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Management of Multi-Drug Resistant Organisms (MDRO) 
 

Neonatal units are high risk clinical areas for the emergence of MDRO. This policy 
addresses prevention, surveillance and treatment measures that must be maintained 
to prevent or control MDRO on the Neonatal Unit. 
 
Methicillin Resistant Staphylococcus Aureus (MRSA)  
 
Methicillin-resistant S. aureus (MRSA) refers to a strain of S. aureus that has 
acquired the mecA gene. This gene renders MRSA resistant to all beta-lactam 
antibiotics. MRSA strains are often resistant to other classes of antibiotics as well. 
The Health Protection Agency analysed all reports of Staphylococcus aureus 
bacteraemia from 1990 to 2001. There were 376 cases of MRSA bacteraemia in 
children <15 years over this time. The proportion of Staphylococcus aureus 
bacteraemia due to MRSA increased steadily from 0.9% in 1990 to 13% in 2000. The 
proportion was higher in infants1.  There is currently a lack of demographic and 
epidemiological data in the neonatal group on specific rates of MRSA septicaemia in 
this population.   
Recently the MIC sensitivity to Vancomycin of Staphylococcus Aureus including 
MRSA organisms has been reduced nationally and this is likely to increase the 
numbers of organisms that are resistant to vancomycin also. Early consultation with 
the Trusts microbiology department will be important in such cases.  
 
Extended Spectrum Beta-Lactamase (ESBL) producing organisms 
 
These are organisms (most commonly E. coli and Klebsiella species) that produce a 
beta-lactamase, an enzyme that breaks down beta-lactam antibiotics. As a result 
these ESBL producing organisms are resistant to all penicillin and cephalosporin 
antibiotics. These organisms are also frequently resistant to other classes of 
antibiotics. A recent survey identified 26% of neonatal units in England and Wales 
reporting cases of colonisation or infection with these organisms over a 2-year period 
between 2008 and 20102. 
 
Carbapenemase producing coliforms 
 
Organisms (most frequently Klebsiella sp., E. coli and Enterobacter sp.) producing 
these enzymes are resistant to all beta-lactam antibiotics. They are frequently also 
resistant to other classes of antibiotic, severely limiting therapeutic choices. First 
identified on the eastern seaboard of the USA in the early 2000’s, they are now found 
across the USA and have been reported in a number of other countries with Greece 
and Israel having notable incidence. They have been uncommon in the UK until 
recently, however their incidence is rising, particularly in the North West. 
 
Vancomycin-resistant Enterococci (VRE) 
 
Enterococci are commonly found in the gastro-intestinal tract. There are a number of 
sub-types of these organisms with a spectrum of resistance to Vancomycin. These 
resistant organisms can be pathogenic for infants on neonatal units3. Enterococci can 
remain viable in the environment for extended periods of time.  
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Prevention (for all MDRO) 
 

 Isolation* of all cases with MDRO 

 Promoting and maintaining effective hand hygiene 

 Maintain cleanliness of environment and patient shared equipment 

 Use of disposable gloves and aprons for affected patients and when handling 
body fluids 

 Updating and training of staff via Infection Control Teams 
 
Surveillance (for MRSA only – discuss with local Infection Control Team 
regarding other MDRO) 
 

 Screening, using skin swabs, all babies admitted to the unit and babies of 
known MRSA positive mothers. Swabs include: umbilicus, perineum, 
axillae, broken down areas of skin and any invasive lines. Depending on 
the size of the baby some units may also wish to swab nose (one swab 
from both nares). 

 Targeted screening of other babies may be required after discussion with 
Local Infection Control Team. 

 
 
Treatment once a case is identified (for all MDRO) 
 

 Inform Consultant and Nursing Shift Co-ordinator 

 Inform Infection Control Team 

 Isolate*   
 
*If there is the facility and staff resources to do so the MDRO positive baby 
should be nursed in a single room or alone in a bay using standard isolation 
procedures. If this is not available a baby may be cohort-nursed within an 
incubator. 
 
(for MRSA only) 
 

 Institute the Integrated Care Pathway (ICP) for MRSA  

 Take swabs from baby (as per ICP) and commence topical treatment (as per 
ICP)  

 
Topical or systemic antibiotics and/or topical antiseptics may be required to 
eradicate MRSA. There is no demonstrable superiority of either topical or 
systemic therapy, or of combinations of topical and systemic agents4. These 
topical agents should only be used on intact skin. They should also not be 
used on extreme preterm babies whose skin is quite thin and porous. Each 
case must be continually reviewed on an individual basis. 

 
Specific treatment may be required.  

 
In an unwell baby with MDRO colonization and/or bacteraemia: 
 

 Discuss choice of systemic antibiotics with Microbiology Team - Vancomycin 
is the main antibiotic used for MRSA sepsis5, but other staphylococcal agents 
are often added for deep infections e.g. bone/joint or endocarditis, such as 
Gentamicin, Rifampicin or Fusidic acid. 
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 If sputum / ET secretion is positive for MRSA consider using intravenous 
Vancomycin. 

 If eye swab is positive for MRSA commence Choramphenicol or Gentamicin 
eye ointment/drops. 

 For treatment of ESBL-producing organisms and VRE, discussions with 
Microbiology will guide decisions. 

 
Network transfer of Infants 
 
The following principles regarding the transfer of neonates between neonatal units, 
and implications of potential MDRO have also been endorsed by the Greater 
Manchester Neonatal Network Board: 
    

 Babies should be accepted on to a neonatal unit even if positive for a 
MDRO.   

 Screening should not impede the flow/transfer of babies 

 MRSA screening should be performed on all babies on admission to a 
neonatal unit and the Neonatal Network MRSA guidelines would reflect this.  

 MRSA swabs on admission to the neonatal unit should be taken from all 
infants, including newborns 

 Any baby shown to be MRSA positive should have regular screening swabs 
at minimum once per week until three negative swabs have been obtained 

 Swabs should be taken prior to any transfer – although the transfer should not 
be delayed until the results are available 

 If an infant is known to be MDRO positive this is not a contraindication for 
transfer - the receiving unit should use standard procedures agreed within 
their Trust to prevent spread and facilitate eradication of the infection when 
possible.  

 The neonatal transport team should routinely collect information regarding 
MDRO status of infants at the time of transfer 

 Both transferring and receiving units should ensure that MDRO results are 
communicated. 

 Neonatal Lead Consultants and Senior Nurses in each Trust should inform all 
staff and monitor local compliance with the policy.  
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