PAEDIATRIC INFECTIOUS DISEASE NOTES

Community-associated methicillin-resistant
Staphylococcus aureus: Implications for the

care of children

anadian guidelines for the prevention and manage-

ment of community-associated methicillin-resistant
Staphylococcus aureus (CA-MRSA) have recently been
published (1). These guidelines have been endorsed by
the Canadian Paediatric Society.

Until recently, MRSA was found mainly in the hospital
setting. Resistance has now appeared in the community as
well. CA-MRSA strains appear to have evolved independ-
ently of hospital strains and differ from the multiresistant
hospital MRSA strains in that CA-MRSA strains tend to
be sensitive to a number of non-beta-lactam antibiotics,
thus allowing for more treatment options. On the other
hand, community strains are often more virulent than hos-
pital strains. In many areas, CA-MRSA strains have
acquired the Panton-Valentine leukocidin gene, which
confers virulence and has been associated with complicated
skin, soft tissue and musculoskeletal infections, and necro-
tizing pneumonia. It is important to note, however, that not
all Panton-Valentine leukocidin-containing S aureus strains
are methicillin resistant, and that not all CA-MRSA strains
are virulent (2,3). Children appear to be more at risk for

CA-MRSA infections than adults.

INVESTIGATION AND TREATMENT OF
COMMUNITY-ACQUIRED INFECTIONS

e If a systemic antibiotic is used, every attempt should be
made to obtain material for culture before starting
treatment. This includes culturing of skin lesions and
aspiration of abscesses, pleural fluid, joint fluid, etc.
Culture results will then guide definitive therapy.

® CA-MRSA should be considered in the empirical
therapy of any severe life-threatening infection when
S aureus is suspected to be involved (eg, necrotizing
pneumonia, necrotizing fasciitis, sepsis syndrome).
Empirical therapy should include vancomycin in addition
to an antistaphylococcal penicillin or cephalosporin,
pending culture results.

¢ For non-life-threatening infections suspected to be due
to S aureus, antistaphylococcal penicillins or
cephalosporins are still the empirical agents of choice,
because the rates of methicillin resistance in Canada are
relatively low. CA-MRSA should be considered if there
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is a poor response to beta-lactam therapy. In populations
where more than 10% to 15% of community isolates of
S aureus are methicillin-resistant, it may be prudent to
consider adding a non-beta-lactam antistaphylococcal
antibiotic pending culture results (1).

e Not all skin infections need antibiotic therapy. Minor
skin lesions (folliculitis, furuncles and small abscesses)
may be managed by hot soaks to promote drainage, or by
incision and drainage if pus is present. The use of topical
antiseptics may be considered. If a topical antibiotic is
deemed necessary, then one that will not be used for
systemic therapy, such as bacitracin or mupirocin, should
be used, keeping in mind that mupirocin resistance has
arisen in some areas of Canada. Systemic antibiotic
therapy should be considered if the patient is a newborn
or is immunocompromised, or if the skin lesions are
rapidly progressing.

¢ Detailed information on empirical and definitive
treatment options for CA-MRSA are presented in the
guidelines (1).

PREVENTION

In the hospital setting, control of MRSA has focused on a
‘search and destroy’ approach, with widespread screening of
potential carriers and extensive use of isolation precautions
for those found to be carrying the organism. This approach
cannot be extended into the community. Prevention of
CA-MRSA must focus on measures to limit transmission of
skin infections from person to person regardless of the
organism involved. HIV has taught us that blood from any
person should be considered as potentially infectious, which
led us to the concept of universal precautions. A similar
approach is necessary for skin infections. Persons with
CA-MRSA are unlikely to be identified unless they have
recurrent skin lesions or severe infections. Targeting pre-
vention to those who are known to be infected with
CA-MRSA will not be effective and may lead to unwar-
ranted discrimination. The measures presented in the
guidelines apply to all presumably infected skin lesions, and
should result in control not only of CA-MRSA, but also of
virulent strains of methicillin-sensitive S aureus and
group A beta-hemolytic Streptococcus, as well as cutaneous
herpes simplex infections and ringworm.
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PID Notes

¢ The skin should be kept clean by regular hand hygiene
and regular bathing.

e Prompt attention should be paid to cuts, abrasions and
scratches (clean and cover to protect from external con-
tamination).

® When draining or oozing skin lesions are present:

o Lesions should be covered with appropriate dressings.

o Skin care products (eg, soaps, creams, lotions and
cosmetics) should not be shared.

o Towels and other personal items that come in contact
with the skin lesions should not be shared until they
have been laundered or cleaned.

o Used dressings and other items soiled with wound
discharge should be discarded promptly and carefully to
avoid exposure of others.

o Hands should be washed after touching any skin
lesions or potentially contaminated materials, such as
soiled dressings.

e Qutside of the acute care setting, there is no indication
for the routine screening of contacts of persons with
CA-MRSA infection, or for follow-up screening of
those with CA-MRSA infections. Screening is indicated
only if infections continue to occur in a family setting
or any other type of closed population, despite the use of
appropriate hygienic measures. Even if CA-MRSA colo-
nization is found, eradication is difficult to achieve and
is rarely indicated.

¢ Prevention also includes avoiding unnecessary or inap-
propriate use of antibiotics, which may promote prolifer-
ation of antibiotic-resistant strains.

e Specific recommendations for daycare centres and
schools, sports settings and correctional facilities are
presented in the guidelines, as well as considerations for
infected pets (1).

¢ The guidelines also give recommendations for the man-
agement of CA-MRSA in the newborn nursery setting.
CA-MRSA may be introduced into a nursery from the
community by an infected or colonized mother, and
spread to her newborn, other newborns or other moth-
ers. Colonized personnel may also be involved in trans-
mission. Recommendations for control of MRSA in
acute care settings have previously been published by
the Canadian Paediatric Society (4).

CA-MRSA is here to stay. S aureus is a component of
our normal flora, and will evolve, as microbes do, to pro-
mote survival of the fittest (5). We simply have to learn
how to live with it. As with penicillin-resistant S aureus in
the 1950s, and penicillin-resistant pneumococcus in the
1990s, we need to adjust our therapeutic approaches to this
new reality. Beta-lactam antibiotics have been the mainstay
of our antibiotic therapy for infections with Gram-positive
bacteria since the discovery of penicillin and have served us
well for nearly 70 years. We now have to prepare to move
on to other classes of antibiotics. As for prevention, good
personal hygiene and appropriate care of skin lesions are
paramount.
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