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 The central role of Emergency Room
 Most hospital admissions are made through ER in many acute 

hospitals
 Patients admitted may represent a threat to other patients, 

healthcare workers, students and visitors, as they may be infected 
or colonized by Epidemiologically Important Microorganisms 

 Overcrowding, understaffing and emergency per se can contribute 
to inappropriate practices

 Decisions made at ER do impact in other areas and for prolonged 
time
 Microbiologic exams
 Prescribed antibiotics
 Bed allocation
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 Strategies to reduce the cross transmission of microorganisms
 “Search and destroy” or “search and contain” strategies

 Universal screening vs targeted screening (high risk patients for 
epidemiologic significant microorganisms (MRSA, VRE, 
Carbapenem Resistant (CR) Enterobacteriacea, CR 
Acinetobacter baumannii, CR Pseudomonas aeruginosa, others)
 On hospital admission
 On special units admission
 Before surgical procedures
 During hospitalisation (periodic assessment, contact with 

colonized or infected patients, prolonged antibiotic 
course...)

 Isolation
 Decolonization whenever indicated
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 Screening
 Presumptive identification of unrecognized disease in an apparently 

healthy, asymptomatic population by means of tests, examinations 
or other procedures that can be applied rapidly and easily to the 
target population
 WHO cancer screening definition, available on 

http://www.who.int/cancer/prevention/diagnosis-
screening/screening/en/

 Probability driven process (risk assessment)

 Purpose is reducing morbidity and mortality of the screened 
population or other populations in case of transmissible diseases

 Screening must be followed by other interventions

http://www.who.int/cancer/prevention/diagnosis-screening/screening/en/
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 Screening tools (risk assessment+laboratory)
 Good sensitivity and specificity (100% for “Gold standard 

tests”)

 Available
 Easy to use
 Non invasive or minimally invasive
 Cost-effective



Why?



Summary
Screening and isolation

11

•Why?
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•But, screening is not enough!



What?
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•Whar?
 Dependent of setting

 Identified problems
 MRSA, CRE, CR Pseudomonas, CR Acinetobacter, ESBL 

Enterobacteriacea,  VRE, others

 Capability of intervention
 Time to ward patient allocation
 Financial resources

 Endemic vs Epidemic
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•Where?
 MRSA: nasal+stomas or wounds/devices/other body 

places
 CRE or CR Pseudomonas: rectum+stomas or 

wounds/devices
 ESBL Enterobacteriacea: rectum+stomas or 

wounds/devices
 CR Acinetobacter: skin+stomas or wounds/devices



Who?
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•Who?
• In summary:

• Previous colonization or infection by Epidemiologic Important 
Microorganisms (at least in previous 6 months)

• Previous hospital or LTCF admission (at least in previous 3 months)
• Presence of stomas, medical devices or wounds at admission
• Recent dialysis or immunossupression
• Recent travel to places with high prevalence of Epidemiologic 

Important Microrganisms (at least in previous 3 months)
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• En la Comunidad de Madrid existe un programa informático (de nombre Viras) donde Medicina Preventiva esta obligada a 
incluir a todos los pacientes con infección o estado de portador de enterobacterias portadoras de carbapenemasas, MRSA, 
Pseudomonas multirresistentes…

•

• A la llegada del paciente a Urgencias, una vez introducidos los datos de su filiación (nombre, dirección….) salta una alarma 
informática si el paciente esta incluido en ese programa de manera que desde Urgencias se inicia el aislamiento del 
mismo. 

• Si el paciente tiene que ingresar, se ingresa en regimen de aislamiento, independientemente de que la causa de ingreso 
sea o no infecciosa. 

• Medicina Preventiva acudirá el siguiente día para dar las recomendaciones de aislamiento a la enfermería que atiende al 
paciente y valorar si es preciso tomar nuevas muestras para valorar el estado de portador, independientemente de las 
muestras clínicas que pidamos por la enfermedad por la que acude el paciente.

• En cuanto al screening del estado de portador se realiza únicamente en Cuidados Intensivos al ingreso del paciente. El 
resto de casos detectados se realizan habitualmente a través de muestras clínicas que se solicitan a los pacientes. En 
cuanto hay un aislamiento en Microbiología de uno de estos patógenos se avisa a Medicina Preventiva y al médico 
responsable del paciente.

•Who?



How?
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•How?
•Step 1: risk assessment
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•How?
•Step 1: risk assessment

•We moved from VRE and CR Acinetobacter 
baumanii towards CRE
•We must include travelling as a risk factor
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•How?
•Step 2: laboratory testing

•Appropriate technique
•Tip should be dirty for rectal swabs
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•How?
•Step 2: laboratory testing

• Phenotypic testing
• Conventional plate testing (chromogenic media)

• 2-3 days
• Possibility of knowledge of resistance pattern 
• False positive and false negative results
• Less expensive
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•How?
•Step 2: laboratory testing

• Phenotypic testing
• Immunochromatography testing

• Minutes
• Need for previous culture
• Intermediate expensive
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•How?
•Step 2: laboratory testing

• Genotypic 
• PCR

• 4-6 hours
• No need for previous culture
• Simple to use
• More expensive (10x)
• No detection of mutations



Isolation 
considerations
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 Type of Isolation
 Contact isolation for CRE, CR Pseudomonas, CR Acinetobacter, MRSA, 

VRE, Clostridium difficile, scabies, others
 Airborne isolation for respiratory tuberculosis
 Droplet isolation for meningococcus disease (meningitis, 

meningococcemia), SRV
 Combined isolation (droplet+contact): flu
 Combined isolation (airborne+contact): measles, H1N1 flu virus
 Special isolation (airborne+contact with special PPE): coV-MERS, Ebola
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 Isolation improvement
 Early recognition of special stituations by administratives and triage 

nurses (travellers, community outbreaks)
 Easy recognition of previously infected or colonized patients (alerts)
 High suspicion for Clostridium difficile diarrhea and respiratory 

tuberculosis
 Fast circuits 
 Dedicated rooms and spaces for patient allocation
 Correct use of PPE, adequate hand washing and environmental 

cleaning
 Ward admission ASAP



Take home
messages
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 ER are central for infection prevention and control
 Screening for colonization should be based on risk assessment tools, local or 

regional needs and resources, and should integrate all targeted bacteria, 
while minimizing discomfort

 Screening for both MRSA and CRE are useful on an Iberian perspective
 Nasal and rectal swabs are appropriate for both MRSA and CRE
 Screening is only the kick off for isolation, bed management and 

decolonisation procedures
 Dedicated areas, circuits and procedures are essential for early recognition 

and adequate implementation of measures

 Take home messages


