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Intervention-Improvement Methods

Improvement Achieved - Outcomes

Recommendations

• Practice change requires constant diligence until it is a new habit.  
Intermittent review of MRSA nares screening appropriateness with 
PRN feedback until regularly done on only patients who meet high risk 
criteria.

• Standardize clinical criteria for appropriate test utilization  to include 
collaborative input from the Pharmacy Clinical Specialist for infectious 
disease and ICU intensivists, signaling progress toward more targeted, 
evidence-based screening practices.  

Introduction and Problem Statement

• The MRSA nares PCR screening test was successfully removed 

from the default ICU admission order set. 

• In the monitored 12-bed ICU, ordering rates decreased from 100% to 

an average of 70%, reflecting partial adherence to the revised 

policy. 

• Cost savings for Q3 2025 were calculated at $11,910 from an 

estimated 30 tests at $397 each.  

• One 12-bed ICU was selected for monitoring test ordering patterns. Initial 
evaluation revealed continued 100% screening, indicating non-adherence 
to the updated policy. 

• Review with nursing and intensivists uncovered two key barriers: 
o Lack of awareness of the policy change
o Persistence of MRSA screening in the default admission order set. 

• The policy was re-communicated, and a ticket was submitted to remove 
the automatic order from the admission bundle.  Patients with MRSA 
nares screening performed were reviewed for appropriateness.  If high 
risk criteria were not met, order was reviewed with the care team for 
clinical necessity.

• Engaging the system sphere of impact, the ICU Nursing Roundtable 
was presented with data showing inconsistent policy adherence across 
sites. This prompted escalation to the Critical Care Operations 
group—comprising nursing, providers, and pharmacy—at which the CNS 
student identified the absence of standardized clinical guidance beyond 
the infection prevention policy. Literature supports MRSA nares screening 
for pre-surgical evaluation and pneumonia management, while 
universal testing for decolonization remains debated. This collaborative 
process informed targeted de-implementation strategies and reinforced 
the CNS role in leading system level change. 
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Objective
Align practice with EBP guidelines by de-implementation of routine MRSA 
nares screening for all ICU admissions.  Restrict testing to 
clinically appropriate populations defined in infection prevention policy, with 
the goal of reducing unnecessary and costly testing by up to 50%.
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Implications

• Clinician autonomy often persists even in the face of updated policy 
and emerging evidence, making institutional change—particularly 
de-implementation—challenging. Successful practice change requires 
intentional education and targeted attention to modifiable workflow 
barriers that support contemporary evidence. 

• Pharmacists, especially those focused on antimicrobial stewardship, may 
hold differing perspectives on MRSA nares screening, underscoring the 
need for interdisciplinary consensus when developing clinical guidelines. 

• Because MRSA nares screening results do not influence isolation 
protocols, nursing engagement with the test is limited; motivation to 
reduce unnecessary screening is instead driven by resource efficiency 
and cost savings for patients. 

• These dynamics highlight the importance of collaborative systems 
strategies to align practice with evidence.

In October 2024, a large health system revised its MRSA nares screening 
policy, shifting from universal ICU testing to targeted high‑risk screening. 
Despite this, routine screening persisted. Effective de‑implementation is vital 
for resource stewardship and sustaining trust, yet practice change is 
hindered by workflow inertia, unclear accountability, and loss aversion. 
Literature highlights key facilitators for successful de-implementation: strong 
leadership, evidence‑based practice integration, clear policy, and aligned 
EHR order sets to support consistent and sustainable clinical practice 
improvement efforts.
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