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Sources of information

• Microbiological commissioning and 
monitoring of operating theatres

• Also Behaviours and rituals in the operating 
theatre

• www.his.org.uk

• HTM 03-01 (updates HTM 2025)

– Available free to NHS staff at Space for Health 
Website





https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/148490/HBN_26.pdf











Recent increase in deep SSI after joint 

replacement surgery performed in temporary 

mobile UCV theatres

• S.aureus n=2

• CoNS n=4 (1 mixed with enterococcus)

• Pseudomonas n=1

• No organism identified n=1
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S.epidermidis

• Resistant to:

– Flucloxacillin, erythromycin, gentamicin, ciprofloxacin, 
mupirocin (high level), fusidic acid

• Variable to:

– Trimethoprim, teicoplanin, tetracycline, clindamycin

• Sensitive to:

– Vancomycin, rifampicin, linezolid





Outbreak summary

• 11 cases of PVE - all operated on by one surgeon

• No cases in other surgeons
– 11/28 versus 0/105 (p<0.0000001)

• No other member of staff present at all 11 operations

• All caused by S.epidermidis. All but one were due to DNA fingerprint type 
“a”

• Surgeon was found to be carrying “a” on hands and elsewhere

• Strain “a” was not found on the hands of 23 other staff (surgeons, CICU 
nurses, theatre personnel)

• Infections were acquired in theatre

• This strain of S.epidermidis was resistant to the surgical antibiotic 
prophylaxis

• Route of transmission from surgeon not clear
– Airborne

– Micro-puncture of gloves

– Contamination of gloves during glove changing



MRA outbreak in 2008
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Detection of MRA in the burns operating theatre 

air



Case-control study

• Cases n=27

– Burns patients between January ‘03 and September 
’11 who were MRA positive

– First MRA positive sample given at least 48 hours after 
admission

– 4 clusters as well as sporadic infections

• Controls n=100

– Same time period & admitted to the same wards 
(burns or intensive care)

– No MRA positive samples



• Matched controls (n=100)

– From time periods when MRA positive patients 

were on the burns ward

– At least two days in-patient admission

– At least one sample sent to microbiology that 

would have been capable of growing 

Acinetobacter – but didn’t

Case-control study



• Using a 30 day window for each patient

• Days on hospital

• Ward days shared

• Number of visits to burns theatre

• Total time in burns theatre

• If a patient went through the theatre, how close to 

the last MRA positive patient before

Risk factors recorded









Low concentration hydrogen peroxide area 

decontamination

• Whole burns theatre suite 1st decontaminated in Oct 

2008, including burns bathroom

• Deployed after each known MRA patient theatre visit

• Used 6 times during 2009 and once during 2010

• Isolation rooms on Burns ward also decontaminated 

once in 2009 and once in 2010





Summary

• Cases of hospital acquired MRA occurred each year 
between 2003-8.

• Sporadic cases as well as clusters

• 2008 outbreak had an epidemiological association 
with the burns theatre

• Retrospective case control study showed a strong 
association with burns theatre as a risk factor for 
cases between 2003-8

• The control measure (H2O2 decontamination) seems 
to have eliminated MRA from the unit


