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Clinical guidelines are being m ade available to the public for informational purposes only.
The Federal Bureau o f  Prisons (BOP) does not w arrant these guidelines for any other purpose, 
and assum es no responsibility for any injury o r dam age resulting from  the reliance thereof. 
Proper m edical practice necessitates that all cases are evaluated on an individual basis and that 
treatm ent decisions are  patient-specific.



C lin ical P ractice G uideline: M anagem ent o f M RSA (A u g u st, 2 0 0 5 ) 

What’s New in the Document?

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

Treatment
A conservative initial approach to treating  m inor 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 rifam pin  is not routinely recom m ended.
Dosage recom m endations have changed for clindamycin and trimethoprim-sulfamethoxazole. 
Aggressively m anage p ru ritic  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 r..
H and 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 sw eat, e .g ., exercise benches.
Modify hygiene practices for sweat lodge partic ipan ts, including showering before and after 
the sweat lodge and wearing clean shirts and shorts while participating.
C onsider increasing influenza vaccination coverage in facilities experiencing a MRSA 
ou tb reak  or endemic M RSA. Consider vaccination regardless of individual influenza risk 
factors.

Containment ___________  ; ^
* G uidelines for housing inm ates with suspected o r confirm ed MRSA are clarified.
•  Patients with MRSA pneum onia 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 f s . •
Appendix 4 (Evaluation and T reatm ent o f Skin and Soft Tissue Infections) outlines general
approach to managing skin and soft tissue infections.
Appendix 9 (MRSA C ontainm ent Guidelines) provides a tool for decision-making about how 
to hour? MRSA patients.
Appendix 10 (MRSA M anagem ent Checklist) outlines steps for managing a MRSA suspect, 
including Hecisions about containment, conducting the contact investigation and general risk 
management.
Appendices 6 and 7 outline C orrectional S tandard  P recautions and C orrectional C ontact 
P recautions and can be used as fact sheets for correctional workers.
Appendix 8 (Inm ate  Fact Sheet - G eneral Instructions for Skin Infections) is an educational 
tool to be used with inmates with skin infections.
Appendix 11 (Line Listing of C ontacts to MRSA Cases) is provided to as a tool to track
identified contacts and the outcome of their evaluation.

i



■®6SP̂  ; S '̂ 7V̂ '• "  '’"r̂ ^^^^^^m'*r'" " f ' ra.*F-fW»#4.Ti‘ JWUll' T*? 1 • • ™  '*

M anagem ent o f  M ethicillin-R esistant 
Staphylococcus aureus 

(M R SA ) Infections

A ugust, 2005
(Federal Bureau o f Prisons - Clinical Practice Guidelines)

T able o f  C ontents
I ) J J ► ' i { ' < I j 1 | I I - • • t 4 I *l i ( | > 1 . 'i l l ' " I* i . t  .  * • ' I f  f.*  ‘

1. P u r p o s e .......................................................................................................................................................... 1

2. I n t r o d u c t i o n .................................................................................................................................................1

3 . C o lo n iz a t io n ................................................................................................................................................ 2

4 . T ran sm issio n  ............................................................................................................................................. 2

5. Screen ing  a n d  S u r v e i l la n c e ...................................................................................................................2
Intake screening
Recently hospitalized inmates
Inmates at greater risk o f  serious M RSA infections
M onitoring bacterial culture results
Observations by correctionalw orkers
Food handlers
Transfers
Employees

6. D ia g n o s is ........................................................................................................................................................3
Skin exam ination 
Bacterial cultures 
Em piric diagnosis 
A ssessing M RSA colonization

7. R e p o r t i n g ....................................................................................................................................................... 4

8. T re a tm e n t .....................................................................................................................................................4
W arm  soaks, drainage and rem oval o f  foreign devices 
Antibiotic therapy (skin/soft tissue infections)
Antibiotic therapy (serious M RSA infections)
Em piric antibiotic therapy 
R ecurrent/persistent infections 
D ecolonization following treatm ent 
M anagement o f  pruritic rashes



Federal Bureau of Prisons 
Clinical Practice Guidelines

9. In fec tio n  C o n tro l - P r im a ry  P re v en tio n : 
E ffo rts  to  P rev en t M R SA  In fe c t io n s ..................

Education
Correctional standard precautions 
Hand hygiene program  
Sanitation
Antibiotic prescribing practices

10. In fec tion  C o n tro l - S econdary  P re v en tio n : 
E ffo rts  to  C o n ta in  D etected  M R SA  Infections

Correctional contact precautions 
Inmate education 
Hand Hygiene 
Housing
W ound m anagem ent 
Sanitation
Inmate transfers and releases 
Surveillance

Management of MRSA Infections
August. 2005

10

11. O u tb re a k  M anag em en t ...............................
Laboratory confirm ation
Tracking
Containm ent
Inmate transfers
Infection control m easures
Surveillance
Decolonization o f  asym ptom atic carriers 
Education

12

12. In p a tien t U n i t s ..............................................
Prim ary prevention 
Secondary prevention 
O utbreak m anagem ent

O btaining nares surveillance cultures 
Decolonization procedures

15

D efinitions

R eferences

19

23

in



Clinical Practice Guidelines
Management c , MRSA infections 

August, 2009

Appendices

A ppendix  1; 
A ppendix  2 : 
A ppendix  3 : 
A ppendix  4 : 
A ppendix  5: 
A ppendix  6 a : 
A ppend ix  6 b : 
A ppendix  7 a : 
A ppendix  7 b : 
A ppendix  8 ; 
A ppendix  9 ; 
A ppend ix  10: 
A ppendix  11:

}, W
- j - . # ) 1 n m . ; *■>, 't • • I-

M RSA Case Tracking and Reporting Form  ................................................................25
O ral A ntibiotic Treatm ent O ptions for Skin or Soft Tissue M RSA In fec tio n s . 26
Treatm ent Options for Serious M RSA In fe c tio n s ....................................................... 27
Evaluation and Treatm ent o f Skin and Soft T issue In fe c tio n s ................................28
MRSA Fact S h e e t ..................................................................................................................29
Correctional Standard Precautions in the General P o p u la tio n ................................30
Correctional Contact Precautions in the General P o p u la t io n ................................31
C orrectional Standard Precautions in the Health Care Setting .............................32
Correctional Contact Precautions in the Health Care S e t t in g ................................ 33
Inm ate Fact Sheet - General Instructions for Skin I n fe c t io n s ................................34
M RSA Containm ent G u id e lin e s ........................................................................................35
M RSA Containm ent Checklist ...............................................................................  36
Line listing o f  Contacts to M RSA Cases ...................................................................38



Federal Bureau of Prisons
Clinical Practice Guidelines

Management of MRSA Infections
August. 2003

1. Purpose

The BOP Clinical Practice Guidelines for the M anagement o f M ethicillin-Resistant 
Staphylococcus aureus (M RSA) infections provide recom m endations for the prevention, 
treatm ent, and containm ent o f MRSA infections within Federal correctional facilities.

2. Introduction

MRSA infections are staphylococcal infections that are resistant to beta-lactam  antibiotics 
including: penicillin, am picillin, am oxicillin, am oxicillin/clavulanate, m ethicillin, oxacillin, 
dicloxacillin, nafcillin, cephalosporins, carbapenem s (e .g ., im ipenem ), and the m onobactam s 
(e .g ., aztreonam ).

Infection with M RSA has long been associated with exposure to a health care environm ent, 
particularly the inpatient hospital setting. Recent reports, however, indicate that new MRSA 
strains have evolved that are affecting previously healthy persons throughout the w orld without 
d irect or indirect contact with health care facilities. These com m unity-onset M RSA infections 
have particularly affected athletes in close-contact sports, m ilitary recruits, men who have sex 
with m en, and inmate populations. Inmates are now at risk o f acquiring MRSA infections not 
only during hospitalizations, but also de novo within the jail or prison setting, despite the 
absence o f traditional risk factors for MRSA infect1 n, such as a history o f recent 
hospitalization, prior antibiotic usage, injection drug use, or long-term  inpatient care.

W ithin the federal prison system , com m unity-onset MRSA infections have been associated with 
illicit, unsanitary tattoo practices and poor inmate hygiene. MRSA transm ission in other 
correctional systems has been linked to inmates sharing towels, linens, or other personal items 
potentially contam inated by wound drainage, as well as inmates lancing their own boils or 
o ther inm ates’ boils with fingernails or tweezers.

M RSA infections often present as mild skin o r soft tissue infections, such as furuncles, that 
occur spontaneously without an obvious source. Inmates with MRSA skin infections 
com m only com plain o f  “an infected p im ple,” “an insect b ite ,” “a spider b ite ,” or “a so re” . 
M any MRSA infections cause m inor inflammation without pain and infected inmates may not 
seek medical attention. Persons with com plicating medical conditions such as diabetes, HIV 
infection, chronic skin conditions, indwelling catheters, post-surgical wounds, and decubiti are 
at increased risk o f  MRSA infections; however, even otherw ise healthy individuals can develop 
very serious M RSA infections, such as cellulitis, deep-seated abscesses, necrotizing fasciitis, 
septic arthritis, necrotizing pneum onia, and sepsis.
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3. C olonization

An estim ated 10% to 30% of persons are colonized with Staphylococcus aureus in their nares, 
m ucous m em branes, o r breaks in their skin. A sm aller subset o f these persons are colonized 
with M RSA. Colonized persons are m ore likely to develop staphylococcal infections, 
how ever, many colonized persons rem ain asym ptom atic. Staphylococcal colonization occurs 
m ore commonly in injection drug users, persons with diabetes, hem odialysis patients, persons 
with acquired im m unodeficiency syndrom e (AIDS), surgical patients, and previously 
hospitalized patients.

4. Transm ission

M RSA is transm itted from  person to person by contam inated hands. M RSA may also be 
transm itted by sharing tow els, personal hygiene items, athletic equipm ent, through close- 
contact sports, and by sharing injection drug use or tattoo equipm ent. Persons with MRSA 
pneum onia in close contact with others, can transm it MRSA by coughing up large droplets o f 
infectious particles. Persons w ith asym ptom atic M RSA nasal carriage can also transmit 
M RSA, especially when sym ptom atic from  a viral upper respiratory infection. M RSA can also 
cause a toxin-m ediated foodbom e gastroenteritis.

5. Screening and Surveillance

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

Recently hospitalized inmates: All inmates who are discharged from  the hospital should 
be screened for skin infections im m ediately upon return to the prison and specifically 
instructed to self-report any new onset skin infections o r fever. (M RSA o r other hospital- 
acquired infections may develop w eeks after hospital d ischarge.)

Inmates at greater risk of serious MRSA infections: Inmates with risk factors such 
as diabetes, im m unocom prom ised conditions, open wounds, recent surgery, indwelling 
catheters, im plantable devices, chronic skin conditions, o r paraplegia with decubiti should be 
evaluated for skin infections during routine medical evaluations.

Monitoring bacterial culture results: All bacterial culture results should be reviewed 
in a tim ely m anner to detect new M RSA infections.

Observations by correctional workers: Inmates with m inor skin infections may be 
reluctant to seek health care. Inm ates with visible or reported sores o r wounds, o r who self- 
report “boils”or “ insect or spider bites" should be referred to health services.
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Food handlers: Ail inmate food handlers should be advised on the necessity o f  self- 
reporting all skin infections, no m atter how m inor. Food handlers should be routinely 
examined for visible skin infections. Food handlers with suspected or confirm ed contagious 
MRSA should be rem oved from  their duties until no longer infectious.

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

Employees: Correctional w orkers (including health care workers) should report all skin 
infections and any confirm ed MRSA infections to their supervisor. Supervisors should refer 
correctional workers with possible skin infections to their health care provider. Em ployees 
should be rem oved from  direct inm ate 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 exam ination o f  skin infections should be conducted to 
determ ine if there is fluctuance, crepitus, any evidence o f a drainable infection, o r  cellulitis 
with o r without streaking. Deep-seated MRSA abscesses may not be clinically apparent and 
only diagnosed through imaging studies.

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

MRSA infections are diagnosed by routine aerobic bacterial cultures. O xaciliin-resistance on 
laboratory susceptibility testing also indicates m ethicillin-resistance. Positive cultures from  
blood and sterile body fluids (e .g ., jo in t fluid, pleural fluid, cerebrospinal fluid) are diagnostic 
o f MRSA infections. Positive cultures o f  drainage from  nonsterile sites (e .g ., wounds) may 
indicate bacterial colonization o r infection. W ound cultures obtained from  expressed pus 
(avoiding skin contam ination) are  diagnostically meaningful; w hereas positive cultures obtained 
directly from  the surface o f a wound are o f  limited value in detecting true infection.

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

Assessing MRSA colonization: O b ta in in g  b a c te ria l cu ltu res  o f  the  n a re s  is no t 
rou tine ly  in d ica ted , unless recom m ended by public health authorities in the context o f  a 
significant M RSA outbreak o r as part o f an inpatient surveillance program . The procedure for 
obtaining nares cultures is outlined in Section 12 (Inpatient Units).

7. R eporting

All confirm ed M RSA infections m ust be docum ented in the inm ate’s m edical record and in 
Sensitive M edical Data (SM D). All suspected o r confirm ed MRSA outbreaks should be 
reported to the appropriate Regional Office, and the Central Office H SD , 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 treatm ent o f  choice for m inor skin and soft tissue infections, i.e ., 
the lesion is localized and there are no signs o f systemic illness. U ncom plicated  M RSA  sk in  
infections m ay reso lve w ith  w arm  soaks a n d /o r  d ra in a g e , w ithou t an tib io tics .

•  W arm  soaks a n d  com presses: W hen treating m inor skin and soft tissue infections, 
including confirm ed M RSA infections, the use o f w arm  soaks o r com presses should be 
routinely considered. Soak the infected area for 20 m inutes, ideally 2 to 3 times per day in 
warm water. Continue regularly soaking the wound until it looks clear o f 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 , m oist washcloth to the reddened area 
for 20 m inutes, 2 to 3 tim es a day.

Decisions a b o u t how to  safely im plem ent w arm  soaks a n d /o r  com presses in the  
co rrec tional se tting  m u st be m ade  on a  case by case basis in  consu lta tion  w ith  the  
infection co n tro l o fficer. Consideration should be given to how and where to safely 
perform  the soaks and safely dispose o f bandages to prevent further transm ission o f M RSA.

•  Incision a n d  d ra in a g e  (I & D): Treatm ent should also include aggressive drainage o f  
accessible fluid collections, particularly loculated soft tissue infections in conjunction with 
the use o f  warm  soaks o r com presses. Infections requiring drainage should be frequently 
reassessed to determ ine if  repeated drainage is w arranted.

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

Antibiotic therapy (skin and soft tissue infections): Com m unity-onset MRSA 
infections are frequently caused by isolates that are sensitive to a wider range o f  antibiotics 
com pared to M RSA infections acquired in the hospital setting. The selection o f  oral antibiotics 
to treat skin o r soft tissue M RSA infections should be based on bacterial cultures and antibiotic 
susceptibility results w henever possible. In patients with mild, localized infections without 
system ic signs o f illness, the effectiveness o f  w arm  soaks and/or I & D should be evaluated for 
several days before initiating antibiotic treatm ent. Antibiotics alone will be ineffective in 
treating fluctuant abscesses w ithout incision and drainage.

•  T re a tm e n t reg im ens: The optimal treatm ent regim en for comm unity-onset skin and soft 
tissue MRSA infections that are susceptible to m ore than one antibiotic is unknow n 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 
com m unity-based M RSA outbreaks suggests that many uncomplicated skin and soft tissue 
M RSA infections can be successfully treated with oral trim ethoprim -sulfam ethoxazole or 
clindam ycin. Each o f these antibiotics has its own advantages and disadvantages as a 
therapeutic choice as outlined in Appendix 2 (Oral Antibiotic Treatment Options for Skin 
and Soft Tissue MRSA Infections).

•  D irectly  observed  an tib io tic  c d m in is tra tio n  is s trong ly  recom m ended  for treating MRSA
infections in the correctional setting.

•  T he op tim al dosaging  o f  o ra l trim e thop rim -su lfam ethoxazo le  is unknow n for skin and 
soft tissue MRSA infections requiring antibiotics. Some experts recom mend higher 
dosaging than the standard one DS tablet BID. H igher dosages are particularly 
recom mended if  rifam pin is given along with trim ethoprim -sulfam ethoxazole since 
concom itant rifam pin therapy will reduce serum  concentrations o f trim ethoprim  and 
sulfamethoxazole.

•  T rim ethop rim -su lfam ethoxazo le  shou ld  not be used if  a  G ro u p  A strep tococcal (GAS) 
infection  is suspected , e .g ., possible erysipelas. If a G roup A streptococcal infection is 
suspected, therapy should include an agent active against this organism  such as clindam ycin, 
erythrom ycin, o r a beta-lactam.

•  Special consideration  is w a rra n te d  w hen p resc rib in g  c lindam ycin  for MRSA infection.
M any M RSA isolates are susceptible to clindam ycin in vitro; however, routine susceptibility 
testing may not detect inducible in vivo resistance to clindamycin. O ther tests, such as the 
double-disk diffusion test o r “ D ” test, can detect inducible clindam ycin resistance. In the 
D-test, the MRSA isolate is inoculated onto an agar plate with erythrom ycin and 
clindam ycin susceptibility discs. For M RSA strains with inducible resistance, the circular 
zone o f  inhibition around the clindam ycin disc is blunted by the adjacent erythrom ycin disc, 
creating a visible capital “D ” . Inducible clindam ycin resistance should be ascertained when 
utilizing the drug for inmates with either severe disease and a high organism  load o r whose

5 Return to Table of Contents



Federal Bureau of Prisons Management o f MRSA infections
Clinical Practice Guidelines August, 2003

organism s are erythrom ycin-resistant and clindam ycin-sensitive on routine susceptibility 
testing.

w ^™ a M y T « --,«lr ,,:’*  '■■'**•$*■'"'7 ~  '•' ■-' •- I F  w*ii>*®r-vr

•  C lindam ycin  has m uch  b e tte r  bone p e n e tra tio n  th a n  trim ethop rim -su lfam ethoxazo le .

•  T he  a d d itio n  o f  r ifam p in  to trim ethoprim -sulfam ethoxazole o r clindam ycin has been used 
to bolster the treatm ent o f  M RSA infections and prom ote decolonization, but the benefits o f 
this strategy are unproven. C linicians should carefully review potential drug interactions if 
considering rifam pin as an additive treatm ent option. R ifam p in  m o n o th e rap y  is 
ineffective ag a in st M R SA  d u e  to  th e  ra p id  developm ent o f  res is tan ce  (regard less  o f  in 
vitro la b o ra to ry  suscep tib ility  resu lts) a n d  shou ld  n ever be p resc rib ed .

•  D oxycycline o r  m inocycline, 100 m g o rally  B ID , is a n  a lte rn a tiv e  tre a tm e n t o p tio n  fo r  
M R SA  infection. In vitro susceptibility results o f  tetracyclines should be interpreted 
carefully in consultation with knowledgeable laboratory personnel. Isolates resistant to 
tetracycline in vitro but susceptible to doxycyline o r m inocycline, m ay develop resistance 
w hen exposed to doxycycline o r m inocycline therapy.

•  M R SA  iso lates m ay  be sensitive to  o ra l qu ino lones in vitro; how ever, the  developm ent 
o f res is tan ce  w ith  the  use o f  these  ag en ts  is a  m q jo r  co n cern . If  quinolones are 
prescribed for MRSA infections, the addition o f  rifam pin should be strongly considered.

•  O ra l vancom ycin  shou ld  never be p re sc rib ed  since it is poorly absorbed, and thus 
ineffective.

•  T op ical m u p iro c in  m ay be effective to  t re a t  m ild  fo llicu litis, bu t its a d m in is tra tio n  fo r 
th is  p u rp o se  w ith in  th e  c o rrec tio n a l se tting  is o rd in a rily  no t recom m ended  due to
concerns about w idespread em piric use by the inm ate population and the developm ent o f 
m upirocin resistance.

•  D u ra tio n  o f tre a tm e n t: The duration o f antibiotic therapy for MRSA skin and soft tissue 
infections depends on the severity o f  the infection, the site o f infection, and the clinical 
response to therapy. Treatm ent 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 exam ined periodically during therapy to determ ine 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, osteom yelitis, necrotizing fasciitis, pneum onia, and other deep-seated MRSA 
infections require treatm ent with IV vancom ycin o r other effective agent for an extended 
period o f  tim e, i .e ., 4-6 weeks or m ore. A second or third antibiotic may also be indicated in 
com bination with vancomycin for cenain  MRSA infections (e .g ., prosthetic valve
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endocarditis). C o nsu lta tion  w ith a physician  expert is recom m ended  fo r se rious M RSA  
infections.

Intravenous vancomycin can be safely adm inistered to m edically stable inmates in m ost BOP 
institutions. Clinical directors should consult with their chief pharm acists on protocols for 
adm inistering and m onitoring vancom ycin 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 M RSA infections and allow earlier hospital discharge on an 
oral antibiotic regim en. Treatm ent efficacy and drug toxicity data using linezolid for serious 
MRSA infections are lim ited, although linezolid may be superior to vancomycin in treating 
MRSA pneum onia. L inezolid  th e ra p y , as well as other newly available treatm ent options, 
including investigational agents, shou ld  only  be considered  in  consu lta tion  w ith  a  physician  
ex p e rt. Antibiotic options for serious MRSA infections are outlined in Appendix 3 (Trecdnx:*t 
Options for Serious MRSA infections).

Empiric antibiotic therapy: Skin and soft tissue infections suggestive o f  staphylococcal 
infections that cannot be cultured o r have nondiagnostic culture results should be evaluated and 
treated on a case-by-case basis. Em piric antim icrobial therapy may be appropriate for certain 
patients with suspected S. aureus skin and soft tissue infections, particularly individuals with 
significant cellulitis, abscess form ation, fever o r other system ic signs o f  infection, o r 
underlying co-m orbidities o r im m unosuppression. Em piric antibiotic therapy should be 
prescribed while considering the following:

•  Self-lim ited  infections w ithou t system ic signs o r  sym ptom s can often be effectively 
treated with warm  soaks o r warm  com presses and/or I & D without antibiotics.

» I f  no  o th e r  M RSA  risk  fac to rs  a re  a p p a re n t a n d  M R SA  infections have  n o t been 
recen tly  docum ented  in  the  co rrec tio n a l se tting  then m ore serious infections (e .g ., 
infected wounds and drained abscesses not responding to warm  soaks o r I & D ) should be 
em pirically treated with a first-generation cephalosporin, am oxicillin/clavulanate, or 
erythrom ycin.

•  I f  associa ted  risk  fac to rs  fo r  M R SA  infections a re  p resen t (e .g ., presentation in the 
context o f  a known MRSA outbreak, recent hospitalization, previous anti-staphylococcal 
antibiotic usage, presence o f  an indwelling catheter, or a history o f cl jn ic  wound drainage 
or repeated soft tissue infections), then em piric treatm ent for MRSA should be considered 
for m ore serious infections o r m inor infections not responding to  warm soaks o r I &  D.

•  In trav en o u s  an tib io tic  th e ra p y  in  a n  in p a tien t se tting  is indicated for pneum onia, toxic 
shock syndrom e, skin and soft tissue infections associated with clinical evidence o f  sepsis or 
necrotizing fasciitis, o r if the infection is clinically worsening despite oral antibiotic 
therapy.
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Life T h re a te n in g  In fections: Em piric therapy with IV vancom ycin plus other 
antibiotics as w arranted should be strongly considered for inmates who present 
with life threatening infections, such as pneum onia o r sepsis, regardless o f  
existing risk factors, due to the inherent risk o f  MRSA infection in the 
correctional setting.

Recurrent/persistent infections: Recurrent or persistent skin and soft tissue infections 
during or im m ediately following antibiotic therapy may indicate either patient nonadherence to 
the prescribed treatm ent regim en, the developm ent o f  antibiotic resistance, o r re-exposure to 
MRSA. Inmates with recurrent o r persistent skin lesions should be evaluated on a case-by-case 
basis to assess the m ost likely cause and to determ ine the appropriate intervention.

Decolonization following treatment: D ecolonization o f  the nares with topical 
m upirocin is not recom m ended for isolated cases o f  M RSA 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 m onths) and in the context o f  a M RSA outbreak.
(D ecolonization is o f  u n p ro v en  benefit in  con tro lling  a  M R SA  o u tb re a k  in  th e  co rrec tio n a l 
se tting  a n d  is th e re fo re  n o t ro u tin e ly  in d ica ted .)  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 ointm ents or lotions, and if  ineffective, treated with an oral antipruritic agent 
such as hydroxyzine o r diphenhydram ine to m inimize scratching and the developm ent o f  
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 consum ing, and resource-intensive. The m ajority o f  inmates with MRSA infection or 
colonization have acquired M RSA from  an external source; therefore prim ary infection control 
m easures are critical. A ll p o ten tia l o p p o rtu n itie s  fo r in m ates  to  have  close physical con tac t 
o r  sh a re  com m unal item s shou ld  be carefu lly  sc ru tin ized  w ith in  each  co rrec tional 
in stitu tion  to identify strategies to interrupt MRSA transm ission. The following general 
interventions should be considered.

Education: Inmates and correctional staff should be provided inform ation on the 
transm ission, prevention, treatm ent, and containm ent o f  M RSA infections. Condensed 
inform ation for inmates is outlined in Appendix 5 (MRSA Fact Sheet). Emphasis should be
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placed on die im portance o f  regular handw ashing, and o f  prom ptly referring inmates with skin 
infections for a m edical evaluation. Regular handwashing should be em phasized as the m ost 
important intervention to prevent a M RSA outbreak.

Correctional standard precautions: These m easures require correctional workers to 
assum e that ail 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 m ucous m em branes. Correctional standard precautions have been adapted 
from hospital standard precautions, including increased emphasis on sanitation in housing areas 
and adaptation to recently identified m odes o f  transm ission o f  M RSA, e .g ., sharing o f  towels, 
use o f 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 
o f  gloves w henever contact with body fluids is anticipated; routine cleaning and disinfecting 
environm ental surfaces; treating all linen as potentially infectious; safe disposal o f  needles and 
other sharp instrum ents and devices; and placem ent o f inmates who may contam inate the 
environm ent in a private room  (in consultation with medical staff)-

Hand hygiene program: Hand hygiene is the sim plest and m ost im portant infection 
control m easure for preventing and containing M RSA infections and yet the m ost difficult to 
implement. Specific hand hygiene procedures are outlined :n Appendices 6a and 7a.

•  O versigh t: The hand hygiene program  should be overseen by the institution’s local 
infection control com m ittee including ongoing observational studies and data collection 
(e .g ., com pliance with hand hygiene guidelines, amount o f usage o f  hand hygiene supplies). 
The hand hygiene behaviors o f all correctional workers who have contact with inmates 
should be assessed with subsequent ongoing feedback on the results o f the evaluation.

•  T ra in in g : Correctional staff, health care w orkers and inmates should be periodically 
provided education on the im portance o f  hand hygiene and effective hand hygiene 
techniques during annual training and other venues.

Sanitation: MRSA is susceptible to m ost routinely used environm ental cleaning agents. 
Sanitation m easures are essential for preventing the spread c f  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 m onitor antibiotic 
prescribing patterns at their institutions in consultation with their chief pharm acist to ensure 
that antibiotics are being appropriately prescribed and not used in lieu o f  recom mended 
conservative treatm ents for uncom plicated M RSA, e .g ., warm  soaks o r com presses and I & D.
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The unnecessary use o f  broad spectrum  antibiotics should be strictly m onitored and curtailed to 
reduce the developm ent o f  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: W hen health care providers and correctional 
personnel have direct contact with inmates with suspected o r confirm ed M RSA skin and soft 
tissue infections, correctional contact precautions should be utilized. Hospital contact 
precautions have been adapted to the unique requirem ents o f 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 m anaging a M RSA infected inm ate are outlined below .

Inmate education: All inmates with M RSA infections should be instructed in regular 
hand-w ashing, m aintaining personal hygiene, including regular show ers, and the im portance o f  
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 reem phasized with staff w orking with the 
inmate diagnosed with M RSA infections. Adequate handwashing supplies for the inmate 
diagnosed with MRSA and the staff in contact with them is critical. The availability o f these 
supplies should be regularly assessed and rem edied as necessary.

Housing: Inmates diagnosed with MRSA infections should be exam ined by a clinician to 
determ ine their risk o f  contagion to others. In general, inmates with non-draining wounds or 
wound with m inimal drainage, contained by a simple dressing, can be housed in general 
population. Decisions about housing assignm ents should be made utilizing the guidelines 
outlined in Appendix 9 (MRSA Containment Guidelines).

Factors entering into decisions about where to house inmates with M RSA infections include the 
degree to which wound drainage can be contained, the ability o r w illingness o f 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.

•  A ctivities a n d  v isito rs: Inmates with M RSA infections may be lim ited from  certain 
activities on a case by case basis. For exam ple, 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. V isitor 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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•  D iscontinuing  single cell housing : C riteria  for discontinuing single-cell housing for a 
MRSA suspect is outlined in Appendix 9.

Wound management: Draining wounds must be rem ain adequately dressed to prevent 
contam ination o f environm ental 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. 
C lean, nonsterile gloves should be w orn when contact with wound drainage is anticipated. 
Gloves must be rem oved and hands cleaned immediately before leaving the patient’s room.
For isolated patients with grossly draining w ounds, a clean non-sterile gown should be w orn 
whenever it is likely that a person will com e into contact with wound drainage.

•  D isposal o f  b andages: Bandages should be disposed o f  in accordance with OSHA policy 
and as determ ined by the local safety and security policy. Bandages which fully contain 
wound drainage can be disposed o f  in a leak-proof container (e .g ., plastic bag o r 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 o r contam inated m aterials should be 
handled in accordance with regulated waste procedures. Inmates should be instructed in 
proper disposal o f  used bandages in accordance with local policy.

Sanitation: Sanitation m easures used for prim ary prevention o f MRSA infections should be 
strictly enforced. All rooms o f  infected inmates should be decontam inated ( “term inally 
c leaned”) prior to occupancy by another inmate.

Inmate transfers and releases

•  Inm ates  w ith  con tag ious M R SA  infections shou ld  o rd in a rily  not be t ra n s fe r re d  to other 
BOP institutions or halfway houses until their infection has been adequately treated and the 
risk o f contagion controlled.

•  R eq u ired  tra n s fe rs : Inmates with contagious M RSA infections absolutely requiring 
transfer for security reasons o r medical care should have draining wounds dressed the day 
o f  transfer with bandages that adequately contain the drainage. The following should occur 
prior to the transfer.

Escort officers should be notified o f  the inm ate’s condition and educated on infection 
control m easures including the im portance o f  hand hygiene, protective m easures, safe 
disposal o f contam inated dressings, dc r ntam ination o f security devices (e .g ., handcuffs, 
leg irons, m artin chains and other reusable restraints) and advised to use disposable 
restraints, when feasible.

-  The clinical d irector o f the sending institution or designee should notify the receiving 
institution’s clinical director o r health services adm inistrator o f  pending transfers o f 
inmates with suspected o r confirm ed M RSA 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 com plete treatm ent;
Be counseled on practical infection control m easures to prevent transm ission to 
household m em bers and other anticipated close contacts; and 
Should be given assistance with accessing follow-up medical services.

Surveillance: Upon the diagnosis o f a single M RSA case, surveillance m easures should be
heightened to detect additional MRSA cases through the following procedures, sum m arized in
Appendix 10 (MRSA Containment Checklist).

•  In terv iew  index  case: The index case should be interviewed to identify potential sources o f 
infection and close contacts. The date o f onset o f  the infection should be ascertained to 
determ ine how far back in tim e the investigation should go and w hether the onset was 
before or after intake into the correctional system . The content o f  the interview  should 
include p rior incarceration history at other facilities, recent hospitalizations, housing and 
w ork assignm ents, sharing o f  personal hygiene items with other inm ates, participating in 
sweat lodge cerem onies, recent injection drug use, tattooing, sexual contact with other 
inmates, participation in close-contact sports, o r exposures to other inmates with draining 
wounds or skin infections. Identified contacts should be listed on Appendix 11 (MRSA 
Contact Line-Listing).

•  E va luate  con tac ts: Identified contacts at potential risk o f  acquiring MRSA should be 
examined for signs and symptoms o f  infection.

•  H isto ry  o f food hand ling : The inm ate’s work assignm ents should be reviewed to 
determ ine if he or she has been a food handler.

•  Increased  su rve illance  a t ro u tin e  visits; Health care providers evaluating inmates during 
sick call visits and chronic care visits should be on the alert for inmates with skin o r soft 
tissue infections o r other evidence o f  MRSA infections.

•  M icrobiology: Bacterial cultures should be regularly m onitored to detect any additional 
MRSA infections am ong the inmate population.

11. O utbreak M anagem ent

Detection o f two o r m ore cases o f  epidem iologically-related MRSA infections should prompt 
an immediate investigation to determ ine if an outbreak has occurred. O utbreak surveillance 
m easures are not indicated if the M RSA infections are obviously unrelated (e .g ., two inmates 
returning separately from  a hosp 'tal where nosocomial MRSA infections are endemic or 
m ultiple MRSA infections separated in time without any epidem iologic linkage.) Once a 
M RSA outbreak is suspected the following m easures 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 determ ination can be m ade whether m olecular 
analysis is w arranted. The 30-day period m ay 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 M RSA outbreak is suggested if  sim ilar antibiotic susceptibility patterns are identified among 
two o r m ore M RSA isolates from  epidem iologically-linked patients. Further confirm ation o f a 
M RSA outbreak through m olecular analysis o f 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 w arranted for specific 
epidem iologic or correctional reasons. W hen m olecular 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 o r confirm ed MRSA infections should be system atically 
tracked using the MRSA Case Tracking and Reporting Form in order to  assess case clusters and 
help identify com m on source transm ission.

Containment: In the context o f  a large MRSA outbreak, inmate cohorting o f infected skin 
o r soft tissue cases may be considered as long as the cohorted inmates have MRSA infections 
with sim ilar antibiotic susceptibilities.

Inmate transfers: Guidelines for inmate transfers outlined above should be followed 
during a M RSA outbreak. In  a d d itio n , a ll inm ates scheduled fo r  tra n s fe r  from  an  
in stitu tio n  w ith a  M R SA  o u tb re a k  shou ld  be  in terv iew ed by a  h e a lth  c a re  p ro v id e r an d  
hav e  a  ta rg e te d  exam ination  o f  the  sk in  to  d e te rm in e  if  they have  a  prev iously  
und iagnosed  sk in  o r  soft tissue infection .

Infection control measures: In addition to the infection control m easures described 
above, the following should be em phasized in the context o f a M RSA outbreak.

• H an d  hygiene an d  th e  use o f co rrec tio n a l con tac t p recau tions should be strictly enforced 
for all health care providers and correctional workers.

•  T he  b ro a d e r  use o f  a n tim ic ro b ia l soaps, w ashes, o r  sham poos in affected housing units, 
dorm itories, o r throughout the entire correctional facility should be considered on a case by 
case basis in the context o f  a M RSA outbreak.

•  M o re  s tr in g en t infection co n tro l p rac tices  shou ld  be im plem ented , i.e ., routine cleaning 
and disinfection o f patient care item s, such as stethoscopes and blood pressure cuffs, after 
a ll patient contacts.
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•  D iligently inspect a n d  re in sp ec t liv ing , s leeping , b a th ro o m , re c re a tio n a l, a n d  all o th e r  
a reas  w ith in  the  co rrec tio n a l facility  w here  close sk in -to -sk in  co n tac t o r  sh a rin g  o f  
persona l hygiene o r  com m unal item s is likely to  o ccu r in order to detect potential means 
o f  ongoing MRSA transm ission. If the outbreak is confined to a certain  housing unit or 
dorm itory, all living, sleeping, and bathroom  areas should be carefully inspected, including 
cell “ shakedow ns” , when necessary, to  identify potential sources o f  infection such as 
unsanitary conditions o r ongoing injection drug use or tattooing.

* In fluenza  p reven tion : Persons with influenza are at higher risk o f  secondary, pulm onary 
infections with Staphylococcus aureus and other bacteria. Necrotizing M RSA pneumonias 
affecting m ultiple inmates could occur during concurrent influenza and MRSA outbreaks 
within the correctional setting. If  a M RSA outbreak occurs during influenza season or 
M RSA infections are endem ic in the facility, clinical directors should consider m ore 
aggressive influenza prevention strategies including the following:

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

- Adopting a low threshold for adm inistering antiviral influenza prophylaxis for all 
unvaccinated inmates o r those only recently vaccinated (w ithin the past two weeks) if 
influenza cases are docum ented in the facility.

Surveillance: Once a M RSA outbreak is suspected o r confirm ed, health care personnel 
should determ ine if inmates with M RSA infections have a com m on source o f infection such as 
shared housing or work assignm ents, 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 m onths, or a com m on prim ary health care provider.

Surveii.ance physical exam inations for previously undetected M RSA infections should be 
considered in accordance with the following:

•  C om m on source  o u tb re a k  suspected : All potential inmate contacts should be exam ined, 
e .g ., dorm itory inmates, for unidentified skin o r soft tissue infections o r o ther evidence o f 
MRSA infections.

• Surveillance  o f high r isk  inm ates: If the outbreak involves m ultiple inmates o r  is 
sustained over tim e, targeted exam inations should be considered for inmates who may be at 
higher risk o f MRSA infections (e .g ., inmates with diabetes, renal failure, surgical wounds, 
indwelling catheters, chronic skin diseases, or im m unocom prom ised conditions) for both 
surveillance and diagnostic purposes.

•  H ea lth  c a re  w o rk e r is possib le sou rce: If  a health care w orker is the potential com m on 
source o f M RSA infections, the health care w orker should be interviewed by the clinical 
director or designee to determ ine if  the w orker has had any recent skin o r soft tissue 
infections and to review the w orker’s infection control practices such as hand washing and 
use o f contact precautions. The health care w orker should be referred to a physician for
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m edical evaluation and clearance if a MRSA infection is suspected clinically or 
epidem iologically.

•  E n v iro n m en ta l su rve illance  c u ltu res  ( i.e ., swabbing medical equipm ent, clinical areas or 
living areas) to detect MRSA are  norm ally o f  lim ited 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 o f  asym ptom atic carriers with m upirocin are not routinely 
recom m ended in the context o f  a MRSA outbreak. M upirocin treatm ent does not eradicate 
colonization in all treated persons, does not prevent recolonization following future exposures 
to M RSA, and, when used broadly, can result in m upirocin-resistant M RSA strains. M RSA 
decolonization o f health care w orkers and patients m ay be of benefit in eradicating MRSA 
from  certain  confined settings, such as inpatient units. Decolonization o f  asymptomatic 
carriers should only be considered after consultation with public health authorities and Central 
Office HSD.

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

•  T ow n ha ll m eetings w ith  inm ates  to reinforce the im portance o f regular hand washing, 
good personal hygiene, routine show ering, m aintenance o f  a clean cell, regular laundering 
o f  bed linens, self-reporting o f ail skin lesions, im portance o f inmates keeping wounds 
covered, and refraining from  any injection drug use, tattooing, and sexual contact with 
other inmates.

•  R ecalls w ith co rrec tio n a l s ta f f  to reinforce the importance o f  regular hand washing, 
correctional standard precautions when interacting with all inmates, the use o f  correctional 
contact precautions when interacting with inmates with MRSA infections, the routine 
inspection o f  inmate housing units for cleanliness, the exam ination o f  foodhandlers for 
visible skin infections, and the detection o f prohibited tattooing practices, injection drug 
use, and sexual activity among inmates.

•  M eetings w ith  h ea lth  c a re  personnel to reinforce the im portance o f  hand hygiene before 
and after every patient contact, decontam ination o f shared medical devices, as well as the 
appropriate use o f  correctional standard and contact precautions.
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12. Inpatient Units

Inpatient units w ithin correctional facilities should develop site-specific infection control 
practices to  prevent the spread o f  resistant organism s. Infection control guidelines used for the 
hospital setting should be adapted to the correctional inpatient setting.
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Primary prevention: The following prim ary prevention infection control m easures should 
he considered for inpatient units:

• E duca ting  in p a tien t h ea lth  c a re  p ro v id e rs  on the im portance o f preventing the spread o f
antibiotic resistant organism s and the efficacy o f  control measures;

•  S tric tly  en fo rc ing  h a n d  hygiene before and after all patient contacts;

•  A voiding in a p p ro p r ia te  o r  excessive an tib io tic  usage for inpatients (m onitoring through 
the infection control and the pharm acy and therapeutics comm ittees);

•  D edicating  noncritica l p a tie n t-c a re  equ ip m en t to  a  single p a tien t when contact o r droplet 
precautions are indicated and when use o f com m on equipm ent o r items is unavoidable, 
adequately cleaning and disinfecting before use with other patients;

•  S tric tly  en fo rc ing  en v iro n m en ta l d isin fec tion  o f  p a tie n t room s, including term inal 
cleaning at the time o f  patient discharge with a focus on environm ental surfaces exposed to 
frequent hand contact ( i.e ., bed rails and door knobs);

•  R egu larly  m o n ito rin g  b ac te ria l c u ltu re s  o f  inpatients and recently discharged inpatients to
detect clusters o f MRSA infections; and

•  A p p ro p ria te ly  assign ing  beds fo r new adm issions w ith  und iagnosed , po ten tia lly  
infectious cond itions, including M RSA, to avoid placement in room s with other inmates at 
high risk for developing infections.

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

•  A ggressively eva lu a tin g , con ta in in g , a n d  tre a tin g  in p a tien ts  w ith suspected  o r  
con firm ed  M R SA  infections since these patients are  at greater risk o f  serious disease; 
(Transm ission o f  MRSA infections to others w ithin the inpatient setting can occur easily and 
can cause serious illness to other medically com prom ised patients. Contact precautions and 
other recom mended infection control practices should be strictly enforced.)

•  H eightened M RSA  su rve illance  o f  o th e r  inpatien ts; and

• A ssigning specific s ta f f  to  ca re  fo r con tag ious M R SA  p a tien ts  (w hen s ta ffin g  perm its) in 
o rd e r  to  m inim ize th e  r isk  o f cross-in fection . (These staff m em bers should not be also 
assigned to care for inmates at high risk o f  developing infection.)

Outbreak management: MRSA outbreaks w ithin the inpatient setting can be extrem ely 
difficult to control and are affected by m ultiple factors that vary among inpatient units. The 
most effective m ethods to eradicate MRSA infections from the inpatient setting have involved 
the active surveillance and isolation o f  patients with MRSA infection and/or MRSA
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colonization along with the use o f 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 
o f  prim ary and secondary infection control m easures m ay include the following:

•  C a re fu l an d  rep ea ted  exam inations o f  a ll in p a tien ts  fo r und iagnosed  M R SA  infections.

•  A ggressive cu ltu rin g  o f  a ll po ten tia l in fections and regular review o f  culture results.

•  O b ta in in g  n a re s  su rve illance  c u ltu re s  fo r new  in p a tien ts  a n d  period ica lly , thereafter,
particularly for inmates at high risk o f  MRSA infection. (Persons at high risk  o f M RSA 
infection include persons with diabetes, imm unocom prom ised conditions, open wounds, 
recent surgery, indwelling catheters, im plantable 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 specim en:
- Remove swab collection device from its packaging material:

Confirm  that swab collection device has been pre-labeled with appropriate identifiers;
-  Insert dry swab approxim ately 2 cm into one naris;
-  Rotate the swab against the anterior nasal mucosa for 3 seconds;
- U sing the  sam e sw ab , repeat for the other naris;
- Return swab to transport sleeve; and
- Follow  other specific m anufacturer's recom m endations for culture collection and 

transport, including storing swabs in refrigerator (with tem peratures o f  5 °- 25°C ) for no 
m ore than 7 days and shipping with a refrigerator pack.

•  Assign in p a tien ts  w ith  M RSA  infections a n d /o r  co lonization  to  e ith e r single-cell housing  
o r  to  co h o rted  housing  with other inmates who are sim ilarly colonized.

•  D ecolonizing p ro ced u re : D ecolonization o f ta rg e te d  g roups o f  in p a tien ts  a n d /o r  hea lth  
c a re  p ro v id e rs  is ra re ly  ind ica ted  an d  shou ld  only be p u rsu ed  in consu lta tion  w ith 
C e n tra l O ffice HSD.
(Note: Ongoing o r repeated decolonization should NEVER be em ployed.) The following 
procedure for decolonization should be used:

- A ppii approxim ately one-half o f  2 %  calcium  m upirocin ointm ent from  the 1 gm  single­
use tube (Bactroban™) into one nostril and the other half o f the ointm ent to the other 
nostril tw ice daily for 5 days, avoiding contact o f the m edication with the eyes.
The inmate should press the sides o f  the nose together and gently massage for one minute 
to spread the ointm ent throughout the inside o f the nostrils.
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D irect observation o f  the decolonization proceduie is recom mended for each adm inistration 
o f  the ointm ent.

•  T re a t  in p a tien ts  w ith  an  an tim ic ro b ia l w ash  a n d  sham poo  in con junc tion  w ith n a re s  
deco lon ization  in consultation with C entral Office HSD.

18

" 0 *

Return to Table of Contents



Federal Bureau of Prisons 
Clinical Practice Guidelines

Management o f MRSA Inhclion i 
August, 2003

D efinitions

Beta-lactam antibiotics include: penicillin, am picillin, am oxicillin, 
am oxicillin/clavulanate, m ethicillin, oxacillin, dicloxacillin, cephalosporins, carbapenem s 
(e .g ., im ipenem ), and the m onobactam s (e .g ., aztreonam ).

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

Community-onset M R S A  infections develop outside a hospital o r 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 ja ils  and prisons (see Appendix 6a).

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

Hospital standard precautions are  infection control practices used in the hospital setting 
to reduce the risk o f transm ission o f  m icroorganism s from  both recognized and unrecognised 
sources o f infection.

•  S ta n d a r d  p r e c a u tio n s  a p p ly  to : blood, all body fluids, secretions, and excretions 
(except sweat), regardless o f  w hether o r not they contain visible blood; nonintact skin; and 
mucous m em branes.

S ta n d a r d  p r e c a u tio n s  in c lu d e :
(a) adequate hand hygiene m easures in accordance with CD C guidelines after touching 

blood, body fluids, secretions, excretions (includes wound drainage), and 
contam inated item s, whether o r not gloves are worn;

(b) the routine use o f  personal protective equipm ent such as gloves, m asks, eye protection 
o r face shields, and gowns whenever contact with blood, body fluids, secretions, 
excretions (includes wound drainage) is anticipated;

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

(d) ensuring that linens are handled and cleaned in a m anner that prevents staff exposures 
to contam inated laundry and avoids the transfer o f  m icroorganism s from  person to 
person o r from place to place;

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

( 0  the placement o f  patients w ho may contam inate the environm ent o r cannot be expected 
to m aintain adequate hygiene o r a sanitary environm ent in a private room.
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Hospital transmission-based precautions are patient-specific precautions that are 
indicated for hospitalized patients with suspected o r diagnosed infections that are either highly 
transm issible or epidem iologically important. The three types o f transmission-based 
precautions include a irb o rn e , d ro p le t, and co n tac t precautions. Contact precautions apply to 
draining MRSA skin and soft tissue infections; and droplet precautions apply to MRSA 
pneumonia.

•  C o n ta c t  p r e c a u tio n s  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 o r patients with 
diarrhea and infection with hepatitis A virus, Shigella, or Escherichia cvli 01 5 7 :H 7 ; and 
gastrointestinal, respiratory , skin or wound infections o r colonization with certain m ulti­
drug resistant bacteria such as M RSA.

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 sam e infection can be 
housed together if  private room s are not available.

- Clean, nonsterile gloves should be w orn when entering the room . Gloves should be 
changed when grossly contam inated with potentially infectious m aterial such as fecal 
material and wound drainage. Gloves m ust be rem oved and hands cleaned immediately 
(i.e ., by washing with an antim icrobial agent or use o f  a waterless antiseptic agent) 
before leaving the patien t’s room . Once hands have been cleaned, care should be taken 
not tc  touch potentially contam inated environm ental surfaces o r items
A clean, nonsterile gow n should be worn when entering the patient’s room  whenever 
direct patient contact o r contact with environm ental surfaces o r items in the room is 
anticipated. The gown should be rem oved before leaving the patient’s room , taking care 
not to have one s clothing contact potentially contam inated environm ental surfaces.
The patieni should leave (he private room for essential purposes only. If the patient 
leaves the room , precautions should be taken to m inim ize the risk o f  transm ission o f 
m icroorganism s to o ther persons and 10 avoid contam ination o f environm ental surface or 
items.

- Noncriiicai patient-care equipm ent should be dedicated to a single patient. Common 
medical equipm ent that must be shared between patients m ust be adequately cleaned and 
disinfected before use by another patient.

-  No special requirem ents are indicated for eating utensils. Disposable or reusable utensils 
may be used. The use o f detergent and washing procedures for decontam ination are 
sufficient.

•  D ro p le t  p r e c a u tio n s  are  indicated for patients with illnesses such as influenza, m umps, 
rubella, streptococcal pharyngitis o r pneum onia, invasive Haemophilus influenzae type b 
disease such as pneum onia 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 of inmates in a correctional setting, the 
Federal Bureau of Prisons recommends a conservative approach.

(N O T E: Patients with an unknown respiratorv illness com patible with tuberculosis should 
be managed with airborne precautions ( i.e ., requires patient isolation in a room  with 
negative pressure and patient m anagement by staff wearing adequate respiratory protection 
such as an N9S respirator) rather than droplet precautions until the diagnosis o f  tuberculosis 
has been excluded.)

Illnesses requiring droplet precautions are caused by infectious agents that are transm itted in 
large-particle droplets ( >  5 /on in size) when an  infectious patient coughs, sneezes, talks, 
or has certain procedures perform ed such as suctioning and bronchoscopy. Transm ission o f 
infection occurs when droplets containing the m icroorganism  are propelled a short distance 
in the air and then deposited on the host’s m outh, nasal m ucosa, or conjunctivae. Large- 
particle droplets do  not rem ain suspended in the air.

D rop let p recau tio n s  include ro u tin e  s ta n d a rd  p recau tions  as well as the  follow ing 
ad d itio n a l m easu res:
-  The patient should be placed in a private room . (N O T E : The room  does not require 

negative pressure or a special air handling system .) The door o f  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 room s are not available.

- A m ask, eye protection, or a face shield should be worn to protect mucous m em branes o f 
the eyes, nose, and mouth during procedures and patient-care activities that are likely to 
generate splashes or sprays. M asks should be worn when entering the room  or when 
within 3 feet o f the patient. An N95 respirator is not required.

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

Methicillin-resistant Staphylococcus aureus o r  “MRSA” are staph bacteria that 
have become resistant to beta-lactam antibiotics, including: penicillin, am picillin, am oxicillin, 
am oxicillin/clavulanate, m ethicillin, oxacillin, dicloxacillin, cephalosporins, carbapenem s 
(e .g ., im ipencm ), and the monobactam s (e .g ., aztreonam ). MRSA causes the same types o f  
infections as staph bacteria that are sensitive to beta-lactam  antibiotics.

MRSA outbreak is a clustering o f  two or m ore epidem iologically-related, culture-positive 
cases o f  MRSA infection. (N O T E: MRSA colonization data, when available, should also be 
considered when assessing outbreaks, since new  cases o f MRSA colonization without infection 
also indicate ongoing MRSA transm ission.) Confirm ation that a MRSA outbreak is caused by 
the same organism  is suggested by sim ilar isolate antibiotic susceptibilities and further 
supported if m olecular analysis, such as pulsed-field gel electrophoresis, identifies a 
predom inant MRSA strain.

Federal Bureau of Prisons Management of MRSA Infections
Clinical Practice Guidelines August, 2003
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Primary prevention is the im plem entation o f  screening, infection control, treatm ent, and 
adm inistrative m easures aim ed at reducing the incidence o f  MRSA infections in the inmate 
population and identifying M RSA infections in inm ates upon prison entry.

Secondary prevention is the im plem entation o f  augm ented screening, infection control, 
treatm ent, and adm inistrative m easures aim ed at preventing further MRSA infections after the 
initial detection o f  a M RSA infection w ithin the inmate population.

Staphylococcus aureus, often referred to  as “s taph ,” is a commonly occurring bacterium  
that is carried on the skin and in the nose o f  healthy persons. Staphylococcus aureus may 
cause m inor skin o r soft tissue infections such as boils, as well as m ore serious infections such 
as wound infections, abscesses, pneum onia, and sepsis.
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Appendix 1. MRSA Case Tracking and Reporting Form*

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

* List all cases and suspected cases of MRSA. Note: Ik e  Appendix 11 (MRSA Contact List) for contacts of MRSA cases.
If cultures unobtainable o r nondiagnostic, list as suspected MRSA infection based on clinical and epidemiologic factors.
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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 
prolongti 
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.

,l | Is. ■ ' r
Clindamycin
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450 mg TID  
OR
300 mg QID

Routine lab tests 
are not indicated.

Adverse effects: 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.

26 Return to Table of Contents



Federal Bureau of Prisons Management of MRSA Infections
Clinical Practice Guidelines August, 2005

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

Ineffec tive  
given o ra lly

M onitor trough 
drug levels within 1 
hour o f next dose: 
target is 10-15 
m cg/m L.

Auditory function 
Renal function/CBC

A dverse effects:
► Ototoxicity, nephrotoxicity, drug 

fever, hypotension, rash, pruritus, 
reversible neutropenia.

► Use with aminoglycosides increases 
nephrotoxicity.

» Histamine reaction; flushing.
D ru g  in te rac tio n s: Anesthetics
C om m ents:
► 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 infections.

Linezolid2
(Zyvox*)
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600 m g BID 
oral o r IV

Can take with 
o r without 
meals

CBC with 
differential/platelet 
count weekly

M onitor BP - if 
hypertensive or 
taking a
sympathomimetic

A dverse effects: Diarrhea (including 
pseudomembranous colitis), bone 
marrow suppression, nausea, 
headache; serious neuropathies with 
extended use.
D rug  in te rac tions: Avoid 
adrenergic and sertonergic agents, 
including decongestants.
C om m ents:

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 Setting

^  - j u j u .  1 1 ' - -  i ; - i i J j  J --  * , , . * ’• iJ

► Conduct targeted history and 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

For uncomplicated infections, without systemic S/S, use conservative treatment prior to antibiotics.
► W arm  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 repeated drainage is warranted.

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

Empiric Therapy for Suspected S. aureus Infection ' 'Y.'
If systemic infection/sepsis possible * admit as inpatient and consider empiric IV vancomycin 
If  mild to m oderate 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 o r MRSA risk factors -* treat with TMP-SMX or clindamycin

Targeted Antibiotic Therapy ll>1 ”

► 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
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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Appendix 5. MRSA Fact Sheet

v f t M b f t R S A ? '  ■' ...................................................................

Staphylococcus aureus, often referred to as “staph ,” is a comm on type o f  bacteria that is 
found on the skin and in the nose o f  healthy persons. Staph bacteria may cause m inor skin 
infections such as boils or more serious infections such as pneumonia and blood poisoning. 
C ertain “staph” bacteria that have becom e resistant to first-line antibiotics are called 
M RSA. M RSA infections are m ore difficult to treat, but usually respond to incision and 
drainage and/or antibiotics.

M RSA is usually spread through direct physical contact with an infected person, but may 
also be transm itted through contact with contam inated objects or surfaces. M RSA is not 
spread by coughing unless the infected person has pneumonia.

W ash  y o u r h a n d s  thoroughly with soap and water throughout the day, particularly every 
time you use the toilet and before every meal.
N ever touch another person’s wounds, infected skin, or dirty bandages.
D on 't scratch skin rashes.
M aintain excellent personal hygiene through regular showers and by keeping your living 
space clean, including the regular laundering o f your bed linens.
D on 't ever share personal hygiene items with others, including toiletries and towels. 
Clean o ff any surfaces shared with others such as weight benches.
Use a towel o r shirt as a barrier between your bare skin and exercise equipm ent.
Show er after participating in close-contact recreational activities w henever possible.
D on’t get a tattoo in prison.
D on’t use injection drugs.
D on’t have sexual contacts with other inmates.

~  : ”  ' *>•
How does a person know that he or she has a  MRS Ainfectton?, ■ .r

Culturing pus from  a skin infection is the m ost com m on way to detect M RSA.

Can MRSA be treated? n * <

MRSA skin infections are often treated first with frequent warm  soaks and draining the 
wound. Strong antibiotics can be effective in treating M RSA. Serious o r highly resistant 
MRSA infections may require intravenous (IV) antibiotics in the hospital.
A lw ays seek m edical a tten tio n  if you  develop a  boil, red  o r  in flam ed  sk in , insect o r  
sp id e r b ite , o r  a  so re  th a t does not go aw ay.
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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.

SPBSS
y •

X Hands should be routinely wa. hed with soap and running water: 
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 15 seconds.

Not
routinely

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.

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

Single beQ
.
>  ■ j. ■

Not
routinely

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

S ao lU tk*

■. l 
. r.fetfffithr:':
I , • *>•

*« '

Routine cleaning with an Environmental Protection Agency (EPA)- 
reeistered disinfectant (hiip://www.cpa.Kov/oppadOO!/chcinreaindex.htm). 
Use according to the manufacturer's instructions. All washable 
(non-porous) surfaces should be cleaned during  and a fte r  
(terminal) cell occupancy. Correctional workers should conduct 
sanitation inspections of living &  bathroom areas to identify visibly 
dirty areas.

Laundry
/IT..

X 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 .
‘ 4 jV •

■** • *•. • 
•

X Shared  equipm ent, 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 bare 
skin, such as a towel or clean shirt while using exercise equipment. 
Inm ates 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 SUn 
Infection*

1- !*

X 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 settings.

30 Return to Table of Contents

http://www.cpa.Kov/oppadOO!/chcinreaindex.htm


Federal Bureau of PrisoM Management of MRSA Infections
Clinical Practice Guidelines August. 2005

Appendix 6b. Correctional Contact Precautions in the General Population'

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

; »> - • » •* T> v.; .,1, - i ^;>V O '
• t

w«r
X

rigorously

■•'i#v̂ «v

Hands should be routinely washed witli 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 items/contact with blood/infectious 
body fluids is likely. Use other personal protective equipment (mask, 
face/eye wear was) 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 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.

S iw lla t ln i i

v r.j-

Routine cleaning with an Environmental Protection Agency (EPA)- 
registered disinfectant (http/wi* w cpa.gov'oppariOOI/chemregindevhim). 
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.

if-
, •« 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.

Inm ate__ ■
»■

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

AdfrMfes/ 
Visitors

case-by-
case

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

Equljiial Single-use disposable is recommended, e.g., security devices. Clean 
hand cuffs, etc., after use.

Truqntto Only when 
essential

If transfer is required for security or medical reasons the following 
procedures 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 
security 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 followir 
who work in

ig precautions s 
healthcare (H(

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

• ^Tr i *>. i ’
Indk*ed

>  ‘f l o , ■■■-■ * - \  • • • • ' '  • w  Py-*" «* I W

W ashing
■ ■ • *-vAr-
H  iWt1 it

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. Coasider routine use of antimicrobial soap in clinical areas.

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.

Sb̂ A i .
X Properly dispose in leak- & puncture-proof container per OSHA 

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

R o o « W /., ..
Assignment

Not
routinely

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

S a n t M ^ '
t‘

t- \ . ' -
• <), c

* .
f ; • ' • 
. ; t'rttut,1

. j . it 
<-v,

'■< ‘ii

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 bltxxl/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
C are
Equipm ent

*

X Safe!) 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 propc iy. Promptly 
decontaminate reusable equipment if contaminated with infectious 
body fluids or visibly soiled.

R eport Skla 
Infections

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

1 “ H ea lth ca re  Se ttin g " re fe rs  to a reas w here hea lth  ca re  is d e liv e red  such as: m ed ic a l/o b se rv a tio n  ro om , 
am bu la to ry  o r  ch ron ic  ca re  c lin ic s , denta l o f f ic e s  o r  inpatient units.
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Appendix 7b. Correctional Contact Precautions in the Health Care Setting1

Observe the ft 
evaluating anc

>llowing prec 
treating inm

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

t « •' - ' p . , - ' ; / . *  i s v..

w u t iH g  * >;
X

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

nwcuTf 
Equipm ent 1

m  - .

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 surfaces/items to avoid transfer of 
germs. Other PPE if drainage contact, likely.

Sh^ i
X Dispose properly in a leak-proof, puncture-resistant container. Never 

recap, bend, break or otherwise manipulate used needles by hand.

r i m .

private
or

cohort

O utpatient: 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.

M a p jU b tP ’’'-’ 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 barn’ ges in 
accordance with local waste management policy.

i; V * " • -i 
»<v • *• % - •
■ y - ■ ■
' * •

! Kii ,mi4
J. r o'

Laundi7 , , / • X use routine standard precautions. No separate “isolation linen” .

Patien t C are  
E qu ipm en t . •-

T»

■

X
single-use. 
if feasible

Safely handle contaminated paticnt-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 nr visibly soiled.

Report 
Infect jona ,

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

M ovement
Essential

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

T ra m fe n

i

, «t«.v .• •

• f .  -

> (V’r

purposes
only

n general, 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 device 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.

' "Healthcare Setting" refers to areas where health caie is delivered such as medical/observation room, 
ambulatory or chronic care clinics, dental offices 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 *’■ •'* ' 4 1 • - H......Handwashing and General Hygfcpp v„. " .. S ', .
h  * * * * *

► 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.

—   ; : —  ----- ;— »i------------7— :-; -----
W a rn  soaks and 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

W  -■-c.- ■ ■/-I! V •, i* • . U *.Antibiotics •»,y,1, .> ><# .• • 1 . *»j '< ■ m '■ ’.ip'
Take all medications prescribed by your doctor exactly as you are told to.

  • ■Report any of the following to the health center:
Ftver
Red streaks up from the wound.
Increased foul smell from wound drainage 
Increased wound drainage.
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Appendix 9. M RSA  Containment Guidelines

MRSA Status
Non-draining MRSA 
skin infections

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

Precautions
■

1 Correctional 
Standard 
Precautions

Small draining MRSA
skin infections easily 
contained by simple 
dressing

Single cell housing usually not required . Single 
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 
sim ilar 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.

'■̂ Correctional 
Standard &. 
Contact 
Precautions

MRSA pneumonia

MRSA S ta tu s

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

..a.. ■* . . ■■■ ■ ■ i.i. c rn

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

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.

Release after documenting clinical improvement and 2 consecutive

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 placing 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 o f unproven benefit in preventing MRSA transmission with MRSA 
pneumonia; however, given the close proximity of incarcerated inmates, a conservative approach seems 
prudent.
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Appendix 10. MRSA Containment Checklist (pace i)

/

Index Case Last name: First name: Registration #:

1. History of curren t illness
□  Non-draining skin infection (location):
□  Draining wound (location) Description: Onset Date: / 1

□  I & D Date: / /
□  1 & D Date: / /

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

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

3 . Containm ent. The following housing is recommended (see Appendix 9)
□  General population (generally non-draining lesions or lesions with contained drainage)
□  Single Cell housing (draining lesions, MRSA pneumonia, uncooperative inmates with MRSA)

□  Separate toilet facility preferred
□  Separate toilet facility required (thigh/peri-rectal lesions, etc.)
□  Droplet precautions • MRSA pneumonia (sec Definitions-Droplet Precautions)

□  Cohorted housing (outbreak situations) - inmates with MRSA with similar susceptibility patterns

4 . Inm ate teaching /  restrictions (Check all that apply)

□  teach inmate about wound care / precautions - Appendix 8 gen era l 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)
D  visitor restrictions (rarely indicated -  determine on a case by case basis)

5. Case interview to identify potential sources of infection Date:__/ __/__
□  history of MRSA □  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: R ecord on Appendix I I  (MRSA Contact Line-list)
□  review infection data, sick-call, e .g ., trends, more cases? D Y es GN o
□  interact with providers, e .g ., more cases?
□  other positive laboratory cultures identified? G Y es GN o 
G  work assignment:
□  housing assignment(s) (dorm/room ):

7. Discontinue C ontainm ent:__/__/__
G  H ealed w ounds: Release 24 hours after wound drainage ceased (even if antibiotic TX incomplete) 
G  D raining w ounds responding to TX. Release if cooperative and drainage contained by simple 
bandage OR after 2 consecutive, negative cultures, at least 72 hrs apart.
□  MRSA pneum onia responding to TX : Release after 2 negative sputum cultures, 72 hrs apart.

I. Follow up visit to monitor for potential reoccurrence. D a te :__/__/__
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Appendix 10. MRSA Containment Checklist (page!)

jffiJOU fsO*. t „ vV...
Index  C ase  L astn am e: F irs tnam e: R eg istra tion  #:

9. Implement appropriate  b a rrie r 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 & prevention.
□  inmates
□  correctional workers
□  clinician staff - include management training, as necessary 
Describe:

Date: / /

11. Screen all dose contacts for symptoms. (List on Appendix 11).
Date com pleted : / /__

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

12. Evaluate symptomatic cases and trea t and contain as indicated. Refer as necessary.
Obtain culture and susceptibility testing on draining lesions If MRSA is suspected refer back to steps I 
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 departm ent / /__

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

15. P rov ide  feedback  an d  a d d ress  a re a s  w here  im provem en t is ind ica ted .

Investigating Em ployee (Last Nam e, First - Print) Date Completed

Em ployee 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)

InfcxCase: Registration#: Paget >! ^
✓ I n m a te  N a m e  

(Last, First)
R e g is tr a t io n  ft C o n ta c t

T y p e *
E v a lu a te d /
O u tc o m e

♦e.g., cell-mate, dorm-mate, co-worker, other contact
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RE: In ju ry I
Burke, Monica L (DOA) 
To: Godfrey, Todd W (DOC) 
Cei

Hi Todd,

It believe it was Director Armstrong, and the Deputy Director of Personnel & Labor Relations.

Monica Burke
Payroll Supervisor
Public Protection Group
Division of Personnel & Labor Relations
907-486-3300

Prom: Godfrey, Todd W (DOC)
Sent: Wednesday, March 05, 2006 7:04 AM 
Tot Burke, Monica L (DOA)
Subject: RE: Injury Leave

Hi Monica,
Thank you for replying to my aueation. Could you pleaaa tad me who made the 

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

J l H -JI

https://wcbm ail.alaska.gov/Exchange/todd.godft ey/Iobox/?Cmd=comeota

' I

I i
' 1
! t . *•;*

'■■'i
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I ii
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3/5/2008

https://wcbmail.alaska.gov/Exchange/todd.godft


rnwjaiy -jffl .Tjwry f • IjMIK '***? |

MEMORANDUM
DEPARTMENT OF CORRECTIONS

Division of Institutions

TO: S u p t  O kuley 

THRU: S f lt  R a n d o n / /^

FROM: T odd G odfrey COII « > •

-  . -• ' v ■ ----------------------------

S t a t e  o f  A l a s k a

A nv il M ountain C o rrse tlonsi Confer
P.O. Box 730 

Atom*. Ahoko 90702-0730 
Phono (907) 443-2241 Fox (907) 443-0337

DATE: 12/10/07

SUBJECT: Infury Leave

On 12/07/07, Curing the course of my regular duties, I contracted the MRSA staff infection.
I have been unable to report for duty sitae Saturday 12-06-07. The Doctor has informed me that 
this stage of the infection is contagious,

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

duty.
Thank you for your attention to tnl

more inform ation.

Todd G od frey CO II

la matter. Please feel free to contact me if you require



STATE OF ALASKA

E M P L O Y E E  N O T I C E  O F  P A Y  P R O B L E M
EM. LOYEE NAME (L.^ST.HRSTMI)

G ’o H r e )  ~ V a M  L d .
SOCIAL SECURITY NUMER

S > l - b * M S 2 ‘7
BARGAINING UNIT

Gc, u
1 DEPARTMENT S  1

& 0 C . ,

DIVISION l o c a tio n

A m c c
PAY PR O BLEM  (Check the appropriate box and explain below):

Pay Shortage Paycheck Late  1 Late Termination Check
Problem occurred in the pay penod end ing . f rC C ..l3 ,2 Q Q T  (date). 
Explanation of Problem.

O th e r

I

X  uta.s pcrs^l
o f  12 - 8  +*> ( 2 . - 1 2  ^ r a  - b -h x \  o f  ( s o  f  r $ , O a  i z ~ 1

X  f G j O f t t o j  + o  l A t f o l O L  & C . + . D n  zo.l  o f  f t k s f n

C o f T e o l . M i l  o f R ( j j r 2  f t s s o t T a - f i ' e o  C o ^ + r a c f  C o o e r . / it  T a w

l e c M i  X  u V o o W  V .t le .  4 o  t o e  c e ' , < A b o r s t d l  + K c l  g > o  k r <

C o m p i t o 4 f r f r o

t31)
O o  hrs

l e o ' i t i  2 %  L? e r|^ .r^  C o m o m l f r r . o n  n u M to tr  i i  2 0 o l -  iq g & f.-
•EMPLOYEE’S SIGNATURE

IsiGNATURE OF SUPER VISOR/hDREK OFNOPP

DATE FILED

1-3-01
DATERECD

TIME FILED

i l M .
! U /

TIME RECD

IM PO RTA N T N O T IC E : Supervisor or Foreman rauat notify the appropriate department office by telephone, 
teletype, radio, or electronic mail the day the Notice of Pay Problem ia received. Follow-up by sending the form to the 
appropriate department office. Do no t te p a r t te  th e  form. S nbm it all coplea to the Dept. PayroU/Peraonnel office.

D EPARTM ENT A C T IO N /R E SPO N SE  (to be completed by Dept. Payroll/Personnel office):

DEPARTMENT a u t h o r iz e d  s ig n a t u r e PRINTED NAME d a te

L

D ar-.Duiton id be mufc by Poyroll/Ptrionnel office-. Copy I - D*pt. PayrollPtrWtWl offlet
:  - Labor Rdtnctu Section. Dept of 
3. Union or Atanctuon Repraemanv* 
•». Employee

;):• 391 (Rev. 2/991



. /
Response to Employee Notice of Pay Problem

Employee: Todd  Godfrey
SSN: 574M 4527
Filing Date: 1/3/08

Mr. Godfrey states that he w as charged personal leave w hen he requested to 
invoke section 20.7 o f the A laska Correctional O ffice rs A ssocia tion  contract 
covering injury leave. He w ould like his personal leave o f s ixty (60) hours
re im bursed .

Per the Alaska Correctional O fficers Assoda ion (ACOA) contract A rticle  20.7, 
Section B.3, the in jury leave request must be subm itted to  the Superintendent 
for approval. Mr. Godfrey subm itted an iqjury leave request memo to  his 
Superintendent thru his supervisor on December 10, 2007. Due to ttie| 
conditions surrounding the Injury, the Superintendent has not approve^ the 
injury leave request. O nce the W orkers' Com pensation determ ination s made 
the Superintendent w ill m ake the injury leave request approval determ ination.

Mr. Godfrey has been paid correctly, and w ill continue to  see his personal leave 
charged until the approved leave request memo Is approved by the \ 
Superintendent.

No further action required.

t , 'a t ,  { J -—A
Mike Rader
Human Resource Tech  III 
Public Protection Payroll 
January 10, 2008



Cc: Armstrong, Garland H (DOC); Bingham, M m c u  Jean (DOC); Burtca, Monica L (DOA)
Subjactr RE: Todd Godfrey Injury Leave Raguest
Attach men t*: *I

' ■ 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 (DOQ; Burke, Monica L (DOA) 
Subject: RE: Todd Godfrey Injury leave Request

Approving the injury leave is up !o you. If you would Hke to wait 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., Dhr. 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)
Ccr Armstrong, Garland H (DOC); Bingham, Rebecca Jean (DOQ 
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 
no corroboration. No known active M RSA  cases were pneeent In the facility at the time. I indicated on the
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Worker* Comp injury report that it was indeterminable whether the employee contracted MRSA at the facil 
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?

Marc Okuley 

Superintendent 

Anvil Mountain Correctional Center

2 0 0 6
Box 730Nome, Alaska 99762

A  Y e a r l  f  p o s s ib ilitie s
(9 0 7 ) 443-5401

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 ho has not received his injury Leave for a MRSA staff infection tha 
contracted during his regular duties on 12/7/07. He attached a copy 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 Ms 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.

Thenk you for your assistance.

Mike Rader, Human Resource Technician III 

Dept of Admin., Dhr. of Personnel A Labor Relations
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Prom; Okutay, Marcus 1 (DOC)
T o : Rw fcr, Michael B (DOA )
Cc: Reader, Mary M (DOC)
Subject: RE: Request For Injury Leave - Godfrey

A ttachm ent*; Q  Leave Raouest Approvl.odf/i35*fi)

M ike,

S ttfltl Fn 1/11/200# 10:50 AM

I have approved injury leave  fo r Todd  G odfrey related to h is a b sen ce  from  w ork 12/6 through 
12/12/2007 (60 hours) due to a M R S A  Infection. It appears W orkers Com p has m ade a 
determ ination, estab lished  a file  and  is footing h is m edical costs. I h ave  not heard anything 
regarding th is issue  from  R isk  M anagem ent.

I have attached the request m em o w ith my approval notation and add itiona l A W C B  
docum entation. M y recom m endation is  that Mr. Godfrey be re im bursed  60 hrs o f personal leave 
and the absence covered  by A C O A  injury leave  (A C O A  C B A  Art. 20.7).

P le a se  advise  if there is anyth ing further needed.

2 0 0 8

a  y e a r o f  p o s s ib ilitie s

Marc Okuiey 

Superintendent

Anvil Mountain Correctional Center 

Box 730Nome. Alaska 99762 

(907) 443-5404

Prom: Rader, Michael B (DOA) 
Senti Tue 1/15/2008 2:23 PM
T . .  M a n ,  M  / f W \
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The Superintendent will make the determination on the injury and if it qualifies. Often the Superintendent will wait 
until Worker's Comp, cornea back with their determination. Let me know If you need anything else.
T hanksl

Mike Rader, Human Resource Technician III 

Dept, of Admin., Dlv. of Personnel A Labor Relations 

Technical Servioes Public Protection Group 

Phone; 907-465*3324 

Fax: 907*465*2202

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

I 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 halp.

Mary


