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Factors Contributing to Variability In Use of 
Screening-based Strategies 

 Scientific uncertainty /debate about the 

effectiveness of screening-based strategies relative 

to other approaches 

 

 Resource intensity of screening-based strategies 

 Testing 

 additional infection control supplies  

 person time 

 hospital space,  opportunity cost 

 other logistical requirements 

 Other contextual factors that can influence 

screening policy decisions 



Contextual Factors to Consider When 
Considering Screening-based Strategies 

 
 Prevalence of the target MDRO 

• Endemic vs epidemic/emerging 

 Are  standard (non-screening) approaches working? 

 Consequences of transmission of the target MDRO 

• Consequences for individual recipient 

o risk of infection 

o Morbidity and mortality of infection 

• Virulence 

• Underlying host factors 

• Availability of effective therapy 

• Population consequences 

o Contributes to reservoir of transmission (strain and genetic 

elements)  

 

 



Contextual Factors to Consider When 
Considering Screening-based Strategies 

(continued) 
 

 Availability of enhanced interventions that do not require 

screening 

 Regionally coordinated approach? 

 

 



YES NO 

Should Screening Strategies Be Used to Prevent 

Transmission of a Particular Pathogen? 

Adverse epidemiologic/clinical 

consequences of transmission 

• Endemic vs emerging 

• Limitations of evidence 

supporting screening relative to 

standard precautions 

• Resource burden of testing and 

additional precautions 

• Availability of other effective 

interventions 



 Dutch MRSA Policy (“Search and Destroy”) 

 Admission screening (and empiric isolation pending results of 

screen) of “high risk” patients  

• High risk examples:  

o foreign hospital last two months 

o foreign dialysis patients 

o Recent hospitalization in other Dutch hospitals with MRSA 

transmission 

o Pig farmers, etc. 



MRSA Screening Policy Ontario, Canada 

 
• “The following patients are 

at increased risk for MRSA 

and should be screened at 

admission for MRSA:” 

– Previously colonized or 

infected with MRSA 

– Admission last 12 

months 

– Other criteria…. 



 Patients with a 

history of 

hospitalization 

……within the past 

6 months should 

routinely be 

screened on 

admission to an 

acute care facility 

MRSA Screening Policy, Alberta, Canada 



 “Active screening of patients for MRSA carriage should be 

performed …….. The fine detail regarding which patients are 

screened should be determined locally by the infection control 

team and must be discussed with the appropriate clinical teams 

and endorsed by the relevant hospital management structure” 

 

MRSA Screening Policy, UK 



CDC/HICPAC Guidance On Management of 

Multidrug-Resistant Organisms (MDROs) in 

Healthcare Settings  

 First Tier: General Recommendations 

For All Acute Care Settings 

 

Second Tier: Intensified Interventions 

(including screening) 

If endemic rates not decreasing, or 

if first case of important organism 



 “Because of conflicting results from recently published studies 

and the low quality of evidence of many studies as well as 

differences among acute care hospitals and their associated 

patient populations, a definitive recommendation for universal 

screening for MRSA in all hospitals cannot be made 

 “AST, however, may be beneficial in hospitals that have 

implemented and optimized adherence to basic MRSA 

prevention practices but that continue to experience 

unacceptably high rates of MRSA transmission or infection” 



 When the incidence or prevalence of MROs is not decreasing 

despite implementation of the core strategies outlined above, further 

measures (e.g. screening)  to control transmission need to be 

considered 

MRSA Screening Policy, Australia 



CRE Screening Policy, Australia 





CDC Recommendations for Control 

of CRE 

 
• Includes CRE Screening as 

a “core “ strategy, in the form 

of: 

– Point prevalence surveys 

– Screening of 

epidemiologically linked 

patients 

• Routine active screening is 

considered a “supplemental” 

measure 



Summary 

 Decisions on using screening-based  strategies for 

MDRO control are complex 

 Important knowledge gaps regarding effectiveness 

of screening strategies remain 

 No “one size fits all” 

 must take into account multiple contextual factors 

• Target organism 

o prevalence of the targeted pathogen 

o consequence of infection by the pathogen 

o Pathogen-specific evidence for screening-based 

interventions 

• resource availability 

• population at risk 

• Availability of alternative prevention strategies  



Summary 

 Complexity/uncertainty + local contextual factors = 

wide variability of practice across jurisdictions 
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