13 In this study we 
found that areas with lower incidence rates of invasive 4RSA overall did not always have lower rates of 
community-associated MRSA. For example, site 6 (Monroe County, New York) had a relatively high rate of 
invasive MRSA overall (41.9 per 100 000) but a low rate of community-associated MRSA (2 .7 per 
100 000); site 5 (the Portland, Oregon, metro area) had a relatively low rate of invasive MRSA overall 
(19.8 per 100 000) but a high rate of community-associated MRSA (4 .7  per 100 000). In addition to 
factors already mentioned such as socioeconomic status and underlying conditions, MRSA rates may be 
higher in urban areas.29 As with differences in the incidence of invasive MRSA by race, geographic 
differences are probably multifactorial and complex. Improved understanding can help design and focus 
prevention messages as well as increase the timeliness of diagnosis and clinical management of Invasive 
infections.

The majority of invasive MRSA cases occurred outside of the hospital (5 8 % ) but among persons with 
established risk factors for MRSA, such as a history of hospitalization in the past year. This observation 
was also made recently in a study from a single facility.30 Patients with health care risk factors and 
community-onset disease likely acquired the pathogen from their health care contacts, such as those from 
a recent hospitalization or nursing home residence. Molecular analysis suggests that most of these 
infections were caused by MRSA strains of health care origin. If, in fact, these infections represent 
acquisition during transitions of care from acute care,41 it follows that strategies to prevent and control 
MRSA among inpatients,42'43 if properly applied, may have an impact on these infections as well as on the 
traditional hospital-onset infections. Since interventions for MRSA prevention are inconsistently 
implemented in US hos itals,44 correlating the impact on either inpatient or outpatient disease will be 
challenging. Interventions used in the community to control outbreaks consist of improving hygiene and 
infection control along with enhanced surveillance, diagnosis, and appropriate treatment of infections45'47; 
however, studies of the effectiveness of community-based prevention and control interventions are lacking.

Our estimates have certain limitations. First, we may have underestimated the incidence of invasive 
MRSA disease if persons in the surveillance areas sought health care from facilities using laboratories 
outside the surveillance area. However, any underestimate is probably minor in light of the estimates 
derived from discharge data on MRSA hospitalizations.-*4

Second, we may have overestimated the incidence of community-associated MRSA if health care risk 
factors were not well documented in medical records. During surveillance conducted in 2000-2001, patient 
interviews were used to elicit undocumented health care risk factors; however, the effect on 
reclassification was small.13

Third, our surveillance sites were largely urban areas; thus, we might be overestimating the incidence of 
invasive MRSA.29 Although our surveillance areas comprise a diverse set of regions and are likely 
representative of the United States, it is not known whether the incidence rates in the observed 
populations are actually representative of the distribution of incidence rates in other US cities. Since the 
methodology of population-based surveillance produces a single point estimate without confidence intervals 
(ie, all cases are identified), we calculated interval estimates excluding site 7 (Baltimore City) to allow the
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reader to interpret a range of estimates reflecting different metropolitan areas. Regarding the high 
observed incidence rates reported by site 7, we conducted an evaluation to determine whether these 
results were valid, including a review of case-finding methods, elimination of cases to include only those 
with zip codes represented in the denominator, contamination in any laboratory, and other potential causes 
for increased rates; however, none were in error.

Fourth, our measures of deaths represented crude, in-hospital deaths, rather than attributable mortality. It 
is possible that M RSA infection did not cause or contribute to some deaths.

Fifth, the evaluation of isolates in this study was meant to describe strain diversity and to shed light on the 
potential crossover of strains from a community origin into the hospital setting. The isolate collection was a 
convenience sampie. Furthermore, we only had test results from isolates of 864 (1 1 .3 % ) of the cases 
reported; extrapolation of the molecular characterization to the US population should be avoided.

In conclusion, invasive MRSA disease is a major public health problem and is primarily related to health 
care but no longer confined to acute care. Although in 2005 the majority of invasive disease was related 
to health care, this may change.
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Infections caused by methicillin-resistant Staphylococcus aureus (MRSA) (Figure) are 
common in hospitals and nursing homes. Because MRSA is resistant to all commonly 
prescribed beta-lactam antibiotics (e.g., penicillins and cephalosporins), these 
infections require treatment with alternative antimicrobial drugs. In addition, because 
antimicrobial drugs usually must be selected before identifying MRSA as the cause of 
infection, treatment presents a challenge for clinicians. MRSA has emerged recently as 
a more frequent cause of skin and soft tissue infections in the community, particularly 
in correctional facilities such as prisons, jails, and detention centers ( 1-3). This report 
summarizes recent investigations of MRSA transmission among inmates of correctional 
facilities in Georgia, California, and Texas. Inadequate personal hygiene, barriers to 
medical care, and other factors contributed to transmission. Information from these 
investigations has been used in the development of recently released Federal Bureau 
of Prisons guidance for control of MRSA (4), which recommends improvements in 
inmate hygiene, infection control, and targeted antimicrobial treatment.

Case Definition

For the investigations described in this report, a confirmed case of MRSA infection was 
defined as illness, compatible with staphylococcal disease, in an inmate with laboratory 
evidence of MRSA from culture of tissue or blood. A possible case of MRSA was 
defined as an illness, compatible with staphylococcal infection, in an inmate who had 
an epidemiologic link to a laboratory-confirmed case but did not have cultures 
performed. A case of M RSA infection was defined as invasive if MRSA was isolated 
from cultures of a normally sterile site such as blood or cerebrospinal fluid.
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Realetartt <l>Slap^yte>ooocuc aureus«/l> Infections in

Georgia

Since 2001, the Georgia Division of Public Health has assisted the Georgia 
Department of Corrections (GDC) and local health departments with three 
investigations of MRSA skin infection outbreaks in three different types of correctional 
facilities. These investigations are described below.

Investigation 1. During June-Septem ber 2001, a total of 11 cases of MRSA skin 
infections were identified in an all-male, 200-bed, minimum-security state detention 
center with an average incarceration duration of 90 days. Of the 11 inmates, five had 
repeated MRSA skin infection occurring after the initial lesion (i.e., recurrent disease).
A case-control study identified prolonged (>36 days) incarceration and outdoor work 
duty as risk factors for MRSA infection. Other possible risk factors included inadequate 
wound care by medical staff and limited access to soap for hand washing and general 
bathing (soap was locked in inmate cells away from sinks and showers). In response to 
this outbreak, the detention center implemented facility-wide screening for skin 
disease, standardized antimicrobial treatment recommendations, inmate education, 
and introduction of alcohol-based hand rubs. During December 2001-M a y  2002, no 
M RSA cases occurred; however, during June-Novem ber 2002, a total of 14 cases 
were reported. Staff reviewed previous recommendations for hygiene education with 
inmates and reinforced proper wound care and antimicrobial use. Chlorhexidine- 
containing soap was provided daily for 3 days among the entire inmate population. 
During December 2002-April 2003, five cases of MRSA occurred.

Investigation 2. During April-July 2002, a total of 11 cases of MRSA were reported 
from a 1,500-bed, maximum-security state prison with an average incarceration 
duration of 591 days. Infections ranged from small furuncles to deeper abscesses; no 
deaths or bacteremias occurred, and no inmates were hospitalized. A case-control 
study identified risk factors, including previous antimicrobial use, self-draining of boils, 
skin laceration (intentional or accidental), washing clothes by hand, sharing soap, and 
recent arrival at the prison (since 2001). On the basis of these findings, the prison 
implemented appropriate laundering, improved access to wound care, increased 
availability and quantity of soap, and began inmate hygiene education. Monitoring of 
M RSA infections from the beginning of the outbreak in April 2002 until February 2003  
identified 73 inmates with infection, 10 of whom had recurrent disease.

During July-August 2002, a total of 23 cases of M RSA occurred in 19 inmates. 
Interventions were implemented during late July-August; however, six cases of MRSA  
occurred among inmates during September-October. In response, in February 2003, 
the prison housed a cohort of MRSA-infected inmates separately and provided a 5-day 
supply of chlorhexidine-containing soap for personal hygiene. Desoite these measures, 
during M arch-M ay 2003, an additional 29 cases of MRSA were reported. GDC and
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prison staff are working to improve implementation of recommended interventions for 
preventing additional cases of MRSA among inmates.

Investigation 3. During June-October 2002, a 2,800-bed county jail with an average 
incarceration duration of 25 days identified 13 cases of skin lesions, initially thought to 
be spider bites, from which M RSA was isolated. Three inmates were hospitalized for 
wound care. A retrospective chart review identified 16 cases and 29 possible cases of 
MRSA skin infections that had occurred during this period. Infections included 
folliculitis, furunculosis, and abscess. In December, the jail implemented screening for 
active skin lesions among the inmates, standardized treatment protocols including 
treatment with non-beta-lactam  antibiotics for suspected S. aureus infections, hygiene 
education for inmates, and changes in laundry practices. Through increased use of 
bacterial cultures to evaluate skin infections, 59 additional MRSA cases were identified 
during February-April 2003. A review of medical records of 50 patients who received 
antimicrobials identified 13 (26% ) instances in which beta-lactam antimicrobials were 
used inappropriately for nine (18% ) inmates treated before culture results and for four 
(8% ) inmates treated after results indicated culture-confirmed MRSA.

Los Angeles County, California

The Los Angeles (LA) County jail system, the largest in the country, houses an 
estimated 20,000 inmates daily and has an average duration of incarceration of 44 
days. After an increase in reports of spider bites, the jail developed a protocol in 
September 2001 that included culture of any lesions suspected to be spider bites. The 
LA County Department of Health Services (LACDHS) was notified after M RSA was 
found as the cause of many "spider bite" lesions (2). In 2002, a total of 921 MRSA skin 
infections were identified; 726 (79% ) inmates had data available for review. The 
median time from incarceration to MRSA culture was 45 days (range: 1 -1 ,1 6 0  days);
65 (9% ) M RSA cases were identified within 5 days after incarceration. During January- 
June 2003, a total of 776 inmates with MRSA infections were identified (14%  identified 
within 5 days after incarceration), yielding 1,697 cases reported since the jail began 
surveillance for skin lesions. Investigators observed inadequate infection-control 
measures in the clinic area; enhanced administrative controls were necessary to 
ensure frequent showering and appropriate personal hygiene for inmates. LACDHS  
recommended improvements for skin lesion surveillance, standardized treatment 
protocols including empiric treatment with non-beta-lactam  antimicrobials for all wound 
infections, hygiene education for inmates, environmental cleaning, and increased 
frequency of laundry changes. Improvements in antimicrobial treatment of MRSA  
infections have occurred; however, other recommendations have yet to be 
implemented fully.

Texas
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The Texas Department of Criminal Justice (TDCJ) operates 105 facilities housing 
145,000 inmates. In 1996, TDCJ implemented a comprehensive set of treatment and 
prevention guidelines for MRSA skin infections that included six components: 1) 
surveillance, 2) hygiene education for inmates, 3) access to proper wound care, 4) 
standardized antimicrobial therapy based on drug susceptibility data (including directly 
observed therapy), 5) early treatment of skin disease, and 6) eradication of MRSA from 
asymptomatic carriers who have recurrent MRSA infections. Since 1998, TDCJ has 
required culturing of all draining skin lesions and reporting of results to the TDCJ Office 
of Preventive Medicine. The proportion of S. aureus infections that were methicillin- 
resistant increased from 24%  (864 of 3,520) in 1998 to 66%  (5,684 of 8,633) in 2002. In 
December 2000, a case-control study (16 cases and 32 controls) was performed for all 
cases of MRSA identified during November 2000 at the correctional system's largest 
intake facility. The study identified previous skin infections and recent close contact with 
an MRSA-infected inmate as risk factors for infection. Of 10,942 cases of MRSA  
reported from the beginning of surveillance during January 1996-July 2002, a total of 
189 (1.7% ) were invasive. The remainder were either unknown site (397 [3.6%]) or skin 
and soft tissue infections (10,356 [94.6%]). During 1999 -2 00 1 , three deaths were 
attributed to MRSA infections. Skin infection screening at the time of incarceration was 
added to the guidelines in 2003. Implementation of guidelines and a continued 
multidisciplinary approach to MRSA infections has not led to substantial decreases in 
the incidence of MRSA. Additional interventions and their effects on infection and 
carriage are being evaluated, and barriers to efficient implementation of the guidelines 
are being investigated.

Reported by: M Tob;n-D Angelo, MD, KArnold, MD, S l.ance-Parker, DVM, Georgia Div 
of Public Health; M LaMarre, Office of Health Svcs, Georgia Dept of Corrections. E  
Bancroft, MD, A Jones, MPH, A Ha no, MPH, M Chambers, MD, L Mascot a, MD, Los 
Angeles County Dept of Health Svcs; J  Clark, MD, M Tadesse, Los Angeles County 
Jail, Los Angeles, California; M Kelley, MD, Texas Dept of Criminal Justice; N  Pascoe, 
Texas Dept of Health. M Kuehnert, MD, S Fridkin, MD, DJemigan, MD, Div of 
Healthcare Quality Promotion, National Center for Infectious Diseases; E  Beltrami, MD, 
Epidemiology Program Office; SH Wootton, MD, B Coignard, MD, E/S officers, CDC.

Editorial Note:

The investigations described in this report identified four factors that contributed to 
spread of MRSA among inmates. First, investigators identified barriers to routine 
inmate hygiene. Access to soap often was limited or was restricted for security reasons, 
and new alcohol-based hand rubs were difficult to introduce because of misuse of 
these products. Mental health and behavior problems among inmates might have 
contributed to poor adherence and hindered efforts to improve hygiene. Inmates' 
clothing was washed by hand or in bulk loads, and potentially contaminated laundry
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might not have undergone sufficiently high water temperatures or drying to eliminate 
bacteria. Second, proper access to medical care was hindered by co-payments 
required for acute care visits and by inadequate supplies and staff for wound care. 
Third, frequent medical staff turnover was a challenge to providing education on proper 
infection-control procedures. Finally, MRSA might have been an unrecognized cause of 
skin infections among inmates; wounds often were attributed to spider bites, and 
cultures might have been collected infrequently even in cases in which antimicrobial 
treatment failed.

The emergence of MRSA as a cause of inmate skin and soft tissue infections presents 
a challenge to correctional facilities, health-care providers, and public health agencies. 
The potential public health impact of M RSA disease transmission in correctional 
facilities is substantial; during 2002, approximately 2 million prisoners in the United 
States were incarcerated at any given time, and one in every 142 U.S. residents was in 
prison or jail (5). Barriers to control of communicable diseases such as viral hepatitis 
and tuberculosis in correctional facilities are well known (3,6-8). Because of these 
barriers, prisons and jails can serve as amplifiers of MRSA skin disease. In areas 
where community-associated M RSA appears to be increasing (e.g., LA County), 
correctional facilities with shorter durations of incarceration might represent settings in 
which MRSA is imported from the community and exported back to the community via 
released inmates.

A strategy to improve hygiene and infection-control practices in correctional facilities 
will likely be the most effective approach for long-term success. Such a strategy should 
include 1) skin infection screening and monitoring (e.g., maintaining a log of skin 
infections and visual skin screening on intake), 2) culturing suspect lesions and 
providing targeted antimicrobial therapy, 3) efforts to improve inmate hygiene (e.g., 
education about appropriate hand and body hygiene, appropriate laundering 
techniques, measures to limit use of shared items, and greater availability of soap), and 
4) improved access to wound care and trained health-care staff. Adapting traditional 
hospital-based approaches to preventing MRSA transmission (e.g., placing infected 
persons in a separate area or eradicating nasal colonization) might not be feasible in 
most correctional facilities.

Some state public health agencies have developed their own approaches for 
addressing MRSA in correctional settings. In July 2003, the Federal Bureau of Prisons 
issued guidelines to prevent and control MRSA in correctional facilities (4). Facilities 
detecting a substantial number of M RSA infections should implement improved 
hygiene, infection-control, and treatment practices. Correctional facilities experiencing 
outbreaks of MRSA should seek assistance from their local and state health 
departments. Preventing M RSA disease in inmates might be an important measure for 
preventing MRSA in the community outside the correctional facility. Additional
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information about MRSA is available at
http://www.cdc.gov/ncidod/hip/aresist/mrsa.htm
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ALASKA CORRECTIONAL OFFICERS ASSOCIATION
"Walking A la sk a ’s  Toughest Beat "

December 12, 2007

Correctional Officers,

Methicillin-Resistant Staphylococcus aureus (MRSA) is a 
dangerous infection. Many cases of MRSA have been found 
in our institutions and we suspect many others have gone 
unreported and undiagnosed. Several of your fellow Officers 
have been painfully incapacitated by this disease. A CO A  put 
this packet together to help educate and inform you using the 
most recent information available. Please protect yourself 
and those you love from this infectious disease.

Also enclosed is a copy of a draft Policy and Procedure we 
are sending to the Department of Corrections. Hopefully, 
the Department will react by adopting this model Policy and 
Procedure and will initiate a proactive program to educate 
inmates and staff on the prevention and control of MRSA. 
In the meantime, A C O A  feels compelled to “start the ball 
rolling”. We must take care of ourselves.

On behalf of ACOA,

Sergeant Daniel Colang 
President

P.O. Box 210290  • A nchorage ,  Alaska  9952 I 
Phone: I (907) 646-2262 • Fax: I (907) 646-2286 

Website:  www.acoa .us

http://www.acoa.us
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W h a t  i s  MRSA?
MRSA -  M e t h i c i l l i n -K e s i s t a n t  St a p h y l o c o c c u s  Au r e u s

Staphylococcus Aureus (known as "Staph ') is a common bacteria which may cause skin infections 
that look like pimples or boils. Skin infections caused by Staph may be red, swollen, painful, or have 
pus or other drainage Most Staph infections are minor and respond to normal antibiotic treatments 
and/or drainage. Some strains of Staph bacteria, known as M eth ic illin -R esistant S tap h ylo co ccu s  
A u reu s  or M RSA, have become resistant to standard antibiotic treatment (including methicillin and 
penicillin), making M RSA much harder to treat. Staph and MRSA Staph also may lead to more serious 
infections, such as infections of the bloodstream, surgical sites, or pneumonia.

O v e r  , ie~w o r  MRSA i n f e c t i o n
Infection with MRSA has long been associated with exposure to a health care environment, particularly 
the inpatient hospital setting; known as “hospita l-acquired M R SA ” (HA-MRSA). MRSA infections 
affecting persons who have not been recently (within the past year) hospitalized or had a medical 
procedure (such as dialysis, surgery, and catheters) are known as “community-acquired MRSA” 
(C A -M R S A ) infections. M RSA strains have evolved to affect previously healthy persons without direct 
or indirect contact with health care facilities. These community-acquired M RSA infections have 
particularly affected athletes in close-contact sports, military recruits, men who have sex with men, 
and inmate populations which is the focus of this report. Persons with complicating medical conditions 
such as diabetes, H IV  infection, chronic skin conditions, indwelling catheters, post-surgical wounds, 
and bedsores are at increased risk of M R SA  infections; however, even othenAfise healthy individuals 
can develop very serious MRSA infections. Invasive M RSA infections, where the organism invades the 
bloodstream, are very dangerous and require intravenous antibiotics.

MRSA i n  C o r r e c t i o n a l  F a c i l i t i e s
Correctional Officers and inmates are now at risk of acquiring M RSA infections not only during 
nospitalizations. but also within the jail setting, despite the absence of traditional risk factors for 
M RSA infection, such as a history of recent hospitalization, prior antibiotic usage, injection drug use, 
or long-term inpatient care. Correctional system CA-M RSA infections have been associated with illicit, 
unsanitary tattoo practices and poor inmate hygiene, inmates sharing towels, linens, razors, soap or 
other personal items contaminated by wound drainage, as well as inmates lancing their own boils or 
other inmates' boils with fingernails or tweezers.

T r a n s m is s io n  o f  St a p h /MRSA
Anyone can get a Staph/MRSA infection. People are more likely to get a Staph infection if they have:

• Skin-to-skin contact with someone who has a Staph infection
• Contact with items and surfaces that have Staph on them
• Openings in their skin such as cuts or scrapes
• Crowded living conditions
• Poor hygiene

PAGE 1



h /M R SA  S'.

or'>. tional O fficer or inmates with MRSA skin infections may hrw
an insect bite, a spider bite, or a sore or lesion that may occur > .....
source. Staph bacteria, including MRSA. can cause skin infec jn h,
;r  have pus or other drainage. Many MRSA infections t ause mm. mi,.,, 
infected inmates may not seek medical attention. Symptc ms c,.c .1 , . r ,

rr nfected uoii.
an ot viCuS 

. ' lieu painful, 
jt pain anu

a.
lilt

! L

• )r more than 1 c '
*f bute-d to ar

Lo ter ”0 " a 5

M R S A  can  beg in  
this...

... a n d  d eve lo p  into  severe  cases that  
b e c o m e  life th rea ten in g

PAGE 2



. is-"-

P r e v e n t i o n  o f  MRSA
(C O R R K  TIONAI ENVIRONMENT)

Routinely wash your hands during your entire shift.

Always wear gloves during pat-down searches, strip searches and area searches.

When conducting pat down or strip searches, change gloves between each prisoner.

Use appropriate personal protective equipment when you expect contact with any 
blood or other body fluids, including saliva. (Gloves, booties, gowns, face and eye 
protection.)

Always wear gloves when handling soiled linen or clothes. Sheets, towels, prison 
uniforms, and under clothing should be laundered with hot water and detergent. 
Dry on the hottest setting or use a disinfectant detergent.

Regularly clean all hard surfaces and high traffic areas like sinks, showers and toilets.

Disinfect fitness equipment after each use.

Disinfect handcuffs, leg irons, or other restraints after each use.

Never share any personal items. Do not allow prisoners to share personal items, such 
as razors or towels.

All bandages should be handled as medical waste and listed as biohazard.

Remove your uniform and shower as soon as possible after each shift.

Carry with you and use hand sanitizer regularly.

Keep your fingernails cut short. This will minimize bacteria growing under nails. 

Launder your uniforms daily.

See your doctor immediately if you experience any swelling; pain; redness or red 
streaks radiating from the wound site; fever; or a general III feeling.

Report all injuries, Including small cuts, Incurred at work to your supervisor on the 
appropriate forms.
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M a n a g e m e n t  o f  MRSA 

(Co r r e c t io n a l  En v i r o n m e n t )

Upon admittance to a Correctional Center all remands should be searched and examined for 
skin eruptions, such as lesions, pervasive acne, eczema, seborrhea, or insect bltea.H 15 '*

Offenders with abscesses or other draining skin lesions should be referred to a mid-level 
practitioner or a doctor immediately." "

Incision and drainage should be performed b e fo re  antibiotics are administered. ” "

Prisoners diagnosed with MRSA with wounds larger than one (1) cm should be Isolated. 
(Administrative or Medical Segregation or housed with like offenders.) “ 22

Outbreaks should be reported immediately to the Institutional and Departmental Health 
Care Officers. 23

Areas should be sanitized and disinfected after an outbreak or cluster has been 
identified. 1415

All potential opportunities for prisoners to have close physical contact or share 
communal items should be carefully scrutinized .rithin oach facility. 25 r  “

All cases should be reported to the state epidemiology lab. ” *

All cases of possible MRSA cases should be cultured. " <2" u

Bacterial cultures should be kept for thirty (30) days. "

All inmates with suspected or confirmed MRSA infections should be systematically 
tracked in order to assess case clusters and help identify common source transmission*

Personal protection equipment should be provided to all staff.

Contact precautions for all KNOWN cases of MRSA (see policies and procedures). *  *  *  *  

Linen should be exchanged every other day. 41

Laundry should be washed in a bleach solution for twenty minutes at 160° Fahrenheit. 42

Airborne and droplet precautions should be used when handling soiled linen and 
clothing to prevent the spread of the organism. 4144

Universal precautions should be used when conducting any barbering or hair dressing*
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S t a t i s t i c s  a n d  F a c t s  a b o u t  MRSA

MRSA is a bacteria commonly found on the skin, in the nose, 
in urine, and blood.

MRSA is colonized on about 30% of the population (meaning that it lives on 
the skin without causing infection).11

2 million Americans contract MRSA each year.3

318 out of 100,000 Americans are diagnosed each year with MRSA.4

There were 18,650 deaths from MRSA and there were only 12,500 deaths 
from HIV/AIDS in 2005. "

There are two types of MRSA - hospital acquired MRSA (HA-MRSA) and 
community acquired MRSA (CA-MRSA). They are treated differently and 
HA-MRSA is harder to treat.4

Correctional Officers are exposed to both types of MRSA.1 

MRSA can live for 24 hours on any non-porous surface. v 

MRSA can live in cotton for up to 3 months. "

Symptoms appear in 1 -  10 days. “

Common Infections of the skin such as impetigo, abscesses, and lesions 
are generally uncomplicated and resolved with topical antibiotics. MRSA is 
much more difficult to treat.i:

More serious infections, whore the organism invades the bloodstream, are 
very dangerous and require intravenous antibiotics.11
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Alaska Correctional Officers 
Association

Proposed Policy for Managing 
MRSA Infections

Effective date NUMBER:
Reolaces:

Formulated:

S T A P H  A U R E U S  &  METHICILLIN-RESISTANT S T A P H  A U R E U S  (MRSA)

POLICY

To provide guidelines for preventing the transmission of Staphylococcus aureus skin and 
soft tissue infection, and procedures for the clinical management and housing of offenders 
with Staphylococcus aureus infections, both methicillin sensitive (MSSA) and resistant 
strains (MRSA).

DISCUSSION

When following this policy, the clinician should keep three goals in mind: 1) proper treatment 
of the offender with M RSA or MSSA infection, 2) prevention of the emergence of drug 
resistant staphylococci, and 3) prevention of the spread of staphylococci. At times, more 
aggressive treatment than is indicated for the first goal will be necessary for attaining the 
other two goals.

DEFINITION

Staphylococcus aureus has remained a major human pathogen that colonizes and infects 
both hospitalized offenders with decreased host defenses and healthy immunologically 
competent offenders within the correctional facilities.

Humans can become intermittently colonized by Staphylococcus aureus by harboring 
the organism  in their nasopharynx or on their skin and clothing. From these sites, 
Staphylococcus aureus can contaminate any site on skin or mucous membranes or other 
individuals by interpersonal transfer by direct contact. Staphylococcus aureus may adhere 
to skin and mucous membrane. If the integrity of the latter (i.e. skin or mucous membranes) 
are breached due to trauma, underlying dermatologic disorders, etc.; Staphylococcus 
aureus may gain access to the underlying tissue creating its characteristic local abscess 
lesion(s).

M e th ic illin -re s is ta n t S tap h y lo co ccu s  au reus (M R S A ) is historically a nosocomial 
(hospital-acquired) pathogen, although there are recent reports of MRSA acquired in the 
community. MRSA in Department of Corrections (DOC) resembles community-acquired  
more closely than hospital acquired M RSA, particularly in that it retains susceptibility 
to many other antibiotics. Individuals colonized with Staphylococcus aureus have no 
signs of active disease but can transmit Staphylococcus aureus to others.
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Alaska Correctional Officers 
Association

Proposed Policy for Managing 
MRSA Infections

Effective date NUMBER:

Replaces:

Formulated:

S T A P H  A U R E U S  &  M ETHICILLIN-RESISTANT S T A P H  A U R E U S  (MRSA) |

PROCEDURES: 

I. OFFENDERS SHALL BE SEEN W ITHOUT CO-PAY IF THEY ARE PRESENTING 
WITH A DRAINING SKIN LESION OR BOIL.

II. OFFENDERS PRESENTING WITH SKIN ERUPTIONS (dry skin, bites, eczem a,
seborrhea, etc)

A. These offenders are at increased risk for staphylococcal infections because the 
integrity of their skin is compromised by the underlying condition.

B. Offenders should be id en tifie d  p ro m p tly  and referred to the facility physician 
or mid-level practitioner (i.e. nurse practitioner or physician assistant) as soon as 
possible for aggressive management.

C. Offender education  must be provided to minimize scratching of lesions and to 
alert offenders to seek medical attention as soon as abscesses or furuncles (boils) 
are detected.

D. Physicians/mid-level practitioners should m anage skin eruptions aggressively  
and should be alert to the presence of early abscesses.

E. Individuals who fail to respond to management at the DOC facility may be referred to 
a Derm atology Clinic.

III. OFFENDERS PRESENTING WITH ABSCESSES OR OTHER DRAINING SKIN 
LESIONS:

A. Any offender with a draining skin lesion or abscess must be identified and referred to 
the facility physician/mid-level practitioner as soon as possible.

B. If uncertain whether to incise and drain (l&D), the physician/mid-level practitioner 
should aspirate any questionable abscess or draining skin lesion, and perform l&D 
if pus is present and lesion is too large to manage with moist heat. If l&D is 
performed, administration of prophylactic antibiotics one hour before the procedure 
is recommended. (See Section V., “Treatment.")

C. A culture and sensitivity (C&S) must be obtained whenever pus or drainage is 
obtained from a skin lesion or abscess.
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Alaska Correctional Officers 
Association

Proposed Policy for Managing 
MRSA Infections

Effective date NUMBER:

Replaces:

Formulated:

STAPH AUREUS &  METHICILLIN-RESISTANT STAPH AUREUS (MRSA)

IV. OFFENDERS PRESENTING WITH OTHER SKIN INFECTIONS USUALLY CAUSED 
BY OTHER ORGANISMS BUT IN WHICH STAPHYLOCOCCUS AUREUS MUST 
BE CONSIDERED A POSSIBLE CAUSE (e.g., cellulitis or impetigo)

A. Consider the possibility of staphylococcal infection when choosing an antibiotic.
Generally, use of an antibiotic expected to cover both streptococci and staphylococci
is appropriate. TM P/SM X is not recommended for streptococcal infections.

V. Treatment

A. For suspected MSSA or MRSA when treatment with antibiotics is planned

1. Based on culture surveillance, most MRSA isolated in DOC will be susceptible 
to TM P/SM X (e.g., Bactrim-DS®). If the offender is unable to take TM P/SM X, or 
there is a treatment failure on this drug, consider a combination of doxycycline 
and rifampin, or consulting an ID specialist for recommendations. Directly 
Observed Therapy is essential for rifampin containing regimens because of the 
risk for developing resistance if the drugs are not taken appropriately.

2. Resistance to clindamycin is increasingly common in DOC, so this drug is no 
longer recommended as a single agent for empiric therapy. The risk of developing 
resistance to clindamycin is greater if the organism is resistant to erythromycin. 
Clindamycin should only be used when necessary and when susceptibility is 
demonstrated by culture and sensitivity. It the organism is resistant to erythromycin, 
consider asking the lab to perform a "D test" for inducible clindamycin resistance 
before using this drug as a single agent.

3. If prophylactic antibiotics are used before l&D. the offender should be given 
one dose of TM P/SM X (e.g., Bactrim-DS®) and one dose of rifampin 600 mg 
p.o. or clindamycin 300 mg orally, if (s)he has no known allergies to these drugs. 
Please note the use of rifampin may cause body fluids to turn orange. Offenders 
should refrain from wearing contact lenses while on rifampin therapy. Also note 
that rifampin activates the cytochrome P-450 system, so the possibility of 
interactions with other medications should be considered.

4. Rifampin should not be usea as a single agent for the treatment of staphylococcal 
infections because resistance develops quickly when it is used as monotherapy.
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Proposed Policy for Managir.g 
MRSA Infections

Effective date NUMBER:

Replaces:

Formulated:

STAPH AUREUS &  METHICILLIN-RESISTANT STAPH AUREUS (MRSA)

5. For treatment when antibiotic therapy is indicated, TMP/SMX (eg., Bactrim-DS, 
one BID) is recommended for initial therapy pending receipt of C&S results, 
usually within two-three days. Consider treating initially with wound care, heat 
and drainage rather than initiating empiric antibiotic therapy pending culture 
results, if clinically indicated. Continue treatment with an appropriate antibiotic 
based on drug susceptibility results.

6. Because of the prevalence of resistance to these drugs, treatment of suspected
S. aureus infections with a cephalosporin or erythromycin is not recommended.

B. In offenders with 1) M RSA, 2) serious M SSA infection, or 3) with diabetes or 
H IV  infection and either MRSA or MSSA infection, all anti-Staphylococcal antibiotics 
must be administered under a program of D irectly Observed Therapy, as in the case 
of active TB cases. An acceptable alternative for these offenders is to dispense 
the medications at the pill line with daily or every other day compliance monitoring. If 
an offender receiving his medication in the pill line misses >10%  of the expected total 
number of doses of antibiotic they must be placed on Directly Observed Therapy.

C. A n ti-S fap h y /o co cca / antibiotics may be K O P (Kept On Person) only in the case 
of minor M SSA  infections or for non-draining, uncultured skin infections being 
presumptively treated for M SSA, in offenders who do not have diabetes or H IV  
infection.

D. Follow-up antibiotic therapy should be guided by the sensitivity report and the clinical 
situation. Duration of therapy is based on clinical judgment, but generally should not be 
less than 7 days, and should extend several days past clinical resolution, once the 
decision to start antibiotics has been made.

VI. MANAGEMENT OF OFFENDERS WITH RECURRENT STAPHYLOCOCCUS SKIN
AND SOFT TISSUE INFECTIONS.

A. An offender shall be considered to have recurrent Staphylococcus skin and soft 
tissue infection when they have > 3 infections in a six month period. These 3 or more 
infections should be based on both clinically diagnosed and culture proven cases, since 
some infections, such as cellulitis, may not have positive cultures.

B. The acute infection should be diagnosed and treated as outlined in section IV.
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STAPH AUREUS & METHICILLIN-RESISTANT STAPH AUREUS (MRSA)

D.

Make an evaluation of and treat any dermatologic diseases.

1. Diagnose and treat any underlying skin disease.
2. Refer to dermatology clinic as indicated.

Decolonization.

1. Culture of the external nares to document colonization. (The laboratory request 
must state that the specimen is to be cultured for MRSA.) Although other body 
sites may be colonized, about 95% of persons with colonization of other body 
sites will also have nasal colonization.

2. Have offender shower with chlorhexidine containing soap (i.e. Hibiclens) for five 
days. Note: obtain non-formulary approval for chlorhexidine soap.

3. Apply mupirocin 2% ointment to external nares twice a day for five days (obtain 
non-formulary approval). Rifampin may act in concert with topical antimicrobial 
agents for decolonization of the carrier state. Most offenders being decolonized 
should also receive rifampin at 600 mg PO q day for 5 days under a program of 
directly observed therapy.

4. Two w eeks after decolonization, repeat the nasal culture to verify that 
decolonization was successful. If the nasal culture is still positive after 
decolonization, the process may be repeated once. If decolonization fails twice, 
it is unlikely to be successful with additional treatments.

Other factors to consider in the management of offenders with recurrent Staphylococcus 
skin and soft tissue infections.

1. Evaluation of personal hygiene.

a. Offenders should be evaluated for adequacy of showering and bathing; 
offenders should generally have a daily bath or shower with soap and 
water.

b. During therapy all clothing including socks, underwear, towels, bath cloths 
and items including bedding should be replaced with clean items daily. 
Contact security for authorization to obtain clean linen for daily bedding 
change.

c. Obese offenders with skin folds ^eed to keep the skin in these folds dry 
to prevent maceration of the skin. This may require use of powder applied 
after bathing.
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S T A P H  A U R E U S  &  METHICILLIN-RESISTANT S T A P H  A U R E U S  (MRSA)

F. Evaluation of offenders for underlying systemic disease/condition.

1. Staphylococcus skin and soft tissue infections are associated with underlying 
diseases including diabetes mellitus, obesity, H IV infection, and other diseases 
and/or drugs causing immunosuppression.

2. Offenders with recurrent infection should be evaluated for underlying predisposing 
diseases and conditions as indicated.

a. History and physical exam.
b. Urine glucose, fasting blood sugar.
c. HIV test.
d. Referral to specialty clinics as indicated.

3. Control underlying disease.

a. Obtain good control of blood glucose for diabetics.
b. Encourage weight reduction for obese offenders.
c. Optimize therapy for offenders with HIV infection/AIDS.
d Use alternate drugs in place of glucocorticoids where possible.

4. A one-on-one education counseling session should be conducted with the 
offender to minimize the dissemination (i.e. spread) of microorganism by 
colonized offenders. (See Attachment B - Staphylococcus aureus Fact S h eet)

VII. HOUSING AND ISOLATION

A. Offenders with an active MRSA infection must be managed under contact isolation 
precautions when they are treated in a medical setting such as an infirmary or dialysis 
unit.

B. Offenders with MRSA infections who are outpatient offenders may be housed in the 
general population if their lesion is small (less than 1 cm), easily covered, and the 
offender understands the treatment regimen and is compliant (eg, infected ingrown 
toenail).

C. Special Housing (single cell or housed with another offender(s) with like condition and 
sensitivity) shall be instituted under the following circumstances:
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STAPH AUREUS &  METHICILLIN-RESISTANT STAPH AUREUS (MRSA)

1. Any offender unw illing/unable to  understand follow -up management, or 
who is non-compliant with antibiotic treatment or therapy;

2. Any offender with a large abscess or draining skin lesion that cannot be 
adequately covered and kept dry and clean (eg, scalp, decubitus, etc.);

3. Any offender who is immunocompromised or who has cellulitis, lymphangitis, 
or sepsis as a complication. (Offender should be hospitalized or placed in an 
infirmary setting as his or her level of care warrants.)

D. Offenders on special housing should be assigned to Infection show ers rather than 
showering with the general population. This is not necessarily a separate shower 
facility. Infection showers are differentiated from standard showers in that;

1. Offenders on contact isolation do not shower at the same time as the general 
population.

2. The shower and dressing areas are cleaned with a detergent and disinfected 
with an antistaphylococcal disinfectant (e.g., bleach or Double-D) according 
to DOC policy after the infection shower period is over, before the general 
population uses the facility again.

3. Offenders are issued two towels and are instructed to use one to sit upon as
a barrier when using the bench in the dressing area.

E. Special housing may be discontinued when:

1. The lesion is clinically resolved; or
2. There is no longer cellulitis, lymphangitis, or drainage from a clinically open

lesion (eg, decubitus) and the offender has completed a minimum of 3 days
(72 hours) of the course of antibiotics.

F. Upon completion of special housing the offender s cell should be thoroughly cleaned 
and disinfected.

. HOUSING AND JOB ASSIGNMENT CONSIDERATIONS FOR COLONIZED
OFFENDERS AND THOSE WITH RECURRENT STAPHYLOCOCCUS SKIN AND
SOFT TISSUE INFECTION

A. Offenders who meet the definition of recurrent Staphylococcus skin and soft tissue
infection (i.e. >3 infections in a six month period), and offenders who fail decolonization 
procedures twice, should be housed according to the guidelines set forth in Section
VII.C , Special Housing (single cell or housed with another offender(s) with like 
condition and sensitivity).
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B. Offenders who fail decolonization should generally not be assigned to work in
the following areas.

• Medical department
• Barber shop
• Food handlers/processors

IX. PERSONAL PROTECTIVE EQUIPMENT

A. Gloves must be worn prior to touching any offender with abscesses or open, draining 
skin lesions.

B. Upon removal, gloves must be properly discarded and hands must be washed no less 
than 10 seconds using proper hand washing techniques.

C. Gowns should be worn for close contact when clothing is likely to be soiled.

D. Whether dressing changes are done in the infirmary or by the offender, provisions 
must be made for appropriate disposal of contaminated materials.

X. REPORTING

A. All cases of methicillin sensitive Staphylococcus aureus (MSSA) and methicillin 
resistant Staphylococcus aureus (MRSA) m ust be reported to the Medical Director 
by the facility nurse utilizing the appropriate Surveillance Form (Attachment A).

B. Reports must be submitted within 7 days of receipt of the culture result on the facility.
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Attachment A

Staph Aureus Surveillance Reporting Form

Upon receipt of a positive M SSA or M RSA culture report, complete all fields on this form and 
promptly FAX it a lo n g  w ith  a co p y  o f the  la b o ra to ry  re p o rt to the Medical Director for the 
D epartm ent of Corrections.

Last n a m e :____________________________________ First n a m e :_________________________________

DOC # : ________________ Unit:___________________________________

DOB: I I Race: B H W  O Sex: M F

Date c u ltu re d :_______________________________

Culture result (check one): Methicillin-Resistant Staph Aureus (M R S A ) Q
Methicillin-Sensitive Staph Aureus (M SSA) □

W as this culture for (check one): Infection □  Nasal Colonization □

If th is  was an infection:

Date onset signs/sym ptom s:

Location o f skin lesion: □  N/A (not skin infection) □  Head and neck  
□  Upper extrem ity [ 3  Torso □  Genitorectal □  Low er extrem ity  
L )  O th e r______________________________________

Type o f infection: Q  M inor skin/soft tissue □  Serious skin /soft tissue
□  Cellulitis □  Im petigo □  Pneum onia □  Sepsis
□  O ther (specify)_____________________________________
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Attachment B

Staph aureus and Methicillin-Resistant Staph aureus 
Offender Education Fact Sheet

Clinical evidence has led your healthcare provider to conclude that you do (or may) have an 
infection of staph aureus (S. aureus) or methicillin-resistant Staph aureus (MRSA).

Staph aureus is a common organism found on human skin that causes no harm under normal 
circumstances. If the bacteria enters the body through the skin, such as a cut or ingrown hair, it 
can cause an infection which appears as a boil or abscess. The boil can be as small as a pimple 
or become a large draining sore on any part of the body. The size and location of the boil or 
abscess will determine what type of care is needed.

In the past, penicillin was used to treat staph infections. Then, after a time, some strains of the 
bacteria became resistant to penicillin and a new drug, called methicillin, was developed to treat 
those infections resistant to penicillin. Once again, some strains of the bacteria began to find 
ways to resist methicillin. This is why methicillin-resistant staph aureus (or M RSA) infections are 
now being seen. For those individuals who have a resistant infection there are limited antibiotics 
available; therefore, it is extremely important that you take all medications prescribed for you. 
You will not be able to keep these medications on your person. A nurse or other medical worker 
will need to watch you while you take each dose. Failure to take all antibiotic dosages prescribed 
for you, helps increase resistance of the S. aureus bacteria.

There are other ways to prevent the spread of S. aureus and it is everyone’s responsibility to 
help in this effort. S. aureus spreads easily by direct skin-to-skin hand contamination. Therefore, 
HANDW ASHING is the most effective and important method in preventing its spread when there 
is more than incidental contact with someone who has the infection.

Incidental contact for security staff would be simply touching som eone under normal 
circumstances (like pat searching). If there is more contact than this, and there is likelihood of 
soilage, gloves should be worn. Articles and objects handled by people who have MRSA are 
not as likely to transmit the bacteria as someone who fails to use good handwashing technique. 
Good handwashing technique means using soap and water and really washing for 10 seconds, 
then drying your hands thoroughly.

People with recurrent staph infections should take special precautions to contain the spread 
of the disease. It’s important that you bathe or shower daily with soap and water. All clothing, 
including socks, underwear, towels, bath cloths and items including bedding should be replaced 
with clean items daily. Obese offenders with skin folds need to keep their skin in these folds dry 
to prevent breakdown of the skin. This may require applying powder after bathing.

Offenders who have underlying diseases, such as HIV, diabetes, skin disorders and/or obesity, 
are especially prone to staph infections and need to closely follow the instructions of their 
physicians to obtain good control of their underlying diseases. In other words, diabetics should 
try to maintain excellent control of their blood sugars, weight reduction is encouraged for obese 
offenders, HIV/AIDS offenders should take all medications prescrbed for them without fail.

If you have any questions, or for more information, contact your unit medical department.
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RISK FACTORS FOR ACQUIRING CA-MRSA

The following risk factors should increase suspicion for CA-MRSA 
in offenders presenting with compatible signs and symptoms;

• History of MRSA infection or colonization in offenders or close contact
• High prevalence of CA-MRSA in local community or offender population
• Recurrent skin disease
• Crowded living conditions (e.g. homeless shelters, correctional facilities)
• History of incarceration
• Participation in contact sports
• Skin or soft tissue infection with poor response to B-lactam antibiotics
• Recent and/or frequent antibiotic use
• Injection drug use
• Member of Native American, Pacific Island, Alaskan Native populations
• Child under 2 years of age
• Male with history of having sex with men
• Shaving of body hair

COMPARISON OF HOSPITAL-ACQUIRED MRSA (HA-MRSA) 
AND COMMUNITY-ACQUIRED MRSA (CA-MRSA)

HA-MRSA CA-MRSA

Health Care Contact Yes No

Mean Age at Infection Older Younger

Skin and Soft Tissue Infections 35% 75%

Antibiotic Resistance Many Agents Some Agents

Resistance Gene SCCmec Types I, II. Ill SCCmec Types IV, V

Strain 1>pe USA 100 and 200 USA 300 and 400

PVL Toxin Gene Rare (5%) Frequent (almost 100%)
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Guidelines for management of suspected Staphylococcus Aureus skin and soft tissue infections (SSTI).
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Management of 
Methicillin-Resistant 

Staphylococcus aureus 
(MRSA) Infections

A ugust, 2005

(Federal Bureau of Prisons - Clinical Practice Guidelines)

Clinical guidelines are being made available to the public for informational purposes only.
The Federal Bureau of Prisons (BOP) does not warrant these guidelines for any other purpose, 
and assumes no responsibility for any injury or damage resulting from the reliance thereof. 
Proper medical practice necessitates that all cases are evaluated on an individual basis and that 
treatment decisions are patient-specific.



C lin ical Practice Guideline: M anagem ent o f M RSA (August, 2005)

What’s New in the Document?

The following changes have been made since the October, 2003 version of the guidelines:

A conservative initial approach to treating minor skin infections is recommended prior to 
prescribing antibiotics. This includes the use of warm soaks and compresses and/or incision 
and drainage. Many skin infections can resolve with conservative treatment without use of 
antibiotics.
The use of rifampin is not routinely recommended.
Dosage recommendations have changed for clindamycin and (rimethoprim-sulfamethoxazole. 
Aggressively manage pruritic rashes to control itching and prevent development of secondary 
skin infections is recommended, including use of topical ointments and, if ineffective, 
prescribing either hydroxyzine or diphenhydramine.___________________________________

Primary Prevention ~ ; . ;  :.
• Hand hygiene is emphasized as critical for reducing MRSA transmission. The Infection 

Control Committee should monitor hand hygiene and assure that inmates with diagnosed MRSA 
are instructed in hand hygiene and have adequate handwashing supplies available.

• Identify and regularly clean surfaces exposed to sweat, e.g., exercise benches.
• Modify hygiene practices for sweat lodge participants, including showering before and after 

the sweat lodge and wearing clean shirts and shorts while participating.
• Consider increasing influenza vaccination coverage in facilities experiencing a MRSA 

outbreak or endemic MRSA. Consider vaccination regardless of individual influenza risk 
factors.

Containment______________________________,_________ . ■■ '
* Guidelines for housing inmates with suspected or confirmed MRSA are clarified.
• Patients with MRSA pneumonia should be housed in a single cell. In an outbreak situation, 

inmates with similar antibiotic resistance patterns can be cohorted. Droplet precautions should 
be utilized in addition to standard precautions. __________________________________

Improved Appendices s

Appendix 4 (Evaluation and Treatment of Skin and Soft Tissue Infections) outlines general 
approach to managing skin and soft tissue infections.
Appendix 9 (MRSA Containment Guidelines) provides a tool for decision-making about how 
to hour? MRSA patients.
Appendix 10 (MRSA Management Checklist) outlines steps for managing a MRSA suspect, 
including decisions about containment, conducting the contact investigation and general risk 
management.
Appendices 6 and 7 outline Correctional Standard Precautions and Correctional Contact 
Precautions and can be used as fact sheets for correctional workers.
Appendix 8 (Inmate Fact Sheet - General Instructions for Skin Infections) is an educational 
tool to be used with inmates with skin infections.
Appendix 11 (Line Listing of Contacts to MRSA Cases) is provided to as a tool to track 
identified contacts and (he outcome of their evaluation.
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Federal Bureau of Prisons
Clinical Practice Guidelines

Management of M R SA Infections
August. 2005

1. Purpose

The BOP Clinical Practice Guidelines for the Management of Methicillin-Resistant 
Staphylococcus aureus (MRSA) infections provide recommendations for the prevention, 
treatment, and containment of MRSA infections within Federal correctional facilities.

2. Introduction

MRSA infections are staphylococcal infections that are resistant to beta-lactam antibiotics 
including: penicillin, ampicillin, amoxicillin, amoxicillin/clavulanate, methicillin, oxacillin, 
dicloxacillin, nafcillin, cephalosporins, carbapenems (e.g., imipenem), and the monobactams 
(e.g., aztreonam).

Infection with MRSA has long been associated with exposure to a health care environment, 
particularly the inpatient hospital setting. Recent reports, however, indicate that new MRSA 
strains have evolved that are affecting previously healthy persons throughout the world without 
direct or indirect contact with health care facilities. These community-onset MRSA infections 
have particularly affected athletes in close-contact sports, military recruits, men who have sex 
with men, and inmate populations. Inmates are now at risk of acquiring MRSA infections not 
only during hospitalizations, but also de novo within the jail or prison setting, despite the 
absence of traditional risk factors for MRSA infect' n, such as a history of recent 
hospitalization, prior antibiotic usage, injection drug use, or long-term inpatient care.

Within the federal prison system, community-onset MRSA infections have been associated with 
illicit, unsanitary tattoo practices and poor inmate hygiene. MRSA transmission in other 
correctional systems has been linked to inmates sharing towels, linens, or other personal items 
potentially contaminated by wound drainage, as well as inmates lancing their own boils or 
other inmates’ boils with fingernails or tweezers.

MRSA infections often present as mild skin or soft tissue infections, such as furuncles, that 
occur spontaneously without an obvious source. Inmates with MRSA skin infections 
commonly complain of “an infected pimple,” “an insect bite,” “a spider bite,” or “a sore”. 
Many MRSA infections cause minor inflammation without pain and infected inmates may not 
seek medical attention. Persons with complicating medical conditions such as diabetes, HIV 
infection, chronic skin conditions, indwelling catheters, post-surgical wounds, and decubiti are 
at increased risk of MRSA infections; however, even otherwise healthy individuals can develop 
very serious MRSA infections, such as cellulitis, deep-seated abscesses, necrotizing fasciitis, 
septic arthritis, necrotizing pneumonia, and sepsis.
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3. C olonization

An estimated 10% to 30% of persons are colonized with Staphylococcus aureus in their nares, 
mucous membranes, or breaks in their skin. A smaller subset of these persons are colonized 
with MRSA. Colonized persons are more likely to develop staphylococcal infections, 
however, many colonized persons remain asymptomatic. Staphylococcal colonization occurs 
more commonly in injection drug users, persons with diabetes, hemodialysis patients, persons 
with acquired immunodeficiency syndrome (AIDS), surgical patients, and previously 
hospitalized patients.

4. Transm ission

MRSA is transmitted from person to person by contaminated hands. MRSA may also be 
transmitted by sharing towels, personal hygiene items, athletic equipment, through close- 
contact sports, and by sharing injection drug use or tattoo equipment. Persons with MRSA 
pneumonia in close contact with others, can transmit MRSA by coughing up large droplets of 
infectious particles. Persons with asymptomatic MRSA nasal carriage can also transmit 
MRSA, especially when symptomatic from a viral upper respiratory infection. MRSA can also 
cause a toxin-mediated foodbome gastroenteritis.

5. Screening and Surveillance

Intake screening: All inmates undergoing intake medical screening and physical 
examinations should be carefully evaluated for skin infections.

Recently hospitalized inmates: All inmates who are discharged from the hospital should 
be screened for skin infections immediately upon return to the prison and specifically 
instructed to self-report any new onset skin infections or fever. (MRSA or other hospital- 
acquired infections may develop weeks after hospital discharge.)

Inmates at greater risk of serious MRSA infections: Inmates with risk factors such 
as diabetes, immunocompromised conditions, open wounds, recent surgery, indwelling 
catheters, implantable devices, chronic skin conditions, or paraplegia with decubiti should be 
evaluated for skir. infections during routine medical evaluations.

Monitoring bacterial culture results: All bacterial culture results should be reviewed 
in a timely manner to detect new MRSA infections.

Observations by correctional workers: Inmates with minor skin infections may be 
reluctant to seek health care. Inmates with visible or reported sores or wounds, or who self- 
report “boils”or “insect or spider bites" should be referred to health services.
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Food handlers: All inmate food handlers should be advised on the necessity of self- 
reporting all skin infections, no matter how minor. Food handlers should be routinely 
examined for visible skin infections. Food handlers with suspected or confirmed contagious 
MRSA should be removed from their duties until no longer infectious.

Transfers: Inmates with skin and soft tissue infections should ordinarily not be transferred 
to other institutions until fully evaluated and appropriately treated (see Transfers and Releases. 
below).

Employees: Correctional workers (including health care workers) should report all skin 
infections and any confirmed MRSA infections to their supervisor. Supervisors should refer 
correctional workers with possible skin infections to their health care provider. Employees 
should be removed from direct inmate contact until medically cleared by their health care 
provider.

6. D iagnosis

Correctional health care providers should consider MRSA infection in the differential diagnosis 
for all inmates presenting with skin and soft tissue infections or other clinical presentations 
consistent with a staphylococcal infection.

Skin examination: A careful examination of skin infections should be conducted to 
determine if there is fluctuance, crepitus, any evidence of a drainable infection, or cellulitis 
with or without streaking. Deep-seated MRSA abscesses may not be clinically apparent and 
only diagnosed through imaging studies.

Bacterial cultures: MRSA infections cannot be clinically distinguished from 
staphylococcal infections that are sensitive to beta-lactam antibiotics: therefore, routine 
bacterial cultures should be obtained whenever possible from purulent drainage from skin and 
soft tissue infections and aspirated material from potentially infected fluid collections. Blood 
cultures should also be obtained in febrile patients with suspected MRSA infections and 
whenever injection drug use or endocarditis is clinically suspected.

MRSA infections are diagnosed by routine aerobic bacterial cultures. Oxacillin-resistance on 
laboratory susceptibility testing also indicates methicillin-resistance. Positive cultures from 
blood and sterile body fluids (e.g., joint fluid, pleural fluid, cerebrospinal fluid) are diagnostic 
of MRSA infections. Positive cultures of drainage from nonsterile sites (e.g., wounds) may 
indicate bacterial colonization or infection. Wound cultures obtained from expressed pus 
(avoiding skin contamination) are diagnostically meaningful; whereas positive cultures obtained 
directly from the surface of a wound are of limited value in detecting true infection.

Empiric diagnosis: An empiric (i.e., suspected, but not confirmed) diagnosis of a MRSA 
infection should be considered in inmates with clinical evidence of a staphylococcal infection
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with associated risk factors such as a presentation in the context of a known MRSA outbreak, 
recent hospitalization, previous anti-staphylococcal antibiotic usage, presence of an indwelling 
catheter, or a history of chronic wound drainage or repeated soft tissue infections.

Assessing MRSA colonization: Obtaining bacterial cultures of the nares is not 
routinely indicated, unless recommended by public health authorities in the context of a 
significant MRSA outbreak or as part of an inpatient surveillance program. The procedure for 
obtaining nares cultures is outlined in Section 12 (Inpatient Units).

7. R eporting

All confirmed MRSA infections must be documented in the inmate’s medical record and in 
Sensitive Medical Data (SMD). All suspected or confirmed MRSA outbreaks should be 
reported to the appropriate Regional Office, and the Central Office HSD, using Appendix 1 
(MRSA Case Tracking and Reporting Form), and as required to public health authorities.

8. Treatm ent

Warm soaks, drainage and removal of foreign devices. A conservative, 
mechanical approach is the treatment of choice for minor skin and soft tissue infections, i.e., 
the lesion is localized and there are no signs of systemic illness. Uncomplicated MRSA skin 
infections may resolve with warm soaks and/or drainage, without antibiotics.

• Warm soaks and compresses: When treating minor skin and soft tissue infections, 
including confirmed MRSA infections, the use of warm soaks or compresses should be 
routinely considered. Soak the infected area for 20 minutes, ideally 2 to 3 times per day in 
warm water. Continue regularly soaking the wound until it looks clear of infection. Then 
cleanse the wound and change the dressing once a day until the wound has healed. If 
soaking is not feasible, apply a heating pad or warm, moist washcloth to the reddened area 
for 20 minutes, 2 to 3 times a day.

Decisions about how to safely implement warm soaks and/or compresses in the 
correctional setting must be made on a case by case basis in consultation with the 
infection control officer. Consideration should be given to how and where to safely 
perform the soaks and safely dispose of bandages to prevent further transmission of MRSA.

• Incision and drainage (I & D): Treatment should also include aggressive drainage of 
accessible fluid collections, particularly loculated soft tissue infections in conjunction with 
the use of warm soaks or compresses. Infections requiring drainage should be frequently 
reassessed to determine if repeated drainage is warranted.

• Foreign devices: Catheters and other foreign devices related to the infection should be
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removed whenever possible.

Antibiotic therapy (skin and soft tissue infections): Community-onset MRSA 
infections are frequently caused by isolates that are sensitive to a wider range of antibiotics 
compared to MRSA infections acquired in the hospital setting. The selection o f oral antibiotics 
to treat skin or soft tissue MRSA infections should be based on bacterial cultures and antibiotic 
susceptibility results whenever possible. In patients with mild, localized infections without 
systemic signs of illness, the effectiveness of warm soaks and/or I & D should be evaluated for 
several days before initiating antibiotic treatment. Antibiotics alone will be ineffective in 
treating fluctuant abscesses without incision and drainage.

• Treatment regimens: The optimal treatment regimen for community-onset skin and soft 
tissue MRSA infections that are susceptible to more than one antibiotic is unknown due to a 
lack o f published data and the potential that in vitro antibiotic susceptibilities may not 
correlate with the in vivo (i.e., clinical) response. Limited clinical experience from recent 
community-based MRSA outbreaks suggests that many uncomplicated skin and soft tissue 
MRSA infections can be successfully treated with oral irimethoprim-sulfamethoxazole or 
clindamycin. Each of these antibiotics has its own advantages and disadvantages as a 
therapeutic choice as outlined in Appendix 2 (Oral Antibiotic Treatment Options fo r Skin 
and Soft Tissue MRSA Infections).

• Directly observed antibiotic ciministration is strongly recommended for treating MRSA 
infections in the correctional setting.

• The optimal dosaging of oral trimethoprim-sulfamethoxazole is unknown for skin and 
soft tissue MRSA infections requiring antibiotics. Some expens recommend higher 
dosaging than the standard one DS tablet BID. Higher dosages are panicularly 
recommended if rifampin is given along with trimethoprim-sulfamethoxazole since 
concomitant rifampin therapy will reduce serum concentrations of trimethoprim and 
sulfamethoxazole.

• Trimethoprim-sulfamethoxazole should not be used if a Group A streptococcal (GAS) 
infection is suspected, e.g., possible erysipelas. If a Group A streptococcal infection is 
suspected, therapy should include an agent active against this organism such as clindamycin, 
erythromycin, or a beta-lactam.

• Special consideration is warranted when prescribing clindamycin for MRSA infection.
Many MRSA isolates are susceptible to clindamycin in vitro; however, routine susceptibility 
testing may not detect inducible in vivo resistance to clindamycin. Other tests, such as the 
double-disk diffusion test or “D" test, can detect inducible clindamycin resistance. In the 
D-test, the MRSA isolate is inoculated onto an agar plate with erythromycin and 
clindamycin susceptibility discs. For MRSA strains with inducible resistance, the circular 
zone of inhibition around the clindamycin disc is blunted by the adjacent erythromycin disc, 
creating a visible capital UD ”. Inducible clindamycin resistance should be ascertained when 
utilizing the drug for inmates with either severe disease and a high organism load or whose
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organisms are erythromycin-resistant and clindamycin-sensitive on routine susceptibility 
testing.

• Clindamycin has much better bone penetration than trimethoprim-sulfameUioxazoie.

• The addition of rifampin to trimethoprim-sulfamethoxazole or clindamycin has been used 
to bolster the treatment of MRSA infections and promote decolonization, but the benefits of 
this strategy are unproven. Clinicians should carefully review potential drug interactions if 
considering rifampin as an additive treatment option. Rifampin monotherapy is 
ineffective against MRSA due to the rapid development of resistance (regardless of in  
vitro laboratory susceptibility results) and should never be prescribed.

• Doxycycline or minocycline, 100 mg orally BID, is an alternative treatment option for 
MRSA infection. In vitro susceptibility results of tetracyclines should be interpreted 
carefully in consultation with knowledgeable laboratory personnel. Isolates resistant to 
tetracycline in vitro but susceptible to doxycyline or minocycline, may develop resistance 
when exposed to doxycycline or minocycline therapy.

• MRSA isolates may be sensitive to oral quinolones in vitro', however, the development 
of resistance with the use of these agents is a major concern. If quinolones are 
prescribed for MRSA infections, the addition of rifampin should be strongly considered.

• Oral vancomycin should never be prescribed since it is poorly absorbed, and thus 
ineffective.

• Topical mupirocin may be effective to treat mild folliculitis, but its administration for 
this purpose within the correctional setting is ordinarily not recommended due to
concerns about widespread empiric use by the inmate population and the development of 
mupirocin resistance.

• Duration of treatment: The duration of antibiotic therapy for MRSA skin and soft tissue 
infections depends on the severity of the infection, the site of infection, and the clinical 
respoase to therapy. Treatment for at least 7-10 days is indicated in uncomplicated 
infections that do not respond to warm soaks and/or I & D within several days. Inmates 
with skin infections should be examined periodically during therapy to determine if drainage 
or redrainage is warranted and to ensure that the infection is resolving. Once antibiotic 
therapy is discontinued the inmate should be reevaluated in frequent follow-up appointments 
to ensure that new lesions have not developed.

Antibiotic therapy (serious MRSA infections): Endocarditis and other endovascular 
infections, osteomyelitis, necrotizing fasciitis, pneumonia, and other deep-seated MRSA 
infections require treatment with IV vancomycin or other effective agent for an extended 
period of time, i.e., 4-6 weeks or more. A second or third antibiotic may also be indicated in 
combination with vancomycin for certain MRSA infections (e.g., prosthetic valve
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endocarditis). Consultation with a physician expert is recommended for serious MRSA 
infections.

Intravenous vancomycin can be safely administered to medically stable inmates in most BOP 
institutions. Clinical directors should consult with their chief pharmacists on protocols for 
administering and monitoring vancomycin therapy in the outpatient setting. Linezolid is a 
newly available oral and intravenous antibiotic that may be an alternative to intravenous 
vancomycin for highly resistant MRSA infections and allow earlier hospital discharge on an 
oral antibiotic regimen. Treatment efficacy and drug toxicity data using linezolid for serious 
MRSA infections are limited, although linezolid may be superior to vancomycin in treating 
MRSA pneumonia. Linezolid therapy, as well as other newly available treatment options, 
including investigational agents, should only be considered in consultation with a physician 
expert. Antibiotic options for serious MRSA infections are outlined in Appendix 3 (Treatment 
Options for Serious MRSA infections).

Empiric antibiotic therapy: Skin and soft tissue infections suggestive of staphylococcal 
infections that cannot be cultured or have nondiagnostic culture results should be evaluated and 
treated on a case-by-case basis. Empiric antimicrobial therapy may be appropriate for certain 
patients with suspected 5. aureus skin and soft tissue infections, particularly individuals with 
significant cellulitis, abscess formation, fever or other systemic signs of infection, or 
underlying co-morbidities or immunosuppression. Empiric antibiotic therapy should be 
prescribed while considering the following:

• Self-limited infections without systemic signs or symptoms can often be effectively 
treated with warm soaks or warm compresses and/or I & D without antibiotics.

• If no other MRSA risk factors are apparent and MRSA infections have not been 
recently documented in the correctional setting then more serious infections (e.g., 
infected wounds and drained abscesses not responding to warm soaks or I &D) should be 
empirically treated with a first-generation cephalosporin, amoxicillin/clavulanate, or 
erythromycin.

• If associated risk factors for MRSA infections are present (e.g ., presentation in the 
context of a known MRSA outbreak, recent hospitalization, previous anti-staphylococcal 
antibiotic usage, presence of an indwelling catheter, or a history of cl jnic wound drainage 
or repeated soft tissue infections), then empiric treatment for MRSA should be considered 
for more serious infections or minor infections not responding to warm soaks or I & D.

• Intravenous antibiotic therapy in an inpatient setting is indicated for pneumonia, toxic 
shock syndrome, skin and soft tissue infections associated with clinical evidence of sepris or 
necrotizing fasciitis, or if the infection is clinically worsening despite oral antibiotic 
therapy.
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Life Threatening Infections: Empiric therapy with IV vancomycin plus other 
antibiotics as warranted should be strongly considered for inmates who present 
with life threatening infections, such as pneumonia or sepsis, regardless of 
existing risk factors, due to the inherent risk of MRSA infection in the 
correctional setting.

Recurrent/persistent infections: Recurrent or persistent skin and soft tissue infections 
during or immediately following antibiotic therapy may indicate either patient nonadherence to 
the prescribed treatment regimen, the development of antibiotic resistance, or re-exposure to 
MRSA. Inmates with recurrent or persistent skin lesions should be evaluated on a case-by-case 
basis to assess the most likely cause and to determine the appropriate intervention.

Decolonization following treatment: Decolonization of the nares with topical 
mupirocin is not recommended for isolated cases of MRSA infection. Decolonization can be 
considered for inmates with recurrent MRSA infections on a case by case basis (e.g., 3 or 
more infections in less than 6 months) and in the context of a MRSA outbreak.
(Decolonization is of unproven benefit in controlling a MRSA outbreak in the correctional 
setting and is therefore not routinely indicated.) The procedure for decolonization is 
outlined in Section 12 (Inpatient Units).

An overall strategy for evaluating and treating MRSA infections is outlined in Appendix 4 
(Evaluation and Treatment of Skin and Soft Tissue Infections in the Correctional Setting).

Management of pruritic rashes: Inmates with intensely pruritic rashes should be 
prescribed topical ointments or lotions, and if ineffective, treated with an oral antipruritic agent 
such as hydroxyzine or diphenhydramine to minimize scratching and the development of 
secondary bacterial infections.

9. Infection C ontrol - Prim ary Prevention:
Efforts to Prevent M R SA  Infections

Containing MRSA infections in a confined setting, such as a prison, is extraordinarily difficult, 
time consuming, and resource-intensive. The majority of inmates with MRSA infection or 
colonization have acquired MRSA from an external source; therefore primary infection control 
measures are critical. All potential opportunities for inmates to have close physical contact 
or share communal items should be carefully scrutinized within each correctional 
institution to identify strategies to interrupt MRSA transmission. The following general 
interventions should be considered.

Education: Inmates and correctional staff should be provided information on the 
transmission, prevention, treatment, and containment of MRSA infections. Condensed 
information for inmates is outlined in Appendix 5 (MRSA Fact Sheet). Emphasis should be
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placed on die importance of regular handwashing, and of promptly referring inmates with skin 
infections for a medical evaluation. Regular handwashing should be emphasized as the most 
important intervention to prevent a MRSA outbreak.

Correctional standard precautions: These measures require correctional workers to 
assume that all inmates are potentially contagious and to take precautions whenever direct 
contact is anticipated with blood, body fluids (e.g., secretions, excretions, feces, and urine), 
nonintact skin, and mucous membranes. Correctional standard precautions have been adapted 
from hospital standard precautions, including increased emphasis on sanitation in housing areas 
and adaptation to recently identified modes of transmission of MRSA, e.g., sharing of towels, 
use of exercise benches, and sweat lodge participation.

Correctional Standard Precautions are outlined in Appendix 6a (Correctional Standard 
Precautions in the General Populationl) and Appendix 7a (Correctional Standard Precautions 
in the Health Care Setting). Standard precautions include adequate hand hygiene; routine use 
of gloves whenever contact with body fluids is anticipated; ro itine cleaning and disinfecting 
environmental surfaces; treating all linen as potentially infectious; safe disposal o f needles and 
other sharp instruments and devices; and placement of inmates who may contaminate the 
environment in a private room (in consultation with medical staff).

Hand hygiene program: Hand hygiene is the simplest and most important infection 
control measure for preventing and containing MRSA infections and yet the most difficult to 
implement. Specific hand hygiene procedures are outlined !n Appendices 6a and 7a.

• Oversight: The hand hygiene program should be overseen by the institution’s local 
infection control committee including ongoing observational studies and data collection 
(e.g., compliance with hand hygiene guidelines, amount of usage of hand hygiene supplies). 
The hand hygiene behaviors of all correctional workers who have contact with inmates 
should be assessed with subsequent ongoing feedback on the results of the evaluation.

• Training: Correctional staff, health care workers and inmates should be periodically 
provided education on the importance of hand hygiene and effective hand hygiene 
techniques during annual training and other venues.

Sanitation: MRSA is susceptible to most routinely used environmental cleaning agents. 
Sanitation measures are essential for preventing the spread cf MRSA infections and are 
outlined in detail in Appendix 6a and 7a. Sanitation should be regularly assessed, and any 
lapses rectified, in accordance with local policies and procedures.

Antibiotic prescribing practices: Clinical directors should monitor antibiotic 
prescribing patterns at their institutions in consultation with their chief pharmacist to ensure 
that antibiotics are being appropriately prescribed and not used in lieu of recommended 
conservative treatments for uncomplicated MRSA, e.g., warm soaks or compresses and I & D.
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The unnecessary use of broad spectrum antibiotics should be strictly monitored and curtailed to 
reduce the development of antibiotic resistance among the inmate population.

10. Infection C ontrol - Secondary Prevention:
E fforts to C ontain D etected M RSA Infections

Correctional Contact Precautions: When health care providers and correctional 
personnel have direct contact with inmates with suspected or confirmed MRSA skin and soft 
tissue infections, correctional contact precautions should be utilized. Hospital contact 
precautions have been adapted to the unique requirements of the correctional setting and are 
outlined in detail in Appendix 6b (Correctional Contact Precautions in the General Population) 
and Appendix 7b (Correctional Contact Precautions in the Health Care Setting). General 
infection control principles for managing a MRSA infected inmate are outlined below.

Inmate education: All inmates with MRSA infections should be instructed in regular 
hand-washing, maintaining personal hygiene, including regular showers, and the importance of 
keeping wounds covered. Instructions for inmates with sk.n infections are outlined in 
Appendix 8 (Inmate Fact Sheet - General Information on Skin Infections).

Hand hygiene: Adequate hand hygiene should be reemphasized with staff working with the 
inmate diagnosed with MRSA infections. Adequate handwashing supplies for the inmate 
diagnosed with MRSA and the staff in contact with them is critical. The availability of these 
supplies should be regularly assessed and remedied as necessary.

Housing: Inmates diagnosed with MRSA infections should be examined by a clinician to 
determine their risk of contagion to others. In general, inmates with non-draining wounds or 
wound with minimal drainage, contained by a simple dressing, can be housed in general 
population. Decisions about housing assignments should be made utilizing the guidelines 
outlined in Appendix 9 (MRSA Containment Guidelines).

Factors entering into decisions about where to house inmates with MRSA infections include the 
degree to which wound drainage can be contained, the ability or willingness of an inmate to 
follow infection control instructions, and available housing options. Inmates with MRSA 
pneumonia should generally bt housed in a single cell, utilizing droplet precautions (see 
Definitions) in addition to correctional standard precautions.

• Activities and visitors: Inmates with MRSA infections may be limited from certain 
activities on a case by case basis. For example, an inmate with a draining shoulder wound 
should be restricted from recreation activities, but not necessarily meals in the cafeteria if 
the drainage is contained. Visitor restrictions are rarely indicated and should be handled on 
a case by case basis in consultation with the infection control officer.
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• Discontinuing single cell housing: Criteria for discontinuing single-cell housing for a 
MRSA suspect is outlined in Appendix 9.

Wound management: Draining wounds must be remain adequately dressed to prevent 
contamination of environmental surfaces and dressings should be changed regularly. A plan 
should be developed to assure that dressings can be replaced if they are no longer effective. 
Clean, nonsterile gloves should be worn when contact with wound drainage is anticipated. 
Gloves must be removed and hands cleaned immediately before leaving the patient’s room.
For isolated patients with grossly draining wounds, a clean non-sterile gown should be worn 
whenever it is likely that a person will come into contact with wound drainage.

• Disposal of bandages: Bandages should be disposed of in accordance with OSHA policy 
and as determined by the local safety and security policy. Bandages which fully contain 
wound drainage can be disposed of in a leak-proof container (e.g., plastic bag or wax paper) 
and then placed in the regular trash. Bandages which are saturated and do not contain the 
drainage or may become liquefied and leak blood or contaminated materials should be 
handled in accordance with regulated waste procedures. Inmates should be instructed in 
proper disposal of used bandages in accordance with local policy.

Sanitation: Sanitation measures used for primary prevention of MRSA infections should be 
strictly enforced. All rooms of infected inmates should be decontaminated (“terminally 
cleaned”) prior to occupancy by another inmate.

Inmate transfers and releases

• Inmates with contagious MRSA infections should ordinarily not be transferred to other 
BOP institutions or halfway houses until their infection has been adequately treated and the 
risk of contagion controlled.

• Required transfers: Inmates with contagious MRSA infections absolutely requiring 
transfer for security reasons or medical care should have draining wounds dressed the day 
of transfer with bandages that adequately contain the drainage. The following should occur 
prior to the transfer.

Escort officers should be notified of the inmate’s condition and educated on infection 
control measures including the importance of hand hygiene, protective measures, safe 
disposal of contaminated dressings, dcr ntamination of security devices (e.g., handcuffs, 
leg irons, martin chains and other reusable restraints) and advised to use disposable 
restraints, when feasible.

- The clinical director of the sending institution or designee should notify the receiving 
institution’s clinical director or health services administrator of pending transfers of 
inmates with suspected or confirmed MRSA infections.

• Releases: Inmates with skin and soft tissue MRSA infections who are scheduled for release 
should:
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- Have draining infections bandaged to adequately contain drainage prior to release;
Be given enough antibiotics to complete treatment;
Be counseled on practical infection control measures to prevent transmission to 
household members and other anticipated close contacts; and 
Should be given assistance with accessing follow-up medical services.

Surveillance: Upon the diagnosis of a single MRSA case, surveillance measures should be
heightened to detect additional MRSA cases through the following procedures, summarized in
Appendix 10 (MRSA Containment Checklist).

• Interview index case: The index case should be interviewed to identify potential sources of 
infection and close contacts. The date of onset of the infection should be ascertained to 
determine how far back in time the investigation should go and whether the onset was 
before or after intake into the correctional system. The content o f the interview should 
include prior incarceration history at other facilities, recent hospitalizations, housing and 
work assignments, sharing of personal hygiene items with other inmates, participating in 
sweat lodge ceremonies, recent injection drug use, tattooing, sexual contact with other 
inmates, participation in close-contact sports, or exposures to other inmates with draining 
wounds or skin infections. Identified contacts should be listed on Appendix 11 (MRSA 
Contact Line-Listing).

• Evaluate contacts: Identified contacts at potential risk of acquiring MRSA should be 
examined for signs and symptoms of infection.

• History of food handling: The inmate’s work assignments should be reviewed to 
determine if he or she has been a food handler.

• Increased surveillance at routine visits: Health care providers evaluating inmates during 
sick call visits and chronic care visits should be on the alert for inmates with skin or soft 
tissue infections or other evidence of MRSA infections.

• Microbiology: Bacterial cultures should be regularly monitored to detect any additional 
MRSA infections among the inmate population.

11. O utbreak M anagem ent

Detection of two or more cases of epidemiologically-related MRSA infections should prompt 
an immediate investigation to determine if an outbreak has occurred. Outbreak surveillance 
measures are not indicated if the MRSA infections are obviously unrelated (e.g., two inmates 
returning separately from a hosp’tal where nosocomial MRSA infections are endemic or 
multiple MRSA infections separated in time without any epidemiologic linkage.) Once a 
MRSA outbreak is suspected the following measures should be taken.
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Laboratory confirmation: MRSA isolates should be further evaluated for antibiotic 
susceptibilities. The evaluating laboratory should be instructed to save any cultures that are 
positive for MRSA for at least 30 days until a determination can be made whether molecular 
analysis is warranted. The 30-day period may be extended if necessary. The written 
instructions to the laboratory should be included on the requisition and should state:

“Save for at least 30 days if positive for MRSA. Notify provider prior to discarding."

A MRSA outbreak is suggested if similar antibiotic susceptibility patterns are identified among 
two or more MRSA isolates from epidemioiogically-linked patients. Further confirmation of a 
MRSA outbreak through molecular analysis of MRSA isolates (e.g., pulsed-fleld 
electrophoresis) should be considered in consultation with Central Office HSD and public 
health authorities if the outbreak is extensive or when otherwise warranted for specific 
epidemiologic or correctional reasons. When molecular analysis is indicated, the typing 
pattern for the isolates should be noted on Appendix 1 (MRSA Case Tracking and Reporting 
Form).

Tracking: Inmates with suspected or confirmed MRSA infections should be systematically 
tracked using the MRSA Case Tracking and Reporting Form in order to assess case clusters and 
help identify common source transmission.

Containment: In the context of a large MRSA outbreak, inmate cohorting of infected skin 
or soft tissue cases may be considered as long as the cohorted inmates have MRSA infections 
with similar antibiotic susceptibilities.

Inmate transfers: Guidelines for inmate transfers outlined above should be followed 
during a MRSA outbreak. In addition, all inmates scheduled for transfer from an 
institution with a MRSA outbreak should be interviewed by a health care provider and 
have a targeted examination of the skin to determine if they have a previously 
undiagnosed skin or soft tissue infection.

Infection control measures: In addition to the infection control measures described 
above, the following should be emphasized in the context of a MRSA outbreak.

• Hand hygiene and the use of correctional contact precautions should be strictly enforced 
for all health care providers and correctional workers.

•  The broader use of antimicrobial soaps, washes, or shampoos in affected housing units, 
dormitories, or throughout the entire correctional facility should be considered on a case by 
case basis in the context of a MRSA outbreak.

•  More stringent infection control practices should be implemented, i.e., routine cleaning 
and disinfection of patient care items, such as stethoscopes and blood pressure cuffs, after 
all patient contacts.

13 Return to Table of Contents



Federal Bureau of Prisons
Clinical Practice Guidelines

Management of M R SA Infections
August. 2003

• Diligently inspect and reinspect living, sleeping, bathroom, recreational, and all other 
areas within the correctional facility where close skin-to-skin contact or sharing of 
personal hygiene or communal items is likely to occur in order to detect potential means 
of ongoing MRSA transmission. If the outbreak is confined to a certain housing unit or 
dormitory, all living, sleeping, and bathroom areas should be carefully inspected, including 
cell “shakedowns”, when necessary, to identify potential sources of infection such as 
unsanitary conditions or ongoing injection drug use or tattooing.

• Influenza prevention: Persons with influenza are at higher risk of secondary, pulmonary 
infections with Staphylococcus aureus and other bacteria. Necrotizing MRSA pneumonias 
affecting multiple inmates could occur during concurrent influenza and MRSA outbreaks 
within the correctional setting. If a MRSA outbreak occurs during influenza season or 
MRSA infections are endemic in the facility, clinical directors should consider more 
aggressive influenza prevention strategies including the following:

- Influenza vaccination of the entire affected inmate population regardless of individual 
risk factors for influenza in consultation with Central Office HSD; and

- Adopting a low threshold for administering antiviral influenza prophylaxis for all 
unvaccinated inmates or those only recently vaccinated (within the past two weeks) if 
influenza cases are documented in the facility.

Surveillance: Once a MRSA outbreak is suspected or confirmed, health care personnel 
should determine if inmates with MRSA infections have a common source of infection such as 
shared housing or work assignments, the same religious or recreational practices, the same 
social or gang affiliations, recent injection drug use activity, sexual contact with other inmates, 
new tattoos, hospitalization in the past 6 months, or a common primary health care provider.

Surveii.ance physical examinations for previously undetected MRSA infections should be 
considered in accordance with the following:

• Common source outbreak suspected: All potential inmate contacts should be examined, 
e.g., dormitory inmates, for unidentified skin or soft tissue infections or other evidence of 
MRSA infections.

• Surveillance of high risk inmates: If the outbreak involves multiple inmates or is 
sustained over time, targeted examinations should be considered for inmates who may be at 
higher risk of MRSA infections (e.g., inmates with diabetes, renal failure, surgical wounds, 
indwelling catheters, chronic skin diseases, or immunocompromised conditions) for both 
surveillance and diagnostic purposes.

• Health care worker is possible source: If a health care worker is the potential common 
source of MRSA infections, the health care worker should be interviewed by the clinical 
director or designee to determine if the worker has had any recent skin or soft tissue 
infections and to review the worker’s infection control practices such as hand washing and 
use of contact precautions. The health care worker should be referred to a physician for
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medical evaluation and clearance if a MRSA infection is suspected clinically or 
epidemiologicaliy.

• Environmental surveillance cultures (i.e., swabbing medical equipment, clinical areas or 
living areas) to detect MRSA are normally of limited benefit in controlling a MRSA 
outbreak and should only be considered in consultation with public health authorities with 
expertise in outbreak control.

Decolonization of asymptomatic carriers: Nasal swab surveillance cultures for 
MRSA and decolonization of asymptomatic carriers with mupirocin are not routinely 
recommended in the context of a MRSA outbreak. Mupirocin treatment does not eradicate 
colonization in all treated persons, does not prevent recolonization following future exposures 
to MRSA, and, when used broadly, can result in mupirocin-resistant MRSA strains. MRSA 
decolonization of health care workers and patients may be of benefit in eradicating MRSA 
from certain confined settings, such as inpatient units. Decolonization of asymptomatic 
carriers should only be considered after consultation with public health authorities and Central 
Office HSD.

Education: Educational efforts should target inmates, correctional workers, and health care 
personnel in order to contain a MRSA outbreak. The following educational initiatives should 
be considered:

• Town hall meetings with inmates to reinforce the importance of regular hand washing, 
good personal hygiene, routine showering, maintenance of a clean cell, regular laundering 
of bed linens, self-reporting of ail skin lesions, importance of inmates keeping wounds 
covered, and refraining from any injection drug use, tattooing, and sexual contact with 
other inmates.

• Recalls with correctional stafT to reinforce the importance of regular hand washing, 
correctional standard precautions when interacting with all inmates, the use of correctional 
contact precautions when interacting with inmates with MRSA infections, the routine 
inspection of inmate housing units for cleanliness, the examination of foodhandlers for 
visible skin infections, and the detection of prohibited tattooing practices, injection drug 
use, and sexual activity among inmates.

• Meetings with health care personnel to reinforce the importance of hand hygiene befove 
and after every patient contact, decontamination of shared medical devices, as well as the 
appropriate use of correctional standard and contact precautions.

m w y     ■‘ W VyaF *'* “ n*'™  1 P F 1 "" ‘ 11 *t r '’r '

12. Inpatient Units

Inpatient units within correctional facilities should develop site-specific infection control 
practices to prevent the spread of resistant organisms. Infection control guidelines used for the 
hospital setting should be adapted to the correctional inpatient setting.
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Primary prevention: The following primary prevention infection control measures should 
he considered for inpatient units:

• Educating inpatient health care providers on the importance of preventing the spread of
antibiotic resistant organisms and the efficacy of control measures:

• Strictly enforcing hand hygiene before and after all patient contacts;

• Avoiding inappropriate or excessive antibiotic usage for inpatients (monitoring through 
the infection control and the pharmacy and therapeutics committees);

• Dedicating noncritical patient-care equipment to a single patient when contact or droplet 
precautions are indicated and when use of common equipment or items is unavoidable, 
adequately cleaning and disinfecting before use with other patients;

• Strictly enforcing environmental disinfection of patient rooms, including terminal 
cleaning at the time of patient discharge with a focus on environmental surfaces exposed to 
frequent hand contact (i.e., bed rails and door knobs);

• Regularly monitoring bacterial cultures of inpatients and recently discharged inpatients to
detect clusters of MRSA infections; and

• Appropriately assigning beds for new admissions with undiagnosed, potentially 
infectious conditions, including MRSA, to avoid placement in rooms with other inmates at 
high risk for developing infections.

Secondary prevention: The following secondary prevention infection control measures 
should be considered for containing MRSA infections in inpatient units:

• Aggressively evaluating, containing, and treating inpatients with suspected or 
confirmed MRSA infections since these patients are at greater risk of serious disease; 
(Transmission of MRSA infections to others within the inpatient setting can occur easily and 
can cause serious illness to other medically compromised patients. Contact precautions and 
other recommended infection control practices should be strictly enforced.)

• Heightened MRSA surveillance of other inpatients; and

• Assigning specific staff to care for contagious MRSA patients (when staffing permits) in 
order to minimize the risk of cross-infection. (These staff members should not be also 
assigned to care for inmates at high risk of developing infection.)

Outbreak management: MRSA outbreaks within the inpatient setting can be extremely 
difficult to control and are affected by multiple factors that vary among inpatient units. The 
most effective methods to eradicate MRSA infections from the inpatient setting have involved 
the active surveillance and isolation of patients with MRSA infection and/or MRSA
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colonization along with the use of strict contact precautions when managing these patients. 
Public health authorities should ordinarily be consulted to develop a specific infection control 
strategy due to the difficulties in managing MRSA outbreaks in the inpatient setting and the 
inherent risks to the patient population.

Strategies for controlling a MRSA outbreak in the inpatient setting beyond full implementation 
of primary and secondary infection control measures may include the following:

• Careful and repealed examinations of all inpatients for undiagnosed MRSA infections.

• Aggressive culturing of all potential infections and regular review of culture results.

• Obtaining nares surveillance cultures for new inpatients and periodically, thereafter,
particularly for inmates at high risk of MRSA infection. (Persons at high risk of MRSA 
infection include persons with diabetes, immunocompromised conditions, open wounds, 
recent surgery, indwelling catheters, implantable devices, chronic skin conditions, and 
paraplegia with decubiti.) The following procedure should be used for obtaining nares 
cultures:

- Individual should be instructed to blow their nose prior to obtaining a specimen;
- Remove swab collection device from its packaging material;

Confirm that swab collection device has been pre-labeled with appropriate identifiers;
- Insert dry swab approximately 2 cm into one naris;

Rotate the swab against the anterior nasal mucosa for 3 seconds;
- Using the same swab, repeat for the other naris;

Return swab to transport sleeve; and
- Follow other specific manufacturer's recommendations for culture collection and 

transport, including storing swabs in refrigerator (with temperatures of S°- 25CC) for no 
more than 7 days and shipping with a refrigerator pack.

• Assign inpatients with MRSA infections and/or colonization to either single-cell housing 
or to cohorted housing with other inmates who are similarly colonized.

• Decolonizing procedure: Decolonization of targeted groups of inpatients and/or health 
care providers is rarely indicated and should only be pursued in consultation with 
Central Office HSD.
(Note: Ongoing or repeated decolonization should NEVER be employed.) The following 
procedure for decolonization should be used:

- Apri' approximately one-half of 2% calcium mupirocin ointment from the 1 gm single­
use tube (Bactroban"1) into one nostril and the other half of the ointment to the other 
nostril twice daily for 5 days, avoiding contact of the medication with the eyes.
The inmate should press the sides of the nose together and gently massage for one minute 
to spread the ointment throughout the inside of the nostrils.
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Direct observation of the decolonization proteduie is recommended for each administration 
of the ointment.

• Treat inpatients with an antimicrobial wash and shampoo in conjunction with nares 
decolonization in consultation with Central Office HSD.
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D efinitions

Beta-lactam antibiotics include: penicillin, ampicillin, amoxicillin, 
amoxicillin/clavulanate, methicillin, oxacillin, dicloxacillin, cephalosporins, carbapenems 
(e.g., imipenem), and the monobactams (e.g., aztreonam).

Colonization is the presence of bacteria on or in the body without causing infection.

Community-onset MRSA infections develop outside a hospital or nursing home setting 
and may or may not be associated with a health care setting, e.g., recent hospitalization.

Correctional standard precautions are hospital standard precautions (see below) that 
have been adapted to the correctional setting taking into account security issues, inmate 
housing factors, and infection control concerns inherent to jails and prisons (see Appendix 6a).

Correctional transmission-based precautions are transmission-based infection control 
precautions (see hospital transmission based precautions below) that have been adapted to the 
correctional setting taking into account relevant security concerns, inmate housing factors, and 
infection control issues inherent to jails and prisons (see Appendix 6b and 7b)

Hospital standard precautions are infection control practices used in the hospital setting 
to reduce the risk of transmission of microorganisms from both recognized and unrecognised 
sources of infection.

• Standard precautions apply to: blood, all body fluids, secretions, and excretions
(except sweat), regardless of whether or not they contain visible blood; nonintact skin; and
mucous membranes.

• Standard precautions include:
(a) adequate hand hygiene measures in accordance with CDC guidelines after touching 

blood, body fluids, secretions, excretions (includes wound drainage), and 
contaminated items, whether or not gloves are worn;

(b) the routine use of personal protective equipment such as gloves, masks, eye protection 
or face shields, and gowns whenever contact with blood, body fluids, secretions, 
excretions (includes wound drainage) is anticipated;

(c) ensuring that environmental surfaces in the health care setting are routinely cleaned 
and disinfected;

(d) ensuring that linens are handled and cleaned in a manner that prevents staff exposures 
to contaminated laundry and avoids the transfer of microorganisms from person to 
person or from place to place;

(e) the safe disposal of needles and other sharp instruments and devices in appropriate 
leakproof and puncture-resistant containers; and

(0  the placement of patients who may contaminate the environment or cannot be expected 
to maintain adequate hygiene or a sanitary environment in a private room.
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Hospital transmission-based precautions are patient-specific precautions that are 
indicated for hospitalized patients with suspected or diagnosed infections that are either highly 
transmissible or epidemiologically important. The three types of transmission-based 
precautions include airborne, droplet, and contact precautions. Contact precautions apply to 
draining MRSA skin and soft tissue infections; and droplet precautions apply to MRSA 
pneumonia.

• Contact precautions are indicated for patients with pediculosis, scabies, impetigo and 
noncontained skin infections such as abscesses, cellulitis and decubiti; viral conjunctivitis; 
certain highly contagious enteric infections such as Clostridium difficile or patients with 
diarrhea and infection with hepatitis A virus, Shigella, or Escherichia coli 0157:H7; and 
gastrointestinal, respiratory, skin or wound infections or colonization with certain multi­
drug resistant bacteria such as MRSA.

Contact precautions include routine standard precautions as well as the following additional 
measures;

- The patient should be placed in a private room. Patients with the same infection can be 
housed together if private rooms are not available.

- Clean, nonsterile gloves should be worn when entering the room. Gloves should be 
changed when grossly contaminated with potentially infectious material such as fecal 
material and wound drainage. Gloves must be removed and hands cleaned immediately 
(i.e., by washing with an antimicrobial agent or use of a waterless antiseptic agent) 
before leaving the patient’s room. Once hands have been cleaned, care should be taken 
not tc touch potentially contaminated environmental surfaces or items
A clean, nonsterile gown should be worn when entering the patient’s room whenever 
direct patient contact or contact with environmental surfaces or items in the room is 
anticipated. The gown should be removed before leaving the patient’s room, taking care 
not to have one's clothing contact potentially contaminated environmental surfaces.
The patient should leave (he private room for essential purposes only. If the patient 
leaves the room, precautions should be taken to minimize the risk of transmission of 
microorganisms to other persons and to avoid contamination of environmental surface or 
items.

- Noncritical patient-care equipment should be dedicated to a single patient. Common 
medical equipment that must be shared between patients must he adequately cleaned and 
disinfected before use by another patient.
No special requirements are indicated for eating utensils. Disposable or reusable utensils 
may be used. The use of detergent and washing procedures for decontamination are 
sufficient.

•  Droplet precautions are indicated for patients with illnesses such as influenza, mumps, 
rubella, streptococcal pharyngitis or pneumonia, invasive Haemophilus influenzae type b 
disease such as pneumonia and epiglottis, invasive Neisseria meningitidis disease such as 
meningitis and pneumonia.
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The use of droplet precautions is of unproven benefit in preventing MRSA transmission with 
MRSA pneumonia Given the close proximity o f inmates in a correctional setting, the 
Federal Bureau of Prisons recommends a conservative approach.

(NOTE: Patients with an unknown respiratorv illness compatible with tuberculosis should 
be managed with airborne precautions (i.e., requires patient isolation in a room with 
negative pressure and patient management by staff wearing adequate respiratory protection 
such as an N9S respirator) rather than droplet precautions until the diagnosis of tuberculosis 
has been excluded.)

Illnesses requiring droplet precautions are caused by infectious agents that are transmitted in 
large-particle droplets (>  5 /im in size) when an infectious patient coughs, sneezes, talks, 
or has certain procedures performed such as suctioning and bronchoscopy. Transmission of 
infection occurs when droplets containing the microorganism are propelled a short distance 
in the air and then deposited on the host’s mouth, nasal mucosa, or conjunctivae. Large- 
particle droplets do not remain suspended in the air.

Droplet precautions include routine standard precautions as well as the following 
additional measures:
- The patient should be placed in a private room. (NOTE: The room does not require 

negative pressure or a special air handling system.) The door of the room may be 
opened without concern that the infectious agent will be transmitted to others. Patients 
with the same infection may be housed together if private rooms are not available.

- A mask, eye protection, or a face shield should be worn to protect mucous membranes of 
the eyes, nose, and mouth during procedures and patient-care activities that are likely to 
generate splashes or sprays. Masks should be worn when entering the room or when 
within 3 feet of the patient. An N95 respirator is not required.

- Contagious patients infected with pathogens transmitted by large-droplet panicles should 
wear a surgical mask if they must leave their private room. Patient movement outside a 
private room should be limited to essential purposes.

Methicillin-resistant Staphylococcus aureus or “MRSA” are staph bacteria that 
have become resistant to beta-lactam antibiotics, including: penicillin, ampicillin, amoxicillin, 
amoxicillin/clavulanate, methicillin, oxacillin, dicloxacillin, cephalosporins, carbapenems 
(e.g., imipencm), and the monobactams (e.g., aztreonam). MRSA causes the same types of 
infections as staph bacteria that are sensitive to beta-lactam antibiotics.

MRSA outbreak is a clustering of two or more epidemiologically-related, culture-positive 
cases of MRSA infection. (NOTE: MRSA colonization data, when available, should also be 
considered when assessing outbreaks, since new cases of MRSA colonization without infection 
also indicate ongoing MRSA transmission.) Confirmation that a MRSA outbreak is caused by 
the same organism is suggested by similar isolate antibiotic susceptibilities and further 
supported if molecular analysis, such as pulsed-field gel electrophoresis, identifies a 
predominant MRSA strain.
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Primary preventioil is the implementation of screening, infection control, treatment, and 
administrative measures aimed at reducing the incidence of MRSA infections in the inmate 
population and identifying MRSA infections in inmates upon prison entry.

Secondary prevention is the implementation of augmented screening, infection control, 
treatment, and administrative measures aimed at preventing further MRSA infections after the 
initial detection of a MRSA infection within the inmate population.

Staphylococcus aureus, often referred to as "staph,” is a commonly occurring bacterium 
that is carried on the skin and in the nose of healthy persons. Staphylococcus aureus may 
cause minor skin or soft tissue infections such as boils, as well as more serious infections such 
as wound infections, abscesses, pneumonia, and sepsis.
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Appendix 1. MRSA Case Tracking and Reporting Form*

FACL: Date: Contact Name/Phone #: Page:

* List all cases and suspected cases of MRSA. Note: Use Appendix 11 (MRSA Contact List) for contacts of MRSA cases.
If cultures unobtainable or nondiagnostic, list as suspected MRSA infection based on clinical and epidemiologic factors.
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Appendix 2. Oral Antibiotic Treatment Options Tor
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1 DS tablet 
BID

(Consider 
higher dosing 
with more 
serious 
infections or 
concurrent 
rifampin use)

Routine lab tests 
are not 
indicated.

Monitor 
CBC/platelets, 
renal and hepatitis 
parameters with 
prolong*, i 
treatment or in 
complicated 
patients.

Adverse effects: Rash .erythema 
multiforme, Stevens-Johnson 
syndrome, hemolysis w/ G-6-PD 
deficiency, hepatitis, pancreatitis, 
bone marrow suppression.
Drug interactions: Dapsone, 
anticoagulants, phenytoin, 
cyclosporine, diuretics, MTX. 
Comments: Maintain hydration with 
renal insufficiency to prevent 
crystalluria. Check for sulfa allergy.

Clindamycin

I .'V* J ~"r '" i

450 mg TID 
OR
300 mg QID

Routine lab tests 
are not indicated.

Adverse efTects: GI upset and 
relatively high incidence of C. 
difficile-induced colitis compared to 
other antibiotics.

Comments: If isolate is 
erythromycin-resistant, in vitro, 
clindamycin resistance may develop 
during therapy; consult with 
microbiology laboratory prior to 
treatment. Advise inmate to report 
diarrhea immediately. ____

Clinical Notes:
For less serious infections antibiotic treatment may be avoided utilizing a conservative approach, 
e.g., twice daily warm soaks or compresses and/or I & D.
Select antibiotics based on susceptibilities.
Consider administration of medications by directly observed therapy.
Minocycline or doxycycline, 100 mg BID, may be an alternative treatment option, but carefully 
review laboratory susceptibility results.
MRSA isolates may be sensitive to quinolones in vitro, however, the potential for resistance 
limits the use of this class of antibiotics.
The addition of rifampin in the treatment regimen may help with the treatment of serious soft 
tissue infections and promote decolonization, but its use is of unproven benefit. 
Recurrent/persistent skin lesions may indicate nonadherence to treatment, antibiotic resistance, or 
re-exposure to an infected source.
Resistant or serious infections usually require IV vancomycin or alternative agent.
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Appendix 3 Treatment Options for Serious MRSA Infections
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500 mg IV q 6 
hrs; OR

1,000 mg IV q 
12 hrs

Infuse over 1 
hour

Ineffective 
given orally

Monitor trough 
drug levels within 1 
hour of next dose: 
target is 10-15 
mcg/mL.

Auditory function 
Renal function/CBC

Adverse effects:
► Ototoxicity, nephrotoxicity, drug 

fever, hypotension, rash, pruritus, 
reversible neutropenia.

► Use with aminoglycosides increases 
nephrotoxicity.

» Histamine reaction; flushing.
Drug interactions: Anesthetics
Comments:
» Infuse over 1 hour to reduce “red 

man syndrome”- flushing, 
hypotension. Monitor BP. May 
need to extend infusion time.

► Adjust dosage based on trough 
levels.

► May require 2"" or 3,d antibiotic for 
serious ir.fcciions.

Linezolid*
(Zyvox*)
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600 mg BID 
oral or IV

Can take with 
or without 
meals

CBC with 
differential/platelet 
count weekly

Monitor BP - if 
hypertensive or 
taking a
sympathomimetic

Adverse effects: Diarrhea (including 
pseudomembranous colitis), bone 
marrow suppression, nausea, 
headache; serious neuropathies with 
extended use.
Drug interactions: Avoid 
adrenergic and sertonergic agents, 
including decongestants.
Comments:
► Avoid consuming foods containing 

large amounts of tyramine3.
» Use cautiously if patient is 

hypertensive.

Sepsis requires at least 2 weeks of IV antibiotics. Endovascular infections such as endocarditis, 
osteomyelitis, and other deep-seated infections require 4-6 weeks of therapy and may require 
combination antibiotic therapy; consult with expert on treatment regimen and length of treatment.
' Linezolid is a new antibiotic with limited efficacy and toxicity data: prescribe only in consultation 
with a physician expert.
'Avoid foods with very high tyramine content such as packaged soups, pickled/smoked fish, orange 
pulp, fava beans, and aged cheeses.
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Appendix 4. Evaluation and Treatment of Skin and Soft Tissue 
Infections in the Correctional Settiniting
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Conduct targeted history a^d physical: check for fluctuance, crepitus and cellulitis 
Assess risk factors for MRSA infection, including recent hospitalization 
Assess risk factors for systemic infection, e.g., recent injection drug use. prior endocarditis 
Diagnostic tests:

If signs of systemic infection (lymphangitis, fever, tachycardia) ■» blood cultures 
If wound drainage available -» wound cultures 

- If MRSA pneumonia suspected » chest x-ray and sputum cultures

t

For uncomplicated infections, without systemic S/S, use conservative treatment prior to antibiotics.
► Warm soaks and compresses: Soak infected area or apply warm compresses for 20 minutes, 2 

to 3 times per day until infection clears. Perform on a case by case basis, consulting with the 
infection control officer regarding how to safely implement.

» Incision and drainage (I & D): In conjunction with the use of warm soaks or compresses, drain 
accessible fluid collections, particularly loculated soft tissue infections. Frequently reassess to 
determine if repealed drainage is warranted.

* Foreign devices: When possible, remove catheters / foreign devices related to the infection.

Empiric Therapy for Suspected S. aureus Infection ■

If systemic infection/sepsis possible ► admit as inpatient and consider empiric IV vancomycin 
If mild to moderate illness (e.g., significant cellulitis associated with abscess, fever, 
lymphangitis) and cultures unobtainable or nondiagnostic * consider empiric antibiotic therapy: 

If no MRSA risk factors and no other MRSA infections in population empiric treatment 
with first generation cephalosporin, or amoxicillin/clavulanate, or erythromycin 

- If MRSA outbreak or MRSA risk factors -* treat with TMP-SMX or clindamycin

Targeted Antibiotic Therapy

► If cultures and antibiotic sensitivities are available -► target antibiotic therapy accordingly
Highly resistant MRSA isolates and serious infections • usually require IV vancomycin 
If susceptible -» consider treatment with TMP-SMX or clindamycin 
Can consider other antibiotics based on susceptibility results 

» Monitor closely since in vitro sensitivities may not correlate with clinical response
► Persistent or recurrent disease may indicate nonadherence, new infection, or resistance

Decolonization , < -  « ■

In context of significant MRSA outbreak -» can consider decolonization of nares with 2% mupirocin 
BID for 5 days. Consult first with Central Office HSD given benefit is unproven.

Treatment Follow-up r  IA
Re-evaluate 1 week after completion of antibiotic treatment and examine for recurrent lesions 
For uncontained draining lesions document clinical improvement and 2 consecutive negative 
wound cultures 72 hours apart before discontinuing containment. Periodic follow-up as clinically 
warranted.
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Staphylococcus aureus, often referred to as “staph,” is a common type of bacteria that is 
found on the skin and in the nose of healthy persons. Staph bacteria may cause minor skin 
infections such as boils or more serious infections such as pneumonia and blood poisoning. 
Certain “staph" bacteria that have become resistant to first-line antibiotics are called 
MRSA. MRSA infections are more difficult to treat, but usually respond to incision and 
drainage and/or antibiotics.

MRSA is usually spread through direct physical contact with an infected person, but may 
also be transmitted through contact with contaminated objects or surfaces. MRSA is not 
spread by coughing unless the infected person has pneumonia.

► Wash your hands thoroughly with soap and water throughout the day, particularly every 
time you use the toilet and before every meal.

► Never touch another person's wounds, infected skin, or dirty bandages.
► Don't scratch skin rashes.
► Maintain excellent personal hygiene through regular showers and by keeping your living 

space clean, including the regular laundering of your bed linens.
► Don't ever share personal hygiene items with others, including toiletries and towels.
» Clean off any surfaces shared with others such as weight benches.
► Use a towel or shirt as a barrier between your bare skin and exercise equipment.
► Shower after participating in close-contact recreational activities whenever possible.
► Don’t get a tattoo in prison.
► Don't use injection drugs.
► Don't have sexual contacts with other inmates.

How does a person know that he or she has a  MRSA;Infection?,.

Culturing pus from a skin infection is the most common way to detect MRSA.

Can MRSA be treated? ; • fcs • «

MRSA skin infections are often treated first with frequent warm soaks and draining the 
wound. Strong antibiotics can be effective in treating MRSA. Serious or highly resistant 
MRSA infections may require intravenous (IV) antibiotics in the hospital.
Always seek medical attention if you develop a boil, red or innamed skin, insect or 
spider bite, or a sore that does not go away.
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Appendix 6a. Correctional Standard Precautions in the General Population1

The following precautions should be observed by routinely by all correctional workers to prevent 
spread of disease.

wtiW nt ' "
* . -llT '

Hands should be routinely wa. lied with soap and running wafer: 
before eating, after using the lavatory, when hands are visibly dirty, 
and when there has been contact with blood or other body fluids. 
Wash hands with soap & running water for at least IS seconds.

PerMpfel*^ Not
routinely

i S i S

Personal protective equipment is indicated only if contact with 
blood/body fluids likely, i.e., gloves to protect hands from contact 
or mask, face/eye wear, gowns to protect from sprays and splashes.

S ta n *  Sr
•tUtxiSf!

Dispose of in a leak-proof, puncture-resistant container. Never 
recap, bend, break or otherwise manipulate used needles by hand.

Not
routinely

Place potentially infectious inmates in a private room (in 
consultation with medical staff)- Consider for inmates with poor 
hygiene practices

SanltatiQU.

■. -

v . » . * Vs
/  v« •- L-;
* t A  *

.-I/,1'.

Routine cleaning with an Environmental Protection Agency (EPA)- 
registered disinfectant (hup://www.cpa.iiuv/oppa<iOU!ahcmrcgindcx.htin). 
Use according to the manufacturer’s instructions. All washable 
(non-porous) surfaces should be cleaned during and after 
(terminal) cell occupancy. Correctional workers should conduct 
sanitation inspections of living & bathroom areas to identify visibly 
dirty areas.

Laundry
/if-

Collect at bedside or inmate may self-launder. If wet or soiled, 
handle as little as possible and bag in a leakproof bag at the location 
it was used, in accordance with local policy on management of 
contaminated linens. Machine wash and dry.

Activities Shared equipment, weight benches or any other surface exposed to 
sweat should be disinfected daily and routinely wiped clean between 
users with a clean dry towel. Inmates should use barriers to bate 
skin, such as a towel or clean shirt while using exercise equipment. 
Inmates participating in Sweat Lodges should shower before-hand 
and wear clean shorts and shirt, and afterwards, shower and again 
put on clean clothes. Routinely clean blankets/towels used during 
the ceremony.

Report SUa 
Infectious

Correctional workers with possible skin infections should report 
them promptly to their supervisor. Inmates with possible skin 
infections should be sent promptly for a medical evaluation.

1 General Population refers to all correctional settings except health care sellings.
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Appendix 6b. Correctional Contact Precautions in the General Population1

Observe the following precautions (in addition to routine Correctional Standard Precautions) when 
working with an inmate known to have a skin infection.

W a f e r '
UrtAi'. ■i

X
rigorously

Hands should be routinely washed with soap and running water for at 
least 15 seconds. Perform hand washing BEFORE and AFTER every 
contact with an infected inmate, even if gloves were worn.

as needed
Use gloves if touching contaminated hems/contact with blood/infectious 
body fluids is likely. Use other personal protective equipment (mask, 
face/eye wear wits) if contact with sprays or splashes likely.
Dispose properly in a leak-proof, puncture-resistant container. Never 
recap, bend, break or otherwise manipulate used needles by hand.

vanes

• .  t  * •

Medical determines the appropriate housing for an inmate with a skin 
infection. Inmates with skin infections may be housed in general 
population if the wound drainage can be contained in a dressing and the 
inmate is cooperative. Inmates with wounds that have significant 
drainage should generally be housed in a single cell. In an outbreak 
situation, inmates with MRSA may be housed together.

< i 
• it-V v
■ • -  . C.i

? •  -

Routine cleaning with an Environmental Protection Agency (EPA)- 
regislered disinfectant (hup / wuw cpa.gov'oppadOOl/chemregindex.him). 
Inmates are responsible for daily sanitation of cell. Instruct inmates to 
safely dispose of bandages in a leak-proof container according to local 
security policy. Remove trash daily. Clean all washable surfaces 
during and following (terminal) cell occupancy. Correctional workers 
should conduct sanitation inspections of living & bathroom areas.

Laundry.
hi>?
. s’,. -1 I ^

Change linens every other day (more often if visibly soiled). Linen 
bagged by the inmate in the cell. Change towels / wash cloths daily. 
Machine wash and dry.

Monitor inmate hygienic practices particularly if mentally impaired. 
Inmates with skin infections should shower daily.

A cttvifei/
Visitors

case-by-
case

Medical will decide about any restrictions on activities or visitors for 
inmates with skin infections. Restrictions on visitors rarely indicated.

E ^ jp i l j i b e h t

•!/> • iV'**
Single-use disposable is recommended, e.g.. security devices. Clean 
hand cuffs, etc., after use.

ItaHpiurti• • , . , r.

i\

Only when 
essential

If transfer is required for security or medical reasons the following 
irocedures should be followed: (1) Wound should be dressed on the 

day of transfer with clean bandages that contain wound drainage; (2) 
Use contact precautions as described above (hand-washing, gloves if 
touching wound drainage & safe disposal of dressings). If soiling of 
securit) devices likely, use disposable restraints (if feasible). If not, 
decontaminate after use. (4) Place clean sheet on cloth seats in vehicle 
not needed if vinyl). Decontaminate, if visible contamination occurs.

General Population refers to all correctional settings except for health care settings.
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Appendix 7a. Correctional Standard Precautions in the Healthcare Setting1

The followin 
who work in

ig precautions s 
healthcare (HC

hould be observed routinely by all correctional workers and clinicians 
') settings.

b u t t *
¥  W '■ r  ^ v . '  •«.*$/

r tia itIR '..
WnMnj

*«■> 1 Af ■

/fit v-

X
rigorous

Perform BEFORE and AFTER every patient contact, whether or not 
gloves were worn. If not visibly soiled, clean hands with a small 
quantity, e.g., 2-3 mL, of an alcohol-based handrub containing at least 
60% alcohol (if permitted) or an antimicrobial soap. If visibly soiled, 
hands should be washed with soap (antimicrobial or regular) and 
running water using friction. Liquid soap dispensers at sinks 
preferred. Consider routine use of antimicrobial soap in clinical areas.

t 3 S L

W t :
rrv •

X Access to single use, disposable gloves when contact with infectious 
body fluids or mucous membranes is anticipated. Latex-free gloves 
for latex-sensitivities. Gloves may be sterile or nonsterile, depending 
on the task. All HC staff should clean their hands before and after use 
of sterile/nonsterile gloves. Use other PPE if spray/splash is likely.

• mr-j
X Properly dispose in leak- & puncture-proof container per OSHA 

standards. Needles Never recap, bend, break or manipulate by hand.

Room - , ? 
Alignment

Not
routinely

Place potentially infectious inmates in a private room. Consider for 
those with poor hygiene.

SmWatSl
• 1

i.; , > s-
1 «

J 1 ■ ■

"> ■ ‘ ;i

X
strictly

enforced

Routinely clean all countertops, treatable surfaces in HC facilities per 
local schedule. Emphasis on frequently touched surfaces (i.e., door 
knobs, bed rails) &  after any contamination with blood/body fluids. 
Use an appropriate quaternary ammonium (chloride containing) 
disinfectant. Change solutions on a daily basis and clean the container 
to prevent contamination. Ensure that patient care items and 
potentially contaminated surfaces are cleaned &  disinfected after use. 
Barrier protective coverings, as appropriate, for surfaces that are 
touched frequently with gloved hands during patient care or may 
become contaminated with blood/body fluids or are difficult to clean.

Laundry■

.  V.
X Collect &  bag at bedside using standard precautions. Hot water, 

machine wash and dry regularly. Distribute when thoroughly dry.

Patient
Care
Equipment

•

i

X Safei) handle contaminated patient-care equipment to prevent skin and 
mucous membrane exposures, contamination of clothing &  transfer of 
microorganisms to other patients &  environments. Ensure that 
reusable equipment is decontaminated &  reprocessed between each 
patient use. Discard all single-use items prope iy. Promptly 
decontaminate reusable equipment if contaminated with infectious 
body fluids or visibly soiled.

Report Skla 
Infections

X HC staff should follow local procedures on reporting infections. Staff 
with suspected skin infections should report them to (heir supervisor.

1 “ Healthcare Setting" refers to areas where health care is delivered such as: medical/observation room, 
ambulatory or chronic care clinics, denial offices or inpatient units.
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Appendix 7b. Correctional Contact Precautions in the Health Care Setting1

Observe the ft 
evaluating anc

illowing prec 
treating inrn

autions (in addition to Correctional Standard Precautions) when 
ates with skin or soft (issue infections in health care (HC) settings.

Central1' H '  
Mmm a t : m

H N * 4 ' v .

W
X

rigorously
Perform hand washing BEFORE and AFTER every contact with an 
infected inmate, in accordance with Standard Precautions.

% * £ ' ■ ' !
i T O t e c n t e
Equipment *

m■M*V .

X
as needed

Clean, non-sterile gloves for patient care. Change gloves after contact 
with infective material. Remove gloves before leaving the patient's room; 
immediately wash hands with an antimicrobial. After glove removal, 
avoid touching potentially contaminated su:faces/items to avoid transfer of 
germs. Other PPE if drainage contact, likely.

X Dispose properly in a leak-proof, puncture-resistant container. Never 
recap, bend, break or otherwise manipulate used needles by hand.

private
or

cohort

Outpatient: Private exam room, if suspect/confirmed to have MRSA. 
Inpatient: Private, if extensive draining lesions (keep covered) or MRSA 
pneumonia. May cohort if same antibiotic resistance. See Appendix 9.

• t h"

‘ l > '■ Vi

X Cleaned routinely per local schedule. Emphasis on high touch areas. Use 
quaternary ammonium. All patient care items & potentially contaminated 
surfaces must be cleaned & disinfected after use. Use barrier protective 
coverings, as appropriate, for surfaces that are frequently touched with 
gloved hands during patient care, or if likely to become contaminated with 
blood/body fluids, or if difficult to clean. Dispose of dirty bant' ges in 
accordance with local waste management policy.

Laundry,, • X use routine standard precautions. No separate “isolation linen”.
PacknftCare
Equipment

' 1* i ' 
# -

X
single-use. 
if feasible

Safely handle contaminated patient-care equipment to prevent skin and 
mucous membrane exposures, contamination of clothing & transfer of 
germs to other patients & environments. Ensure that reusable equipment 
is decontaminated & reprocessed between each patient use. Discard all 
single-use items properly. Promptly decontaminate reusable equipment if 
contaminated with infectious fluid or visibly soiled.

Report 
Infect t o o * ,

X IC staff should follow local procedures on reporting MRSA infections. 
Staff with suspected skin infections should report to (heir supervisor.

Movement
Essential

Jmil movement outside room to essential purposes only. Cover wound 
with clean dressing. If MRSA pneumonia, surgical mask indicated.

Transfers
a

)
, • - 

if
V ( .

put poses 
only

n gencial, do not transfer inmates with contagious MRSA infections.
If transfer is required for security or medical reasons: (1) On day of transfer, 
securely dress draining wounds to prevent seepage. (2) Use contact 
prec.itions (above). If soiling of security devitcJ likely, use disposable 
restraints (if feasible). If not, decontaminate after use. (3) Place clean sheet 
on cloth seats in vehicle (not needed if vinyl). Decontaminate vehicle if 
visible contamination. (4) Have the clinical director (CD)/designce notify 
receiving CD/health services administrator of pending transfer with MRSA 
nfection.

1 ‘ H e a lth care  S e llin g "  refers to areas w here  health  ca ie  is de live red  such as m ed ica l/observation  ro o m , 
am b u la to ry  or chronic care  c lin ics , dental o ffices  or inpatient units.
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Appendix 8. Inmate Fact Sheet
General Instructions for Skin Infections

The following instructions are for inmates diagnosed with a skin infection.

. . .  ... . .  . - 4 y  ■ • * r  i  • • - •-%« « T  f - t

flsiiduirthg and GennplHatfapg -
■

► Regularly wash your hands with soap and water for at least IS seconds, especially:
► before and after using the toilet
► before and after touching your wound
► before eating.

► Shower frequently and put on clean clothes. Change clothing whenever it is soiled with wound 
drainage.

► Change linens regularly and whenever soiled with wound drainage.

► Do not share personal items such as razors, towels, wash cloths, bars of soap, etc.

» It you have an open wound, it should be covered at all times with a bandage.

» Do not allow other inmates to touch your wound.

► If your bandage comes off, dispose of it carefully in a leak-proof container as instructed by
health services staff. Wash your hands. Inform a correctional worker that you need a new
bandage.

■ - _ * ; f * <
W n  sorts n d  compresses •.'!<* .*•!

You may be instructed to soak your skin infection regularly in warm salt water or apply moist 
compresses for 20 minutes at a time. Carefully follow the instructions you receive.
If your wound begins to drain, report it to the health center

Antibiotics , \ .________ . ■ ,. _______. .. - fig

Take all medications prescribed by your doctor exactly as you are told to.

Report any of the following lo the health center:

► Fever
► Red streaks up from the wound.
► Increased foul smell from wound drainage
► Increased wound drainage.
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Appendix 9. MRSA Containment Guidelines

MRSA Stains 0 Cdnttliatiieiit Gnldetffew Precaution.
Non-draining MRSA 
skin infections

[ Single ceil housing not required. Instruct in 
personal hygiene and to report worsening of 
infection and draining wounds.

1 Correctional 
Standard 
Precautions

Small draining MRSA 
skin infections easily 
contained by simple 
dressing

Single cell housing usually not required. Single 
1 cell housing should be considered for mentally ill, 

cognitively impaired and uncooperative inmates. 
Visitor restrictions are generally not indicated.

1 Correctional 
Standard 
Precautions

MRSA skin infections 
with uncontained 
drainage (e.g., weeping 
cellulitis, purulent 
catheter-site infections, 
non-healing abscesses, 
infected surgical 
wounds, etc.)

Single cell housing recommended. In outbreak 
situations cohorting MRSA infected inmates with 
similar antibiotic resistance patterns is acceptable.
► Restrict from recreation and common areas
► Visitor restrictions rarely indicated- handle on a 

case-by-case basis
» Separate shower and toilet facilities preferred; 

priority for inmates with draining peri-rectal or 
thigh lesions.

1'’Correctional 
Standard & 
Contact 
Precautions

MRSA pneumonia Single cell housing required. '■’Correctional 
Standard & 
Droplet 
Precautions

MRSA Status Criteria for RiscoRtlQuinff Containment . •. .tv*

Healed wounds Release 24 hours after wound drainage has ceased (even if antibiotic 
therapy incomplete).

Draining wounds Release once wound drainage can be contained with a simple dressing 
OR after documenting clinical improvement and 2 consecutive negative 
cultures, at least 72 hours apart.

MRSA pneumonia Release after documenting clinical improvement and 2 consecutive 
negative sputum cultures, at least 72 hours apart.

1 The components of Correctional Standard Precautions are outlined in Appendix 6a and 7a.
: The components of Correctional Contact Precautions are outlined in Appendix 6b and 7b.
' Droplet Precautions include placine patient in a private room (negative pressure not required) or 
congregating patients with same infection; wearing mask eye protection or face shield during 
activities likely to generate spashes; wearing masks when entering room or within 3 feet of patient 
(N-95 not required); allowing patients to leave room only for essential purposes, always wearing a 
surgical mask. (See Hospital Based Transmission Precautions in the Definitions section for more 
detail.)

Note: Use of droplet precautions is of unprovcn benefit in preventing M R S A  transmission with M R S A  
pneumonia; however, given the close proximity of incarcerared inmates, a conservative approach seems 
prudent.
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Appendix 10. MRSA Containment Checklist (pap i)

✓

Index Case Last name: First name: Registration #:

1. History of current illness
□ Non draining skin infection (location):

□ Draining wound (location) Description: Onset Date: / /
□  1 &  D Date: / /
□  1 &  D Dale: / /

□ Pneumonia Onset D a te :__/__ /__
□ History of fever (obtain blood cultures)

2. Culture Results:
□ Culture/Sus Source: Date: / / Organism: Resist:
□ Culture/Sus Source: Date: / / Organism: Resist:
□ Culture/Sus Source: Dale: / / Organism: Resist:

3. Containment. The following housing is recommended (see Appendix 9)
□ General population (generally non-draining lesions or lesions with contained drainage)

□ Single Cell housing (draining lesions, M R S A  pneumonia, uncooperative inmates with M R S A )
□  Separate toilet facility preferred
□  Separate toilet facility required (thigh/peri-rectal lesions, etc.)
□  Droplet precautions - M R S A  pneumonia (see Definitions-Droplet Precautions)

□  Cohorted housing (outbreak situations) - inmates with M R S A  with similar susceptibility patterns

4. Inmate teaching / restrictions (Check all that apply)

□ teach inmate about wound care / precautions - Appendix 8 iUeneral Instructions for Skin Infections)
□ restrict from work assignment ( ) until not infectious
□  restrict from recreation - until not infectious
□ restricted or Gnot restricted from dining hall (check one)

Cl visitor restrictions (rarely indicated - determine on a case by case basis)

5. Case interview to identify potential sources of infection Date:__/_/_
□  history of M R S A  □  hospitalization or surgery (where/when?)___
□  sharing of personal hygiene items
□  recent injection drug use □  tattoo while incarcerated
□  other medical risk, e .g ., diabetes, dialysis, etc.
□  sexual contact with other inmates □  participation in close-contact activity
□  exposure to other inmates with draining lesions □  recent transfer

6 . Identify potential contacts: Record on Appendix I I  (M RSA Contact Line-list)
□  review infection data, sick-call, e .g ., trends, more cases? D Y e s  D N o
□  interact with providers, e .g ., more cases?
□  other positive laboratory cultures identified? D Y e s  D N o
□  work assignment:
□  housing assignment(s) (dorm /room):

7. Discontinue Containment:__/__/__
□  Healed wounds: Release 24 hours after wound drainage ceased (even if antibiotic T X  incomplete)
□ Draining wounds responding to TX; Release if cooperative and drainage contained by simple 
bandage O R  after 2 consecutive, negative cultures, at least 72 hrs apart.
□ M RSA pneumonia responding to TX: Release after 2 negative sputum cultures, 72 hrs apart.

I. Follow up visit to monitor for potential reoccurrence. Date:_/__/_
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Appendix 10. MRSA Containment Checklist (pate 2) |

Index Case Lastname: Firslname: Registration 0 :

9. Implement appropriate barrier precautions & promote good hand hygiene.
□ insure appropriate staff communication
□ insure processes to maintain access to appropriate hand hygiene supplies are in place for 
infected inmate and staff.
Describe:

Date: _ / _/_
10. Communicate risks, educate on transmission, infection control S t prevention.

□ inmates
□ correctional workers
□ clinician staff - include management training, as necessary 
Describe:

Date:

11. Screen all dose contacts for symptoms. (List on Appendix 77).
Date completed:_/__/__

Screen for localized symptoms or systemic symptoms/potential sepsis, e.g ., fever, tachycardia, 
tachypnea, hypotension, mental status changes. Expedite to hospital, as indicated.

12. Evaluate symptomatic cases and treat and contain as indicated. Refer as necessary.
Obtain culture and susceptibility testing on draining lesions If M R S A  is suspected refer back to steps 1 
to 8 of this checklist.

13. Report MRSA outbreak to:
(2 or more epidemiologically related cases with similar antibiotic resistance pattern)

□ Not applicable
□ Warden _/__/_
□ Regional Office / /
□ Central Office USD
□ Local health department_/_/_

14. Continue surveillance to identify potential cases.
If transmission-linked cases is evident, consider mass screening of implicated areas

15. Provide feedback and address areas where improvement is indicated.

Investigating Employee (Last Name, First - Print) Date Completed

Employee Signature
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Appendix 11. Line listing of Contacts to MRSA Cases
(Suspected/Confirmed MRSA cases should be also listed on Appendix 1)

• ''J’t ~ v _ 1 * ' ' • _ . * • ■ d * *d. r*- I •*, 4 r+“
Index Case: Registration#: Page: *
✓ Inmate Name

(Last, First)
Registration # Contact

Type*
Evaluated/
Outcome

•e.g., cell-male, dorm-mate, co-worker, other contact
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RE: Injury U r n
Burke, Monica L (DOA) 
Toi Godfrey, Todd W (DOC) 
Get

Hi Todd,
I

II believe it was Director Armstrong, nnd the Deputy Director of Personnel & Labor Relatione. | ,■

i 1Monica Burke t
Payroll Supervisor
Public Protection Group ■. j
Division of Personnel & Labor Relations ■ *
907-465-3300 ■)

• I 5*
, |

_              ,_d

Promt Godfrey, Todd W (DOC)
Sent: Wednesday, March 05, 2006 7:04 AM 
Toi Burke, Monica L (DOA)
Subjects RE: Injury Leave

Hi Monica,
Thank you for replying to my question. Could you please ted me who made the 

(Inal determination on the denial of my Injury leave. Thanks, Todd.

; ?t

https://webmail.alaska.gov/Exdiange/todd.godft ey/kboK/TCind^conteiiti 3/5/2008

https://webmail.alaska.gov/Exdiange/todd.godft
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M EM ORANDUM
DEPARTMENT OF CORRECTIONS

Division of Institutions

TO: Supt Okuloy 

THRU: S gt R endon//^

FROM: Todd Godfrey GOII «*■

State of Alaska

Anvil Mountain Corvecttonal Confer
P.O. Box 730 

Nemo. Mooko 09792-0730 
Phono (007) 443-041 Fox (007) 443-9337

DATE: 12/10/07

SUBJECT: injury Leave

On 12/07/07, during the oouree of my regular duties, I contracted the MRSA staff infection.
I have been unable to report for duty s) we Saturday 12-06-07. The Doctor has interned me that 
this stage of the infection is contagious

I am requesting to invoke section 20.7 of the Alaska Correctional Officer's Association 
contract covering Injury Leave. At thia time, I do not know when i will be cleared to return to 
duty.

Thank you for your attention to this matter. Please feel free to contact me if you require 
more information.

Todd Godfrey COII

f
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Response to Employee Notice of Ray Problem

Employee: Todd Godfrey
SSN: 574644527
Filing Date: 1 /3 /0 8

Mr. Godfrey states that he was charged personal leave when he requested to 
invoke section 20 .7  of the Alaska Correctional Officers Association contract 
covering injury leave. He would like his personal leave o f sixty (60 ) hours 
reimbursed.

Per the Alaska Correctional Officers Assocla ion (ACOA) contract Article 20.7, 
Section B.3, the injury leave request must be submitted to the Superintendent 
for approval. Mr. Godfrey submitted an iqjury leave request memo to his 
Superintendent thru his supervisor on December 10, 2007. Due to the 
conditions surrounding the injury, the Superintendent has not approve^ the 
injury leave request. Once the Workers' Compensation determ ination s made 
the Superintendent will make the injury leave request approval determination.

Mr. Godfrey has been paid correctly, and will continue to see his personal leave 
charged until the approved leave request memo is approved by the j  
Superintendent.

No further action required.

1,’lC c  ^ --------A
Mike Rader
Human Resource Tech I I I  
Public Protection Payroll 
January 10, 2008
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From: Okuley, Marcus J (DOC) Santi Fti 1/4/300* 12:48 HM
To: Rader, Mtchaat B (DOA)

Ce: Aimstiang, Garland H (DOC); Nntfiem, HaOaccs Joan (DOC); Burtca, Monica L (DOA)
Subject: RE: Todd Godfrey Injury Leave Request
Attachments: «

That seems reasonable to me. Thank you.

From: Rader, Michael B (DOA)
Sent: Friday, January 04, 2008 12:16 PM 
To: Okuley, Marcus J (DOC)
Cc: Armstrong, Garland H (DOC); Bingham, Rebecca Jean (DOC); Burke, Monica L (DOA) 
Subject: RE: Todd Godfrey Injury Leave Request

Approving the injury leave is up to you. If you would Nke to watt until the Worker’s Comp has been determined before 
approving the injury leave hat Is fine. I’m going to respond to the NOPP stating that we will be charging his personal 
until the Injury Leave request Is approved. If you have any questions or concerns please let me know.

Thanks,

Mike Rader, Human Resource Technician III 

Dept, of Admin., Div. of Personnel & Labor Relations 

Technical Services Public Protection Group 

Phone; 907465-3324 

Fax: 907-465-2202

From: Okuley, Marcus J (DOC)
Sent: Friday, January 04, 2008 10:53 AM 
To: Rader, Michael B (DOA)
Cc: Armstrong, Garland H (DOC); Bingham, Rebeoot Jean (DOC) 
Subject: RE: Todd Godfrey Injury Leeve Request

Mike,

The employee claimed in his memo that he contracted the Infection “during his regular duties”. However, t 
ho corroboration. No known acth/a MRSA caaes were pnaaant In the facility at the time. I indicated on the
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Workers Comp injury report that it was indeterminable whathor the employee contracted MRSA at tha fecil 
the community. I have no problem approving the memo for Injury Leave (the possibility exists It was work i 
out had thought Workers Comp needed to make a determination?

What say you?

2 0 0 6

A  Ye*re f  P ossibilities

Marc Okuley 

Superintendent

Anvil Mountain Correctional Center 

Box 730Nome, Alaska 99763 

(907) 443-5404

From: Rader, Michael B (DOA)
Sent: Friday, January 04, 2008 10:38 AM 
To: okuley, Marcus J (DOC)
Cc: Burke, Monica L (DOA)
Subject: Todd Godfrey Injury Leave Request

Hello.

Todd submitted a Notice of Pay Problem because he has not received his Injury Leave for a MRSA staff infection tha 
contracted during his regular duties on 12/7/07. He attached a oopy of his Injury Leave request memo that was sent' 
through his supervisor. Have you received or approved this? In order for my NOPP response to be accurate I would 
know If his request Is approved or not. Please let me know If you need a copy of the memo for signature or if it's alre: 
approved.

Thank you fo r your assistance.

Mike Rader, Human Resource Technician III 

Dspt of Admin., Dlv. of Personnel i  Labor Relations
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^Awaa»m«fltec»ncni^v»wwttM <m>y harm you computer. Attpdnwte w y  not dteptey contOf.

Prom; Okutay, Marcus J (DOC)
To: Itadar, Mlchaal B (DOA)
Cc: Reader, Mary M (DOC)

Sent] Frt l/ia/200*10:50 AM

Subject: RE: Request For Injury loave - Godfrey

Attachments; Q  iniurv Leave Request Appmvilortf/iisiMl

Mike,

I have approved injury leave for Todd Godfrey related to his absence from work 12/8 through 
12/12/2007 (60 hours) due to a M RSA infection. It appears Workers Comp has made a 
determination, established a file and is footing his medical costs. I have not heard anything 
regarding this issue from Risk Management.

I have attached the request m em o with my approval notation and additional AW CB  
documentation. My recommendation is that Mr. Godfrey be reimbursed 60  hrs of personal leave 
and the absence covered by A C O A  injury leave (ACOA CBA Art. 20 .7).

Please advise if there is anything further needed.

Anvil Mountain Correctional Center

Marc Okuley

Superintendent

2008 Box 730 Nome. Alaska 99762

A year o f  Possibilities (907) 443-5404

Prom: Rader, Michael B (DOA) 
Sent! Tue 1/15/2008 2:23 PM
Tl*l hav̂ Ar Mm/ M



Page 2 of 2

Subject: RE; Notice of Pay Problem

The Superintendent wNI make the determination on the injury and if It quaMea. Often the Superintendent will wait 
until Worker's Comp, cornea back with their determination. Let me know If you need anything else.
Thanksl

Mike Radar, Human Reeource Technioian III 

Dapt. of Admin., Dlv. of Personnel & Labor Relations 

Technical Servioea Public Protection Group 

Phone: 907-465-3324 

Fax: 907-465-2202

From: Reader, Mary M (DOC) 
Sent: Tuesday, January IS, 2008 2:20 PM 
To: Rader, Michael B (DOA) 
Subject: Notice of Pay Problem

t just received your reponse to employee notice of pay problem for Todd Godfrey. Do you know who makes the 
determination whether or not his condition/injury was work related? Is there someone I can contact to find out if a 
determination has been made? Thanks for your help.

Mary
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Okuley, Marcus J (DOC)

Prom: Rader, Michael B (DOA)
Bent: Wednesday, February 27,2008 10:37 AM
To: Okuley, Mercus J (DOC)
Cc: Burke, Monica L (DOA)
Subject: Todd Godfrey Injury Leave Denied

Good Morning,
Diane Klesel end Garland Armstrong made the decision that Todd's injury leave ehoukf not be approved for the MR8A staff 
infection. Since MRSA can be contracted at any locator, and them wee not a dear outbreak In the Institution K was deemed rial 
eligible for Injury leave. We will not be running an adjustment to orodK his leave back and will be charging his personal leave for 
any other leave taken for this reason. If you have any questions pieasa let me know.
Thanksl

Mika Radar, Human Resource Technician III 
Dept of Admin., Dlv. of Personnel A Labor Relations 
Technical Services Public Protection Group 
Phone: 107-4684324 
Fax: >07415-2202

‘---------------- v  T7

2/27/2008



Okuley, Marcus J  (DOC)

From: Rader, Michael B (DOA)
Sent: Wednesday, February 27, 2008 10:37 AM
To: Okuley, Marcus J (DOC)
Cc: Burke, Monica L (DOA)
Subject: Todd Godfrey Injury Leave Denied

Good Morning,
Diane Kiesel and Garland Armstrong made the decision that Todd's Injury leave should not be approved for the MRSA staff 
infection. Since MRSA can be contracted at any location, and there was not a dear outbreak in the Institution it was deemed n 
efegible for injury leave. We will nqf be running an adjustment to credit his leave back and wl9.be charging Ms personal leave fc 
any other leave taken for this reason. If you have any questions please let me know.
Thanks!

Make Rader, Human Resource Technician III 
Dept of Admin., Div. of Personnel A Labor Relations 
Technical Services Public Protection Group 
Phone: 907-465-3324 
Fax: 907-465-2202
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Burke, Monica L (DO/0 
To: Godfrey, Todd ^ O C ) 
Cc: Rader, ’ chael t v OA)

Hello CO Godfrey,

Your injury leave has been denied due to the fact there is no evidence that you contracted 
MRSA in the institution, and there were no other reports of any other employee having this in 
your fadlty.

Please let me know if you have further questions. Thanks.

Monica Burke
Payroll Supervisor
Pubic Protection Group
Division of Personnel & Labor Relations
907-465-3300
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Your I [ 

j  Wed 
Today I 
Tue 2 1
RE: R.
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M ethicillin -resistant 
Staphylococcus aureus

Outline

e Epidemiology of Staphylococcus 
aureus and MRSA

(M R S A ) e MRSA in prisons

J o e  M c L a u g h lin  M D . M P H  

S ta le  E p id e m io lo g is t  a n d  C h ie l. 

A la s k a  S e c t io n  o l  E p id e m io lo g y  

D iv is io n  o l  P u b lic  H e a lth  

D e p a rtm e n t o l  H e a lth  a n d  S o c ia l S e rv ic e s

Staphylococcus aureus

• Bacteria
• Commonly carried on the skin or in the 

noee of healthy people
■ Common cause of minor skin infection

• E.g., pimplea and boils
• Can be treated without antibiotics

■ Can also cause serious infections
• Surgical wound infections
• Bloodstream infections
• Pneumonia

MRSA

■ Methacillin-resistant Staph aureus
• Resistant to beta-lactam antibiotics

■ Beta-lactam antibiotics include
* Methicillin
* Oxacillin
■ Penicillin 
• Amoxicillin E. ' 4 ’ • '*1 V* . j T  '-y ;.v

<■*3
-

Colonization

■ S. aureus: 2 5-3 0%
• Nares, axillae, groin
• " C a r r ie r s "

■ MRSA colonization increasing
• 2001-2002: 0.0%
• 2003-2004:1.8%

■ Risk factor for infection
• -80% of infections

MRSA Colonization
Consequences

■ Consequences of MRSA colonization
compared to MSSA
• Increased risk of infsction
* Longer hospital stays (by -10 days!
• 2.5-fold higher mortality rate
* Increased health care cost

H I



Health C are -asso c ia ted  M R S A

■ Immunocompromised are at highest risk
■ Most common manifestations

• W ou nd infections

• Urinary tract infect ions

• Blo odstre am  infections

• Pneum onia

■ Proportion of S. aureus infections that were 
MRSA in ICUs in the United States
• 1974 2 %

• 1995 2 2 %

• 2004 6 4 %

C o m m u n ity -a c q u ire d  M R S A

■ Occurs in otherwise healthy people 
who have not been hospitalized or had 
a medical procedure within the past 
year

a Most common manifestations 
• Pimples 
' Boils 
■ Cellulitis 

a -1 2 %  of MRSA infections

Staph aureus In c id e n c e

a -1 2  million outpatient healthcare visits 
annually in the US 

a -292,000 hospitalizations per year 
a -94,000 people were diagnosed with 

invasive MRSA in 2005
• 19,000 died
• 86*/. were HC-MRSA
• 14*/. were CA-MRSA
• Annual cost: S3.2-S4.2 billion

MRSA Surveillance

a Most states do not require MRSA 
reporting
• Burden to HCP and laboratorians
• Public health response

a Alaska reporting regulations
• >50 reportable infectious diseases 
a MRSA is not reportable
a An unusual number or clustering of any 

infectious disease is reportable

What do Staph and MRSA 
skin infections look like?

p h o tn * from  http  «rww stM phm fechon- 
re so u r c e s  co m  m /tM -picturtS html
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W ho is at increased risk for CA-
M RSA?

■ R i s k  f a c t o r s • Identified risk
■ C lo s e  s k in  lo  s k in groups

c o n ta c t ■ A la s k a n  N a tiv e s

• O p e n in g s  in the  s k in • A th le te s
s u c h  a s  c u ts  o i 
a b r a s io n s

■ C o n t a m in a t e d  ite m s  
s n d  s u rfa c e s

■ C r o w d e d  liv in g  
c o n d it io n s

■ P o o r  h y g ie n e

• C h ild re n

w ith  m e n

• M ilita ry  r e c ru its

■ N a tive  A m e r ic a n s

• P a c if ic  Is la n d e rs

• P r is o n e rs

D iagnosis o f M R S A  Skin  
In fection

■ Clinical
■ Culture

• Recommended
• From drainage or skin biopsy
• Antimicrobial resistance testing

Treatment

■ Incision and drainage 
• B o il*  a n d  a b s c e s s e s

■ S h o u ld  o n ly  b e  d o n e  b y  a h e a lth  c a re  p ro v id e r  

• Antibiotics
■ G u id e d  b y  s u s c e p t ib il ity  p ro file  o l  th e  o rg a n is m

■ O fte n  n o t n e c e s s a ry

■ In d ic a te d  fo r

a I  J ' g #  area  of ce l lu l i t is  

a S y i i e m i c  i l l ness  {fewer) 

a S ig n i f ic a n t  co  m o r t i i d i l y  

a I m m u n e  l u p p i e t t m n

Decolonization

■ Mupirocin |BactrobanSS), chlortiaxidina, 
rifampin

• Occasionally affective in the short-term for 
individual patiant (e.g., dialysis, ICU)

• E ffe c tiv e n e s s  in te rru p tin g  t r a n s m is s io n  in  
h e a lth c a re  s e tt in g s  n o t  e s ta b lis h e d

• N o  d ata  fo r c o m m u n it y  t r a n s m is s io n

• Increasing resistance to mupirocin
■ No consensus recommendations

Prognosis/Recurrence

■ Highly favorable for people with good 
general health who have mild case*
• Patients may bo carriers for years
• Recurrence may be aa high as 40% 

e Few develop invasive disease
• <1-7% ?
• -20% of patients with invasive MRSA die
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Prevention

■ Wash hands
■ Keep cuts and scrapes clean and 

covered with a bandage until healed
a Avoid contact with other people's 

wounds or bandages 
a Avoid sharing personal items such as 

towels or razors 
a Effectively diagnose and treat to 

prevent MSSA->MRSA

MRSA in Prisons

P resentation  and R isk Factors

Implicated risk factors
■ L o n g e r  in c a rc e ra tio n

■ P r io r  a n tib io tic  u s e

■ G e n d e r

• W a s h in g  c lo th in g  b y  h a n d

• N o t u s in g  s o a p  to  w a s h

• C o m o r b id i t ie s

• S e ll -d r a in in g  of b o ils

• S h a r in g  to w e ls , ra z o rs

■ T a tto o s  o b ta in e d  in p ris o n

Presentation
■ S k in  in fe c tio n s  

* " S p id e r  B it e s "

■ O f te n  re c u rre n t

M RSA Colonization in Prisons

a Mississippi —  2000
■ 1,757 inmates samples; 4.9% colonization
■ Sex: 2 5% males vs. 5.9% females 

■ New York —  2005-06
• Men's prison: 0.8%
■ Women's prison: 4.7% 

a New Orleans —  2008
■ 302 inmate samples; 16.6% colonization
■ Sex: 15% males vs. 20% females

Incidence

a Texas study
a 299.179 inmates Incarcerated from 

1999-2001 
a Incidence: 12 MRSA infections/1000 

person-years

Management in Prisons

a Federal Bureau of Prisons 
a Management of MRSA Infections

• August 2005
* Screening and surveillance
■ Reporting
• Treatment
* Infection control
■ Outbreak management
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Pennsylvania: PHS sued.
http: 7wwvv.philly.com/inquirer/front_page/20071123_Jails_contagious_dispute.html
Posted on Fri. N ov. 23, 2007
Jail’s contagious dispute
A s M RSA infections spread, so does legal m ess.
B> Jan Heller

Inquirer Staff Writer

A t the Gloucester County Jail, M ichael D iFelice requested a cell that would keep him away from more 
hardened criminals. The real estate appraiser, who was serving time for driving with his license suspended, got 
hi> wish. The price was a mattress on the floor, in a cell shared with two other inmates.
From the beginning o f  his 40-day stay in 2005, parts o f  the chronically overcrowded jail seemed unusually 
dirt). D iFelice said. The bathrooms were often so filthy that he tried to time his showers to their cleanings. "I’d 
watch and wait because 1 was afraid o f  getting something," he said.

What D iFelice did not know was that his cell block also housed sick inmates. One was his cell mate, who had a 
’big. nasty boil" on his back. The relevance o f  this would not be known for five months, when DiFelice was 
back on the street and his armpit sw elled  to the size o f  a softball. At the hospital that day, the emergency-room  
doctor said the septic cyst would "explode unless we operate."

D iF elice  suffered from m ethicillin resistant staphylococcus aureus - M RSA - a strain o f  a common bacterium 
that causes staph infections, spreads by casual contact, and som etim es goes undetected until it shows up as a 
K»il or a swollen area.

I nlike most staph infections. M RSA is difficult to treat and potentially lethal i f  it spreads to \ita l organs or the 
blood \  recent nationwide scare over staph was driven b> a federal study that estimated the number o f  MRSA  
deaths at I‘/.(KM), and hv an infected 17-year-old student’s death in Virginia.

At the Gloucester Count> Jail. M RSA spread among inmates to corrections officers and beyond: Several 
s p o u s e s  o f  inmates and corrections officers were infected. No one has died, hut the infections h aw  left many o f  
the \ ictim s with lifelong medical com plications, produced IS lawsuits, and raised questions about the jail’s 
response

I lie federal lawsuits have already cost tens o f  thousands o f  dollars to defend, and there is a local precedent for 
substantial ju n  awards and payments to plaintiffs. The Bucks Count) Jail was the subject o f  19 MRSA-related 
law suiis I wo vears ago a jury awarded $800 ,000  and $400,000 to two inmates, and $150.000 settlements were 
reached with others. A lawsuit to im prove conditions at the jail, filed on behalf o f  3(> other inmates, is pending.

i orreetioiis facilities are cspcciall) vulnerable to M RSA because the germ spreads in close quarters and thrives 
m uiis.imt.ii) settings. Aside from the cases in Bucks Count). MRSA outbreaks have taken place in other 
count) iails in the region and in Philadelphia. The Pennsylvania Institutional l aw Project, a rights advocate for 
inmates, estimates that as many as 30 people infected with MRSA in citv prisons have received undisclosed 
settlem ents.

I he ( ili'iice.sler ( mint) Jail, home to about 300 men awaiting trial or serving sentences o f  less than one vear. 
becam e a kind ol incubator lor M RSA in 2003. according to the lawsuits and interv iews with inmates, 
correcti«Mi' officers and others.
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T he lawsuits a llege that county o ffic ia ls withheld or "fraudulently concealed" information about the spread o f  
\1 R S A  and failed to "put procedures or policies in place to elim inate or m inim ize the risk o f  exposure." County 
o ffic ia ls  deny the allegations and say they responded aggressively as soon as they learned M RSA was 
spreading.

For the victim s, the shock o f  learning they are infected is followed by the rigors o f  treatment, which in some 
ca ses  will continue for years.

>gt. Ken Warfield, a corrections officer, broke out with boils in August 2003. six months after M RSA first 
>truck the jail. Despite aggressive treatment, the boils reoccur. T w o years after he becam e infected. Warfield 
required 14 days o f  intravenous applications o f  Vancom ycin, a powerful antibiotic. Last month, he was 
hospitalized with pneumonia, and doctors aren’t sure whether his continuing battle with M RSA caused it.

N o w  60  and still working when able. W arfield retreats to his upstairs bedroom in his Franklinville home 
w henever the boils return because he fears infecting his wife or their six  grandchildren. H is clothes are 
laundered separately - in hot water and bleach. And he is constantly washing his hands.

The infection, he said, "really ruined m y life."

M ysterious lesions
( Mficials at the G loucester County Jail were m ystified. It was February 2003. and 14 inmates had developed 
o ozin g  lesions. The initial theory?
Spider bites.

Chad Bruner, the jail's former health director, told I he Inquirer in 2004 that it had taken the jail "a long time to 
figure out" what caused the lesions. But once M RSA was identified, jail and county officia ls said, they acted.

W ithin three months, count} freeholders replaced the sheriff who oversaw  the jail and brought in a professional 
administrator to make improvem ents. Health experts say education and hygiene are key to controlling the 
spread o f  M RSA. partic dai ly in group settings, and officials said plans had been put in place at the jail.

"I very em ployee and corrections officer went through a program with the health department on avoidance and 
h ow  to spot" M RSA. Freeholder Director Stephen M. Sweeney said in a recent interview. "We never ignored 
the problem."

By 2004. hand-sanitizer dispensers were installed around the jail. Daily logs o f  confirm ed and suspected MRSA  
eases were kept, starting that September. < )ver the next two years, according to the jail. MRSA eases decreased 
by half, from 20 to 10.

But soon after the logs were started, the warden was suspended for misrepresenting the numbers, and 
corrections officers demanded his ouster and pushed for stronger action to protect them from MRSA.

In January 2005. the warden was replaced and a new jail director. Robert Balicki. was named. .A policy to 
isolate infected inmates was adopted, but persistent overcrowding defined how well it was applied.

I nsanitaiA conditions
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D iF elice  landed in the jail in April 2005 . For 40  days, his home was a three-story brick building attached to the 
courthouse in Woodbui-y. Built 20  years ago. the jail often exceeds its capacity o f  225. In 2005 and 2006, for 
exam ple, the average was 313.
A lthough the M RSA outbreak had taken place two years earlier, D iFelice said, no one told him about the 
infection or instructed him in how to protect him self. He said he quickly had noticed the boil on his cell mate.

"What is that thing?" DiFelice said he had asked. The cell mate said that he had a cream to treat it. and that he 
som etim es got gauze from the nurse to try to keep It covered.

M R SA  spreads through skin-to-skin contact, contaminated items and surfaces. A general lack o f  cleanliness 
contributes, according to the Centers for D isease Control and Prevention. At the jail, the conditions for 
contagion were often ideal.

D iF elice  said he draped his towel across the rail o f  his cell mate's bunk because the cell lacked hooks. When he 
w as assigned to clean the showers, he said, there was often a shortage o f  bleach.

Slim y and nasty." he said o f  the showers. "Som etimes we were told to just give them a few  squirts to clean 
them , or to just use dish soap when there was no bleach."

The New Jersey Department o f  Corrections noted several lapses during annual inspections in 2005 and 2006.
( )ne inspection, in Decem ber 2005. noted that inmates did not receive the required allotment o f  clean bedding 
and tow els.

Inm ates also were not given a rules handbook, which informs them how to get medical services, according to 
the inspectors. D iFelice was asked to sign a docum ent stating he had received the handbook when he arrived, he 
said. even though officers had not provided him one because none were available. In 2006, inspectors cited the 
luil h>r failing to have records showing that indigent inmates received hygienic supplies, such as soap and 
toothpaste, as required.

I nder New Jersey law. corrections facilities have 60 days to respond to citations and are reinspected within six 
m onths. When inspectors returned each o f  the last two years, the jail was in com pliance except for the continued 
ov ercrowding, a com m on problem in jails.

Balicki. the director at the jail, said the deficiencies noted by state inspectors had been a result o f  the jail's not 
hav mg the proper documentation. "We don't have these documents in our back pocket when the inspector 
arriv cs." he said.

< >fticcrs were unaware
Warfield's precautions have kept M RSA from spreading to his fam ily. ( )ther corrections officers have been less 
fortunate. I hree have infected their spouses.
Robert A. Greenberg, a lawyer in Cherry Mill who represents those three corrections officers and two others, 
snid the impact o f  M RSA went beyond the m ed ic a l." I'hey're ashamed, and in many cases they're shunned." he 
said  o f  the officers.

< iiccnherg faulted the county for failing to inform the officers o f  the problem and not addressing it promptly. 
( orrcctions officers, he said, were unaware o f  the signs o f  M RSA or its consequences.



“They didn't know," Greenberg said. "They thought it was just a pimple or a boil -  and passed it on to their 
spouses by direct contact."

E\en after the jail identified MRSA as a threat in 20L'3, the infection persisted. Michael A. Collins was infected 
in 2004 while serving six months for violating parole. He said jail officials had ignored his complaints about a 
painful sore for three days.

My leg blew up like a hot-air balloon, and it turned blue, yellow , orange and green," said Collins. 36. o f  
Franklin, a plaintiff in the lawsuits. He underwent three operations to excise an infection that bored deep into 
his m uscle. He now  walks with a cane.

I he persistence o f  M RSA at the jail has pitted the union representing the corrections officers against jail 
administrators. Union officia ls accuse the jail o f  not doing enough and contend that M RSA remains a threat, 
w hile jail officials say their monitoring has significantly reduced the rate o f  infection. The antagonism is rooted 
in part in the early confusion o f  M RSA and the fact that the infection spread to officers and their spouses.

Sgt. Joseph H etzel, who was v ice  president o f  L odge 97 o f  the Fraternal Order o f  Police during the 2003 
outbreak, said jail o fficia ls refused to admit there was a problem. When officers becam e infected and learned 
the truth from their doctors, they informed jail officials but were ignored, Hetzel said.

"Some people were just given a cream for their boils and were told they’d be OK." said Joseph Marano. a 
W estmont lawyer who represents several former inmates and one corrections officer.

I he union said measures implemented by the jail after the 2003 outbreak were insufficient. Only when sued did 
jail officials begin isolating inmates with M RSA. but quarantine ;s often difficult because o f  overcrowding ami 
inconsistent practices. Hetzel said.

Sgt. Eugene Caldwell, president o f  the (iloucester County Corrections Sergeants Association, said the com m  
could still be a lot more aggressive. "Our biggest fear is getting the disease and bringing it home to our 
families." he said. "They need to take the problem more seriously."

His union, which represents 16 officers at the jail, is advocating for procedures established at federal and state 
corrections facilities, including immediate medical attention for inmates who exhibit a boil and a routine 
examination o f  their cell mates.

I nion officials also said that the jail had reduced the number o f  cultures that are taken - such tests arc the onl\ 
wa> to confirm M RSA - and that inmates with boils were treated with the antibiotic Had rim and tested onl\ il 
the boils persisted.

Balicki. the jail’s director, said measures had reduced MRSA cases. "There’s hysteria about MRSA." he said. 
W e’re not the breeding ground people think we are."

I hough cell mates o f  infected inmates are not checked, their cells are im m ediately disinfected. Balicki said, 
sick  inmates arc seen within 72 hours, and inmates w i th  a boil can get prompt attention h\  notifying an of f icer , 
lie said.



Ralicki said cultures cost $87 apiece - too prohibitive, he said, to order routinely. They are ordered only if  
inmates have a sore that is draining or won't respond to antibiotics, he said, adding that inmates sometimes 
served short sentences and were released before results come back.

Health experts, however, say cultures are critical to verify infection, identify the bacterial strain, and choose the 
proper m edication. In federal prisons, i f  two or more inmates have the same strain, it is deemed an outbreak and 
the facility is disinfected and other inmates are examined.

Preparing for trial
Ih e  current lawsuits, filed in U.S. District Court in Camden, have been consolidated for discovery purposes 
Ih ey  could go to trial next year.
Ih e  com plaints name as defendants G loucester C ount). the Board o f  Chosen Freeholders, the Department o f  

Correctional Services, the county Sh eriffs O ffice, Prison Health Services Inc.. and individual jail directors and 
wardens, among others.

Law >ers for the inmates said current conditions at the jail were providing them with a steady stream o f  potential 
clien ts. Derek J. Layser, another attorney in the litigation, s lid he had 10 cases under review. "We're getting 
ca lls  from inmates who say it takes five days to see a doctor." Layser said.
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J a n u a r y  2007 - D e c e m b e r  2007 Staffing C ou n ts
p e r  K e v in  B r e w , D O C  S p e c ia l A s s is ta n t

Unofficial
760

■

J unary Febnuiy March A* "1
June

Staffing

Augult September October November December

These numbers include Officers out on 
Workers' Compensation and M ilitary  Duty.

Alaska Correctional Officers Association





December 2006 - December 2007 Inmate Counts
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3S00
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3300

3200
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These counts sre based on the average number of inmates per month, per DOC Institutional Counts.
Alaska Corractional Officer! Association





a f e t o f f '  In m ate P opulation

Cleary August 1997: 3099 Inmates

December 2006: 3385 Inmates (average)
December 2007: 3718 Inmates (average)

August 1997: 3099 Inmates
December 2006: 3385 Inmates

(Schmidt Administration takes office)

Inmate increase over 9 years: 286

December 2006: 3385
December 2007: 3718

Inmate increase (January 2007-December 2007) 333

Average yearly Inmate increase (1997 to 2006): 31.77 per year
1st year of Schmidt Administration (2007): 333 last year

Previous Adm inistration 's  9 years — 286  Inm ate  increase 
Com m issioner Schmidt's 1 year —■ 333 Inm ate  increase

Then: Now:
August 1997:731 Officers December 2007: 733 Officers





\
SHIFT #2

Date:

Officer’ 
s Name

Date: 11/16/06 
Dayshift 
(5 Overtime)

Date: 11 /03/06 
Nighlshift 
(5  Overtime)

J Sergeant sgt p i Sgt. Ops
2 S u p e rv is o r Sgt. C a rte r Sgt. C a rte r Module
3 Booking Ofc. O f c . ^ B t o

4 Bravo Ofc. Ofc. A B f c

5 Charlie ore. Ofc. t V
6 Delta Ofc. ofc. W V
7 Echo Ofc. Ofc. V .
8 Foxtrot Ofc. Ofc. v i v r i

t 9 Gulf O fc. ore. B M P
! io Hotel O fc. Ofc. W 1 O T

I l i Juliet Ofc. Ofc. O T

12 Kilo Ofc. Ofc. O T

1 13 Lima Ofc. Ofc. V * 1 O T

i 14 Mike Ofc. Ofc. C ourtrigh t

15 November Ofc. ofc. m m m
16 CVR Ofc. O r d ^ H B t  working for O R ^ H I
17 CVR Ofc. Ofc. V f e  O T

1 18 CVR Ofc. Ofc.

1 19 Rover Ofc. ore. a w
20 Rover Ofc. O f c . V B V

! 21 Rover Ofc. O f c f t V f e  O T

,2 2 Rover Ofc. O f c . ^ ^ p i  O T i

23 Hospital !
24
25 ;

26 F T O ^ V * C O l W W eek (4) 11/02/06

27 f t o ^ b m C O  1 V V k W eek (7) 11/02/06

28 F T O  M i c o i a v W eek (5) 11/02/06

30 f t o  w m m M ilitary Leave
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UNOFFICIAL

T h e R est o f  the S to ry ......
Paul Harvey

34  M O R E  O F F IC E R S ....T H E  R E A L IT Y

Commissioner Schmidt told the press that Officers were not being honest when we stated there were 
fewer Officers on the floor. He went on to say that there were 34 more O fficers in 2007 than in 2006.

The Facts, the Math, and the Truth

THE FACTS

Commissioner Marc Antrim began a recruitment/hiring drive at the end o f  his term. (See attached) This 
carried into December 2006 and January 2007 o f  the new administration. Com m issioner Schmidt took 
credit for the last administration's hiring drive. Commissioner Schmidt arrives at his 34 more Officers b> 
taking the average in 2006 o f  703 em ployees and comparing it to the 2007 average o f  737 employees. 
The Commissioner went on many radio shows. When asked directly about posts and less Officers on the 
floor, he kept redirecting the listeners to the 34 new Officers. He deflected answering the question while 
also taking credit for previous Com m issioner Marc Antrim’s hiring drive.

The fact is that while there may be more Officers overall, the number o f  Officers on the floor has 
decreased and the number o f  inmates for each Officer has dramatically increased. What matters is what 
the Department refers to as "minimum required staffing requirements”, the number o f  Officers actually 
required to be on duty to supervise inmates. Shifts at institutions have seen these “minimums” lowered 
while at the same time inmate overcrowding has increased. There are insufficient Officers on staff to 
supervise inmates and respond to critical situations safely. Overcrowded facilities are considered more 
volatile than un-crowded facilities.

THE MATH

34 new Officers sounds good until you do the math. There are 13 institutions (not counting the Academy 
and Central Transportation). Each institution has four shifts. That m akes 52 shifts in all. 34 new 
Officers divided into 52 shifts, com es out to an average o f  just .6 O fficers added to each shift.

THE TRUTH

As an example o f  the math, let’s say an institution had a minimum o f  19 Officers when Commissioner 
Schmidt took office Decem ber o f  2006, and now that institution has a new  minimum o f  16 Officers. The 
truth is .6 Officers per shift does not change the fact that there are more inmates and fewer Officers. It 
does not change the fact that there are now 3 less Officers on the shift than before Commissioner Schmidt 
took office.





INMATE TO  OFFICER RATIO 

ANCHORAGE CORRECTIONAL COMPLEX

April 2008

ACC-E

April 2008:

#  o f  inm ates  = 4 7 2  
M in im u m  s ta ff (days) = 19

(n ights) = 17

472  * 19  =  2 4 . 8  inmates per 1 officer on dayshift 

4 7 2 *  1 7 = 2 7 . 7  inmates per 1 officer on nightshift

ACC-W

April 2008:

#  o f inm ates = 48 3  
M in im u m  s ta ff (days) = 18

(n ights) = 16

483 * is = 2 6 . 8  inmates per 1 officer on dayshift 

4 8 3 * ie = 3 0 .1  inmates per 1 officer on nightshift





I  UNOFFICIAL

QUICK GLANCE
More Officers?

Correctional Officers say “we are down Officers*
Commissioner Schmidt says they, Correctional Officers, uare not being truthfuT.

The Math

13 Institutions

34 New Officers

4 Shifts = 52 Shifts

52 Shifts = .6 Officers

13 Institutions

43 New Officers

4 Shifts = 52 Shifts

52 Shifts = .8 Officers

13 Institutions 

77 New Officers
(43 x 34)

4 Shifts = 52 Shifts

52 Shifts = 1.4 Officers

1.4 More Officers per Shift
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Maximum and Emergency Capacity 
of Facilities
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Policy

A . The D ep artm en t w ill determ ine the m axim um  and em ergency capacity  o f each facility  
using  the c rite ria  in  th is p o licy . The D epartm ent also w ill p ro m u lg a te  regulations to 
determ ine th e  m a x im u m  capacity o f each fa c ility  in  o rd e r to  p ro tect against 
overcro w d ing . These regulations w ill com ply w ith  d ie  req u irem en ts  in  th is  policy.

Procedures

A. Maximum Capacity. W hen  d eterm in in g  the m ax im u m  cap acity  o f a  fac ility , the 
D ep artm en t w ill  m easure the ce ll 3ize o r square footage req u irem en ts  d— 
ap p ro p ria te  fo r  prisoners fro m  in te rio r w a ll to  in te rio r w a ll, in c lu d in g  the space 
occupied by fix tu res , beds, desks, doset space, entrance, and exits, b u t n o t including die 
space occupied b y  p lu m b in g  chases.

1. E xisting  F a c ilities . The D epartm ent w ill use the fo llo w in g  ce ll size and square 
footage c rite ria  w h en  determ in ing  the m axim um  capacity  fo r ex is tin g  facilities:

a. w h en  a prisoner is  locked in  his or her liv in g  u n it fo r 10 hours o r less per day, 
the D e p a rtm e n t m ay assign;

(1) n o  m o re  than one prisoner to  n 60 square fo o t o r sm alle r cell or room;

(2) n o  m ore than tw o  prisoners to  a 61-100 square foot ce ll o r room ;

(3) no  m ore  th an  three prisoners to a 101-150 square fo o t cell o r room; and

(4) no  m ore th an  one prisoner fo r every 50 square fee t in  a dorm itory, 
in c lu d in g  dayroom  space, b u t exd u d in g  bath ro om  space.

N O T E : The Ketchikan fac ility  is in  com pliance w ith  th is p ro v is io n  as long as 
it  continues to allow' prisoners from  the general p o p u la tio n  m o d u lar un it into 
the dayro o m  by ro tating  h a if the prisoners ou t at one tim e in  fo u r-h o u r shifts.

b. w h en  a prisoner is locked in  his or her liv in g  u n it fo r m ore  th an  10 hours per 
d ay, th e  D ep artm en t m ay assign:

(1) no  m ore than one prisoner to an 80 square fo o t or s m a lle r cell or room;

(2) no  m o re  than tw o prisoners to an S9-120 square fo o t ce ll or room . (This
p ro v is io n  does not app ly  to the K etc liikan  fa c ility  w h e re  the D epartm ent 
assigns tw o  prisoners to 81-120 square foot roouns and provides at least 35 
square feet o f adjacent dayroom  space per p riso n er);
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(3) no  m a re  th an  three prisoners to  a 121-180 square fo o t ce ll o r room ; and

(4) n o  m o re  th an  one p ris o n s  fo r every  60 square fee t in  a  dorm itory , 
in c lu d in g  dayroom  space bu t exclud ing bath ro om  space. (T h e  four-bed  
segreg ation  dorm  in  the Fairbanks fa c ility  w ith  59.6 square fee t o f space 
p e r p ris o n e r com plies w ith  th is p rovis ion ).

2. N e w  F a r ilitW  T h e  D epartm ent w ill use the fo llo w in g  cell size and  square footage 
c rite ria  to  d e te rm in e  the m axim um  capacity fo r n e w  fac ilities:

a. w h e n  a p riso n er is locked in  his or her liv in g  u n it fo r 10 hours o r less per day, 
th e  fo llo w in g  m in im u m  square footage requ irem ents per p riso n er ap p ly  for 
each ce ll, ro o m , o r dorm itory;

(1 ) 60 square feet in  a cell or room  fo r one prisoner;

(2 ) 80 square feet In  a cell o r room  fo r tw o  prisoners;

(3) 140 square feet in  a cell or room  fo r th re e  prisoners;

(4 ) no  m ore  th a n  one prisoner fo r. every  40 square fee t in  a d orm ito ry , 
exc lu d in g  the bathroom  and the dayroom  space; and

(5) 35 square feet o f dayroom  space o r le isu re  area fo r each prisoner in 
a d d itio n  to  ce ll, room , or d o rm ito ry  space.

b. w h en  a p riso n er is locked in  his or her liv in g  u n it fo r m ore than 10 hours per 
d ay, the fo llo w in g  m inim um  square footage requirem ents p e r p risoner apply  
fo r each c e ll o r room :

(1) 80 square feet in a cell or room  for one prisoner;

(2 ) 90 square feet in  a cell or room  fo r tw o  prisoners; and

(3) 150 square feet in  a cell or room  for th ree prisoners.

3. The D e p a rtm e n t w ill ensure that its determ ination o f m ax im u m  capacity does n o t

a. restric t p risoners ’ indo or and outdoor recreational opp ortun ities;

b. res tric t p riso n ers ’ visitation;

c  result in  a p risoner-to -to tai staff ratio  exceeding 3-5 to  one, and does not result
in in s u ffic ie n t staff to  deliver m edical, educational, and  re h a b ilita tiv e  services 
to prisoners;

d. exceed th e  fa c ility ’s sewage treatm ent req u irem en t o r w a te r supp ly;
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e. ad versely  a ffec t requirem ents fo r food service, m edical care , reh ab ilita tio n  and 
ed u catio n a l program s, o r fixe and Hfe safety;

f. resu lt in  d o u b le-ce llin g  prisoners of h igh  custody leve ls  w ith  o ther prisoners 
in  a m a im e r th a t creates an unreasonable ris k  to  a p ris o n e r o r the security of 
the fa c ility ;

g. in c lu d e  areas no t designed for prisoner housing, such as gym nasium s, 
h a llw a ys , dayroom s, cafeterias, etc.; and

h. in c lu d e  cells  o r room s th at the D epartm ent uses fo r te m p o rary  detention, 
segregation , and  m edical care.

B . S q u a re  Footage Exceptions. N otw ithstand in g  d ie  square fo o tage requirem ents in  
section A  above, th e  D ep artm en t m ay assign a prisoner to a liv in g  u n it th a t does not 
m eet these standards d u rin g  the firs t 15 days o f the prisoner's  incarceration .

C. Rules Regarding Emeiigency Capacity. A n  in s titu tio n  is a t its  em ergency capadty  
i f  i t  has a p o p u la tio n  o f m ax im u m  capacity p lus prisoners occupying  o n e-h alf o f the 
special beds. (T he D ep artm en t allots special beds fo r tem po rary d e ten tio n , segregation, 
and m edical care.) T h e  standards be low  apply.

1. The D e p a rtm e n t w ill take all reasonable steps to ensure th a t fac ilities  operate at or 
below  m a x im u m  cap ad ty  and do not reach em ergency ca p a d ty .

2. The to ta l p ris o n e r pop u lation  in  all of the D epartm ent fa c ilities  m a y  not exceed 
em ergency c a p a d ty  fo r 30 consecutive days o r a to ta l o f 45 days in  any 90 day 
period .

3. N o  in d iv id u a l fa c ility  m ay exceed its em ergency cap ad ty  fo r 10 consecutive days 
or fo r a to ta l o f 30 days in  any 90 day period.

4. I f  the p riso n er p o p u latio n  in  a fa d liiy  has exceeded em ergency cap ad ty  fo r 10 
consecutive days, the D epartm ent im m ediate ly  w ill act to  reduce the prisoner 
pop u lation  to be low  m axim um  capadty w ith in  20 days. If  th is  is n o t possible, the 
D ep artm en t w ill take steps set ju t  in  die Geary F in a l O rd e r. 1

The Qeary Pinal Order provides that if the Department does not reduce the prisoner population 
to below maximum capacity within 20 days, the Department must present the court with a plan explaining 
how it will reduce tire population to below maximum capacity:

a. within 20 days whenever the prisoner population in a facility exceeds emergency capacity for 10 
consecutive days and is not reduced to maximum capadty within 20 days thereafter: or when 
the population exceeds emergency capadty for 30 days in ary 90 day period; or

b. within 30 days if tire total prison population of the Department's facilities exceeds emergency 
capacity for 30 consecutive days or the population exceeds emergency capadty for a total of 45 
days in any 90 day period.

Hire Cleary plaintiffs may object to the Departments plan and seek other appropriate relief.)
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D . Exceeding Em ergency Capacity. The C om nusaioner m a y  ap p ro ve  the use 
gym nasium s, h a llw a ys , and  dayroom s t o  tem po rary housing w h e n  a fa c ility  exceeds 
its  em ergency capacity. In  such a case, the D epartm ent m ay  n o t house an y  prisoner in  
th is setting t o  longer th an  48 hours, n o r m ay an y  fac ility  use such space t o  tem porary  
housing t o  m ore to m  fiv e  days in  any given m onth  unless t o  D ep artm en t takes steps 
set out in  th e  Cleary F in a l O rd e r /

ORIGINAL
 —-i— L*?*? < ------------  — M l l«». ,'d ll m .
D ate 0 0 M arg are t MW Pugh, C om m issionar

D ep artm en t o f C orrections

Authority
Cleary Final O rder, 3AN-81-5274 CIV, je p t 1993

:li the Department uses these common areas longer than five days in a given month, it 
immediately shall present a plan to the court for bunging the population back to maximum capacity or 
explain why the situation will not reoccur.





MONEY AVAILABLE FOR OFFICERS

300 Inmates

x $50 Savings per
inmate

$15,000 Daily Savings 

x 365 Days per year

$5,475,000
Total Savings
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November 5 ,2007

Dennis Hansen 
P.O. Box 3141 
Seward, AX 99664-3141

d e p a r t m e n t  o f c o u e c i i o m
lititiMion D n d o r 'i Office 

>50 W 7* Avenue. Suite «(>l 
Ancboft^e.AK 9950$ 

Phon* (907) 269-7409 Fix '907)269

Rc Suspension 

Dear Mr. Hansen.

The Department 1-uss concluded its investigation into allegations that you failed to follow the 
Department's Policies A Procedures, specifically the Stnndnrds of Conduct (202.15 ) and Special 
Incident Reporting (104.01) when you inappropriately disclosed incoirect information about the 
Department to a news source after previously agreeing with your Union to do so.

Due to the seriousness of the allegations on October 2S, 2007 you were placed on leave with pay 
and given notice that you were directed to report to a meeting Monday. October 29,2007. As 
you are awaro, you met with the Deputy Director of Institutions und a representative horn the 
Division of Personnel A Labor Relations in the presence of your union business agent as well as 
your union business manager.

During that meeting, your union business manager disclosed that he had contacted a news source 
and referred that source to you us an employee willing to provide information about the union’s; 
concerns. You also disclosed that you had planned with your union to provide information about 
the Department to the news source as a challenge to the Department’s Policies & Procedures

In explanation, you stated that you spoke to the news source and offered only information based 
on your experience and personal beliefs. You also explained that while you felt management 
was not appropriately following up on your concerns regarding raethicillin-rcsistant 
staphylococcus aureua (MRJSA), you had not contacted any one in your duun of command for 
two years regarding tliose concents.

The investigation found your explanations for why you failed to follow appropriate Department 
Policy & Procedure unreasonable. You admitted to dearly understanding that you would be 
subject to discipline for your actions. You indicated that you understood the information you 
provided would be sensitive in nature and of interest to the media yet, despite the gravity of your 
concerns you did not follow up your chain of command or exhaust appropriate channels to report 
those concerns to management. Instead, you colluded with your union business manager to 
provide information about the Department that you indicated you understood would be 
detrimental to the Department. Despite your explanation that your opinions nnd information 
given to the news source were your own, the average person watching the news would act be 
able to distinguish your statements from those of the Department.

Alter careful consideration, I find this matter warrants significant discipline. The Department 
concludes that your actions ure contrary to fundamental expectations of appropriate workplace 
behavior und ure violations of the Standards of Conduct. These behaviors violate Department 
Policy & Procedure 202.15, the Standards of Conduct which include and state in part;

c ? n?*/A<57/n* s u o n n i T j B U T  o n n  u a  r c  ?\  ,*.?>?■ *r. ...



y ~  r ^ j  r

• Section G ( I)- Alt official statements for public release concerning the affairs o f the 
Department must be authorized by the Commissioner, a Director, or Designee.

• Section G (2)- In any public statement, employees will clearly distinguish between those 
that are positions o f the Department and those that are personal views.

• Section O (3yEmployees shall not disclose confidential Information (ranging from 
personal data concerning employees...) Employees who receive such a request for 
information will refer the inquiring party to the office or facility manager.

These beliaviors also violate Department Policy & Procedure 104.01, Special Incident Reporting, 
which include and state in part:

• Section VI. A- The timely and accurate reporting o f incident is essential for llrn proper 
management and administration of the Department. Significant incidents occurring 
within the Department concerning safety and security within operational units, or that 
may result in media attention shall be promptly reported to Department management 
personnel.

Officer Hansen, it is unreasonable to believe tut officer with your years of experience did not 
understand how to use the appropriate chain of command or that you did not expect the incorrect 
information you disclosed to the news source to cast the Department in a negative light. The 
Department will not tolerate employees who have serious concerns choosing to follow up those 
concerns with a news source instead of to management Your actions did not demonstrate 
serious concern for the welfare of fellow officers as you stated; if they had then you would have 
followed up with the channel to address those concerns: management. Had your concerns been 
valid and based on correct information, the Department would have been able to take immediate 
and appropriate action. Thankfully, your concerns were unfounded. Your actions indicate 
disrespect for the Department and for management

The Department considered more significant discipline, but determined your union's 
inappropriate guidance to be a mitigating factor. Therefore, I have determined that a one week, 
eighty-four hour suspension is the most appropriate sanction. This suspension will start at 06.00 
ou Thursday, November, 8th, 2007 and end at 18:00 on Wednesday, November, 14,2007. 
During that time you are not to return to the premises of the Spring Creek Correctional Center or 
any Department of Corrections property without scheduling an appointment.

Any future conduct of this nature will result in immediate dismissal. You are reminded of your 
rights under your collective bargaining unit agreement.

Sincerely,

Deputy Director

cc: Garland Armstrong, Director of histilutions/Cnig Turabali, Superintendent
DOP Public Protection Management Services (via fax 465-5332)
DOP Public Protection Technical Services (via fax 465-2202)
ACOA (via fax 646-2286)
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ACOA Grievance 07-020 
Ha men, Dennis E. (SCCC)

SSN: 560-82-3M9 
P.O. Box 3141, Seward, Abska 99664-3141

Contract Provisions violated: Management's actions are in violation o f  the Bargaining 
Agreement, including Article 12 (Notice o f Discipline and Discharge)

•Nature of Grievance:
The Grievanl's Suspension Letter states that "The D epartm ent concludes that 

your (the G rievanfs) actions are contrary to fundam ental expectations of appropriate 
workplace behavior a n d  are violations of the Standards o f  Conduct " The letter then 
goes on to cite lour specific Standards o f  Conduct violations. The Association takes 
exception to tlte conclusion that the Grievanl's actions were contrary to the funilamental 
ex/nutations of appropria te  work/dace behavior statement and to the Employer's claim 
that the Standards o f  Conduct were violated. The Association also takes exception to 
numerous statements throughout the Grievanl's letter that have no basis in fact. The 
Association grie \es the fact that the Gricvant was punished solely  for exercising his 
Constitutional right to free speech, and that, in punishing him for thut. tlte Employer 
hopes to unlawfully restrain others who might choose to exercise their freedom o f  speech 
rights as well.

First, our disagreement w ith the statement: "The Departm ent concludes that your 
(the Gricvanfss actions are contrary > fundam ental expectations of appropriate 
n. behavior a n d  are violations of the Standards o f Conduct". What the Gricvant
was disciplined for had nothing whatsoever to do with workplace behavior. It took place 
hundreds o f miles front his workplace when Ite was not on duty. It involved information 
Ik* gained from personal experience and from open discussions with his fellow officers. 
Next, we will take exception with each o f  the 202.15 violations cited, addressing each 
individually

1 he D epanm cnt's finding that the Grievant violated Section G 11) is without 
tactual basis, litis Standard requires that Official statements Ik* authorized hy the 
i ommissioner. Director, or designee. Tlte Grievant made no olllcia l statements, his 
statements were based on his own personal experience and were conveyed in response to 
questions he was asked w hile being lelephonicnlly interviewed by a reporter. He was in 
Fairbanks and the Reporter was in Anchorage. He made it clear to Grace Jang, the CBS
11 reporter who conducted the interview and taped the news report that he was speaking 
ottlv lor him self and not for the Department. Her written recollection o f  this is Betoi\ 
uv began to in terview  on O ctober 23. Dennis Hansen wanted to  make sure I understood 
that he was spx-oking for hmtseff, not as a D e tr im e n t o f  C orrections representative He 
said. I just want to make it clear that 1 am not speaking for the dc/tarim em . " Is the 
I tepanment Management team to he held equally accountable for statements they have 
made that came out a bit differently than what they intended when reported in the media?

I



Third, (he Departinenl’s finding that the Grievant violated Section Ci (2) is 
without factual basis. This Standard requires employees to clearly distinguish between 
po.siuon> that arc the Depunmcnt's and those that are their own personal vieus. The 
Grievant met this obligation and made this perfectly clear before he answered any 
questions asked by CBS Reponer Jang. He was not participating in an on*camern 
situation and nad no opportunity to convey that while directly in front o f a camera.

Fourth, the Department's finding that the Grievant violated Section (i (3i is 
without factual husis. This Standard prohibits the disclosure o f confidential information 
without approval, and directs employees who receive such requests to refer the inquiring 
part\ up the chain o f command. At no point did Reponer Jang request am confidential 
information, and at no point did the Grievant divulge any. The Grievant was not at his 
facility when this reporter contacted him and he did not know he was going to he 
contneicd before he departed his facility for Fairbanks. He uid not review any documents 
or data and he took none with him. He needed none, he had a painful personal 
experience with MRS A and he responded as an individual with recollections from 
personal experience. The contradiction of convicting him for releasing confidential 
information and then, later in his suspension letter, declaring that he released “incorrect " 
information is significant. It is self contradicting to claim he released confidential 
information and then claim it was false.

l astly, as related to tire Standards of Conduct specifically cited as reasons lor 
disciplining the Grievant. is the Department's conclusion that he violated Policy and 
Procedure 10-4.01. Section VI. A. This standard requires the timely and accurate 
reporiing of Special Incidents concerning safety and security or (hut may result in media 
attention. The Grievant is a Correctional Officer II. Policy and Procedure 104.01 
specifically deals with Special Incident Reporting (SIR). While it is applicable to "all 
staff , in practice Correctional Officers II arc only involved with the writing of individual 
incident reports that become attachments to SIRs when directed by supervisors or work 
leaders to do so. Correctional Officers II do not determine what situations require SIKs. 
flic left column of the SfR form details the situations that require SIRs. categorizing 
them as Class A and Class B incidents. MRSA is not a Class A incident. It could, 
perhaps, be a Class B incident under the heading of an incident that is not listed on the 
form that the Superintendent or Chief Probation OlVicer considers to be a SIR. hut that 
decision is pay grades above the Grievant. The Grievant did not violate Policy and 
Procedure 10401. Perhaps the Employer inserted this violation while struggling to liml 
som ething, anything to support the severe discipline imposed on the Grievant. Perhaps, 
the Employer was attempting to imply by innuendo that the Grievant made no report of 
his experience and that they had no knowledge MRSA existed or that the Grievant had 
contracted it The fact is. the onset of MRSA can be very insidious and it is often 
difficult to diagnosis; one does not go home realizing l‘today I caught MRSA”. The fact 
is the Grievant contracted it in July and was not fully aware o f what he had until 
xomelimc in August, at which lime he did notify the employer by submitting an Injury 
l eave Request. The fact is the Employer had all the knowledge needed and knew, or 
should have known, that inmates and staff were being exposed to MRSA and negligently 
tailed to provide appropriate guidance. The Employer failed to respond to the Grievant‘s
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situation or to MRSA information provided to them by the Association in July. The 
Grievant did his part - the Employer did noil

So far this grievance has focused on the unsupportable conclusion that severe 
discipline was warranted because the Employer falsely concluded the Orievant violated 
lour specific sections o f policy and was guilty of inappropriate workplace behavior. The 
Association must also respond to several o f the many patently and outrageously false 
statement* the Employer wrote in the Grievant's Letter of Suspension. The totality of the 
incorrect conclusions drawn by the Employer combined with numerous false, inaccurate, 
and intentionally contentious statements speaks eloquently to the Employer's bias and the 
focused agenda that prevailed throughout this investigation. The investigation, the 
conclusions arrived at. und the discipline imposed violates all reasonable definitions of 
just cause.

Policy and Procedure 202.15 requires that Department employees "...shall he 
truthful anil forthright in their statements anti communications regarding other 
employees. " Almost every disciplinary notice refers to this requirement and issues a 
warning that ... failure to do so will he considered dishonesty ami is also grounds lot 
discipline up to and including immediate dismissal. " as did the (irievani's notice. In a 
similar manner, almost every hearing starts with a reminder o f this responsibility. 
Perhaps overlooked during this panicular discipline process is the fact that these 
requirements arc binding upon everyone involved in the process, not just upon the person 
being interviewed. There is no “management pass” setting a lesser standard for 
Management. Tlw Grievanl's Suspension Letter contains numerous false statements and 
attributes them to statements made during the investigative interview: statements that are 
not contained in the recorded or transcribed record of the hearing. It is unreasonable to 
believe that so many false and misleading statements could accidently be made by such 
well educated Administrators in such positions of great responsibility and trust.

The Grievanl’s letter contains the statement that “...your business manager 
disclosed that he had contacted a news source and referred that source to you as an 
employee willing to provide information about the union's concerns '. That is false, is 
not what occurred, and is not supported by records of the hearing. The fact is that KTVA 
reporter Grace Jang contacted the Association and asked if the Association had 
knowledge of MRSA incidents in Correctional Facilities or other information on MRSA. 
We provided her with copies of the New' Jersey MRSA video and the Federal Bureau of 
Prisons guidelines that we shared months ago with Management. In the course of 
discussing what we knew and believed, she asked if there might be Correctional Officers 
she could interview. That led to contact being established between her and the Grievant. 
The facts are considerably different than the letter represents them to be. The final words 
of that same sentence are "...willing to provide information ahottt the union s concerns 
This is another misrepresentation that does not relate to anything the Association or 
Grievant stated that was recorded during the hearing. The fact is that the Grievant was 
willing to discuss his concerns and personal experience as a victim of MRSA that he 
contracted while working in a Correctional Facility. However, the Employer is correct 
that the Association is concerned and we do not understand why the Employer has not
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been concerned. Departments oF Correction elsewhere across the nation have been very 
concerned and have responded by educating inmates and stafT and by instituting 
comprehensive guidelines.

The very next sentence in the Suspension Notice contains the false statement: 
•Tin# a t d i s c l o s e d  that you hud planned with your union to provide information about 
the Department to a news source as a challenge to the Department's Policies ami 
Procedures". One needn't be a rocket scientist to discern the Employer's reason for 
including  this statement: however it has no basis in fact. I have a fair recollection of wliat 
was said at the hearing and do not recall it, I read the transcript five times and cannot find 
it. I listened to the tape and did not hear it. Regardless o f what the Employer wishes 
o i Ih t s  to believe, wishing does not make it so. There was no **disclosure" o f any planned 
challenge of the Department’s Policies and Procedures and there is no factual basis to say 
otherwise. The Suspension Letter contains other falsehoods and innuendos, hut we shall 
end the discussion having highlighted two of the most glaring examples. There will no 
doubt I k  a foru m  to Jiscuss all o f them at a later date.

During the Investigative Hearing the Grievant asked several limes if the 
Department believed Department Policy superseded his right to free speech. That was 
not answered at the time it was asked, but it was answered by the disciplinary action that 
has been imposed. An eighty-four hour suspension has been imposed as a result of the 
(iricvnnt exercising his constitutionally protected freedom o f speech right. To impose 
this discipline the Employer has attributed meaning that docs not exist to its Policy anil 
Procedure and represents falsehood as fact in spite of what is a matter of record. The 
Employer's plummeting credibility has dropped about as low us it can go.

When did this occur? November 5. 2007

Relief Sought: The grievant should have his discipline reversed and should be made 
whole in every way. including having all pay, benefits, allowances and anniversary dates 
corrected to what they would have been had discipline not been imposed, and having all 
reference to this incident purged from all of his files.



Attachment- Pap I o f]  
Step I Wasp ones 

December 14,2007
State ef Alaska 

Grievance Form continuation sheet 
Bargaining Unit: ACOA 

Represented by the Alaska Correctional Officers Association (ACOA) 
Contract Year: July 1 ,2006-June 30,2009

Name of Grievant: Dennis Hansen 
Union Case #: ACOA 07-020 

State Case Hi OS-C-183

13. Remarks: The Grievant alleges that the Department of Corrections violated Article 
12 (Notice of Discipline and Discharge) of the collective bargaining agreement (CBA) 
when it suspended the Grievent. The union has not provided any facts or evidence tiitt 
the actions taken were in violation of the CBA nor did it offer any information as how the 
CBA was allegedly violated.

Due to the seriousness of the allegations the Grievant was placed on approved leave with 
pay and was directed to a meeting Monday, October 29,2007 in the presence of his union 
representative to provide him with the opportunity to offer fhcts, information, and 
mitigating circumstances.

The Grievant’s statements regarding the Department of Corrections were not approved by 
the Department and the Grievant made no reasonable effort to address his concerns with 
the Department before taking them to the media. The Grievant acknowledged that he 
knew his statements to the media were meant for public release and that those statements 
would be detrimental to the Department. Because the Grievant’s statements regarding 
the rate of MRSA infection were incorrect, the public perception of the Department and 
its operations was negatively impacted. While he stated that he war not speaking for the 
Department, the unauthorized disclosure of incorrect and biased information was harmftil 
to the Department.

The '''rievant’s claim that he did not release confidential information is unreasonable; the 
Grievant released information he believed was correct regarding medical information 
about other Department employees. In addition, when the news source contacted him he 
did not refer the source to his supervisor or chain of command.

The Department takes the health and safety of everyone in facilities very seriously and 
takes measures to protect people from infections like MRSA; while it is regrettable that 
he contracted MRSA, his experience was relatively rare and he was provided time off and 
medical attention.

14. Decision: The decision to suspend the Grievant was based on facts and evidence the 
employer reasonably believes to be true. There has been no violation of the CBA; 
therefore, the grievance is denied.
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“There are Ues, damn lies, and statistics.**
Mark Twain

49 H EARING S -  A  SIG N  O F  P R O F E SSIO N A L ISM . N O T  C O R R UPTIO N

Commissioner Schmidt informed all Alaskans on T.V., radio, and newspaper that the 960/o “No- 
( onfidence” vote was in response to him “cleaning up” the Department o f Corrections. As evidence of 
Ins good deeds and the corruption o f Correctional Officers, he pointed out that he had initiated 49 
"Internal Investigations”.

The Facts, the Math and the Truth

The Facts
I here were not 49 “Internal Investigations”. There were 49 “Hearings" or "Investigative Hearings", 
usually called "Administrative Investigations”. There were no cloak and dagger “Internal Investigations", 
covertly conducted to uncover corruption. The first time anyone heard the term “internal investigation" 
was when the Commissioner held his press conference after ACOA’s ballot count o f the "No-Confidence" 
vote.

Yes. there were 49 hearings. There were 46 the year before and December ’06 was a transition month 
hetween administrations. The average is 50-55 per year. Contrary to Commissioner Schmidt’s distorted 
assertions, the hearings conducted his first year were not about corruption. Such hearings were simply 
workplace meetings that for the most part dealt with minor issues regarding work performance. easil> 
correctable misunderstandings, or often for false inmate allegations. These meetings did not necessarily 
lead to discipline. These hearings were routine management/employee inquiries and interactions 
common to any employer or agency. They were not “internal investigations” to clean up the Department, 
as the Commissioner has misrepresented them to be. For the record, there were no hearings involving 
allegations of contraband, drugs, or corruption.

The Math
Alaska has 13 Correctional facilities, not counting the Academy or Central Office. 49 “Hearings” divided 
by 13 work-sites comes to 3.7 “Hearings” per year per institution. There is currently an average o f 56
C . :ers per institution (730 Officers divided by 13 work-sites). Take any office or workplace that has 50 
plus employees and imagine the boss having to call only 3-4 employees into his office to discuss some 
aspect of their job performance during the entire year. That does not always mean that those 3.7 times a 
year are for discipline: it may simply be to ask job or performance-related questions. It is not a sign of 
corruption. Commissioner Schmidt took a below-average annual hearings statistic on the annual number 
of hearings and manipulated it to demonize all Correctional Officers. The purpose of this well-planned 
misinformation campaign is to deflect attention away from under-staffing, unsafe policies, and 
mismanagement.

The Truth
The truth is 49 hearings is not an indication o f a corrupt Department. Commissioner Schmidt’s words to 
the press were well-calculated to shift blame from him to his employees. There is an old saying, “there 
are lies, damn lies, and statistics”. Joe Schmidt used a statistic to take a group of Officers with one of the 
hest records in the nation to portray them as a bunch o f corrupt individuals in need of his reforms. The 
Commissioner attacked his own membership to deflect away from himself and his adversarial leadership. 
In 2005. Alaska Correctional Officers received the National Institute o f Ethics (NIE) Integrity 
Certification. 49 workplace hearings are not a sign o f a corrupt "roup o f employees; it is a sign of 
professionalism.



QUICK GLANCE
49 Hearings in 2007

•4 v  Oh < O R U r i '  I I O N  or  P U O I  i 'S 's ! ( )NA!  .f s \ !

4 9  hearings 

♦ 1 3  work-sites

3 - 7  hearings per work site a year

7 3 0  Officers 

♦ 1 3  work-sites 

5 6  Officers per work-site *
( ‘  Avaraga numbar of Officers par facility)

3.7 Workplace Hearings per year per 
institution

(Average of only 3.7 Workplace Hearings per 56 Officers a year)

A hearing does not necessarily mean discipline. It can be a meeting about 
an incident, job performance, or question about some part of the job. When 
there is discipline, the vast majority is minor. Not one of the 49 hearings 
involved any type of corruption.

Imagine you are the manager for an office/business with over 50 employees 
and you only had to question, not discipline, but question four of your 
employees in an entire year.
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“A half truth is a whole lie.”
Yiddish Proverb

4 TERMINATIONS. NOT W H AT IT  SEEMS

Commissioner Schmidt stated that he had terminated four Officers'. He offered this up 
as proof that he was holding Officers accountable, implying that he was cleaning up 
corruption within the ranks. The Commissioner went on to state that the Association was 
attacking him due to “cleaning up” the Department, not safety concerns.

The Facts, the Math, and the Truth 

THE FACT
There were four terminations. But the Commissioner failed to mention that three of these 
four terminations were overturned, two by arbitrators and one by the State. The one 
termination that was not overturned is now going to court due to the Director’s testimony 
being found “not credible” by an arbitrator2 in a subsequent arbitration and another 
manager’s recanting testimony. Along with three o f four terminations being overturned, 
there were three other disciplines and all o f those were overturned. That makes six of 
seven disciplines that have been adjudicated and overturned. ACOA has also won the 
only arbitration dealing with a contract violation, during his administration.

THE MATH
One termination cost the State $110,594.77, another cost $94,580.47, and another over 
$20.000\ The fourth termination could cost the State even more. That case is headed to 
litigation. The testimony by the Director o f Institutions was found “not credible” in a 
subsequent arbitration on the exact same issue. If a Correctional Officer was found to be 
“not credible" by management, he would be fired.

THE TRUTH
Four terminations are not a sign of reform; they are a sign o f  mismanagement that may 
cost the State o f Alaska almost a quarter of a million dollars.

1 4/23/08, Radio: K U D O -1080 AM , C utting Edge with CC, C om m issioner stated. " . . . fo u r  re su lttd  in 
term ination"
2 Arbitrator Howell L. Lankford, in his N ovem ber 2 6 ,2 0 0 7  decision in his case num ber 162, stated, "The 
Department argues tha t the d isciplinary decision m akers -  the top m anagers o f  the D epartment -  d id  not
know o f  's union involvement. But th e  Superintendent testified  tha t he k n e w ______________was
the Shift Representative o f  the Association. A n d  the testim ony that the D irector o f  Institutions d id  not know  
o f _________ ‘s  union involvem ent w as not credible. " ...
3 According to inform ation provided through Labor Relations.



QUICK GLANCE
4 TERMINATIONS

Sgt. Elde (Dismissal overturned by Arbitrator)

$ 94,580.47 Base Salary
Plus $$$ Overtime Costs
Plus $$$ Arbitrator’s fees

$94,580.47 Plus $$$ Plus$$$

Sgt. Galvano (Dismissal overturned by Arbitrator)

$ 89,438.77 Base Salary
10.700.00 Overtime Costs
10.456.00 Arbitrator’s fees

$110,594.77

Officer Schneider (Dismissal overturned by State Officials - LGR)

$ 20.000.00 Base Salary -  5 months pay
1,020.00 Arbitrator’s fees

$ 21,020.00

Officer Hovey (Director’s testimony found later to be “not-credible”)
Plus $$$ Court costs
Plus $$$ Settlement/Award

Approximately

$200,000.00
PLUS $ PLUS $ PLUS $ PLUS $ PLUS $ PLUS $
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STATE OF ALASKA
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Jun— u, Ataska, 99611-3000 

PHONE: (907) 465-4652 
FAX: (907) 465-3300

PRESS RELEASE
C o n ta c t R ic h a rd  F  S c h m itz , C o m m u n ica tio n s  S p a d a /A s a is ta n t 

O N c a  (9 0 7 )4 6 6  4 6 4 0  
h to b U a : (9 0 7 ) 3 2 1  0 0 4 0
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FO R IM MEDIATE RELEASE 
August 1, 2005

No. 0 5 -0 2 4

ALASKA DEPARTMENT OF CORRECTIONS FIRST TO RECEIVE NATIONAL 
INSTITUTE OF ETHIC8 INTEGRITY CERTIFICATION

(J U N E A U ) -  T h e  A la s k a  D e p a rtm e n t o f C o rre c tio n s  h a s  becom e th e  firs t c o rre c tio n s  
d e p a rtm e n t in  th e  n a tio n  to  rece ive  th e  N a tio n a l In s titu te  o f E th ic s  (N IE ) In te g rity  
C e rtific a tio n . T h e  d e p a rtm e n t w as g iven  th e  c e rtific a tio n  b y  in s titu te  fo u n d e r D r. N e a l 
T ra u tm a n  to d a y  a t th e  d e p a rtm e n t's  tra in in g  a c a d e m y  in  A n ch o rag e .

To  h o ld  th e  c e rtific a tio n , th e  d e p a rtm e n t h a s  c o m m itte d  to  a  w id e -ra n g in g  a n d  a m b itio u s  
th re e -y e a r p ro g ra m  w ith  d ire c t im p a c t on  re c ru itm e n t a n d  h irin g -p ra c tic e s , m a n a g e m e n t 
s ty le , a n d  o n -th e -jo b  tra in in g .

T h is  to u c h e s  a ll asp ects  o f d e p a rtm e n t o p e ra tio n s ,” s a id  C o m m iss io n e r M a rc  A n trim . 
“C e rtific a tio n  is  ju s t  a  s ta rtin g  p o in t. I t ’s a b o u t good g o v e rn m e n t a n d  c o m m ittin g  to  p ro v id e  
th e  b e s t p u b lic  p ro te c tio n  p o s s ib le .”

T h e  in te g rity  in itia tiv e  b eg in s  b y  e s ta b lis h in g  a n  e th ic s  c o m m itte e  -  th e  firs t o f seven goals. 
O th e r go a ls  in c lu d e  s tre n g th e n in g  th e  h ir in g  p ro cess, im p le m e n tin g  in te g rity  tra in in g  a n d  a n  
O a th  o f H o n o r, a n d  in c re a s in g  th e  le ve l o f tru s t w ith in  th e  m a n a g e m e n t te a m  . A d d itio n a l k e y  
goals in c lu d e  im p ro v in g  o n -th e -jo b  tra in in g  a lo n g  w ith  th e  in c lu s io n  o f e th ic s  a w a ren e s s , a n d  
e s ta b lis h in g  a n  a w a rd s  a n d  in te rv e n tio n  p ro g ra m .

T h e  d e p a rtm e n t’s e th ic s  c o m m itte e  h a s  b een  m e e tin g  fo r a b o u t a  y e a r, a n d  a  s tre n g th e n e d  
h ir in g  process h a s  been  in  p lace  s in ce  th e  b e g in n in g  o f 2005. E ffo rts  to  a c h iev e  th e  re m a in in g  
goals  a re  ong o in g , C o m m iss io n e r A n tr im  e x p la in e d .

T h e  N IE  e th ic s  c e rtific a tio n  process is  d es ig n ed  to  b e  a  g ra s s -ro o ts  e ffo rt -  n o t to p -d o w n ,” 
A n trim  s a id . T h a t 's  w h y  i t ’s a  lo n g -te rm  pro cess. T h e  o v e ra ll g oal is  to  c re a te  a  c u ltu re  o f ‘th is  
is  h o w  w e do i t  h e rw-* R flflfc-flllv  w a n t to  h ire  good p eo p le , tra in  a ll o u r s ta ff w e ll a n d  tre a t 
th e m  r ig h t. W e w a n t m u tu a l tru s t a n d  re s p e c t, a  b e tte r c o m m a n d  s tru c tu re , a n d  a  fe rtile  
g ro u n d  fo r d e v e lo p in g  le a d e rs .”

W ith  th e  c e rtific a tio n  in  p la c e , th e  d e p a rtm e n t is  c o n tin u in g  its  e ffo rts  to  c o m p le te  its  In te g rity  
P la n . Im p o rta n t ta s k s  u n d e rw a y  in c lu d e  th e  d e liv e ry  o f a n  e ig h t-h o u r b lo c k  o f in te g rity  
tra in in g  to  a ll s ta ff, e n h a n c in g  th e  F ie ld  T ra in in g  O ffic e r p ro g ra m , a n d  d e v e lo p in g  a n  
E m p lo yee  R eco g n itio n  B o a rd .

T h e  N a tio n a l In s titu te  fo r E th ic s  (N IE ) w a s  fo rm ed  to  im p ro v e  th e  p u b lic ’s c o n fid en ce  in  p u b lic  
s a fe ty  a g en c ies . T h e  N IE  is  a  n o n -p ro fit, 5 0 1 (c )(3 ) o rg a n iz a tio n  d e d ic a te d  to  fu rth e rin g  e th ic s  
a n d  in te g rity . T h e  N IE  p ro v id es  in te g rity  re la te d  c e rtific a tio n  p ro g ra m s , v id eo  tra in in g  ta p e s , 
m a n u a ls , b o o ks , a n d  s e m in a rs .


