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Can We Control MRSA?
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Methicillin Resistant Staphylococcus Aureus (MRSA)
continues to evolve and spread.  From causing 4%
of Staphylococcus Aureus (SA) bacteraemias in the
UK in 1992 the figure is now 40%, one of the highest
in Europe.1,2 Most importantly, this represents a
huge increase in the burden of infection in the
hospital population as MRSA has not simply
replaced SA but is additional to it.

Mortality and length of hospital stay from MRSA
infections seem to be double that of SA in many
studies although the reasons for this are unclear.3

Certainly, the predictable delay in administration of
appropriate therapy for serious infection may explain
some, but probably not all, of this difference.  New
strains continue to develop, often more resistant and
more virulent.4 Vancomycin resistance5 is still
uncommon, but strains of reduced susceptibility to
teicoplanin are widespread.6 New strains with their
origin in the community are spreading into hospitals.
These strains differ in having more adaptable
genetic elements associated with integrases and
pathogenicity islands, allowing accumulation of
many virulence factors such as Panton-Valentine
leucocidin, enterotoxins and scalded skin syndrome
toxin.4,7

Against this background, the Edinburgh and
Glasgow Royal Colleges’ Bicollegiate Scottish
Infection Standards and Strategy Group (SISS) has
produced guidance8 for Scottish hospitals to
improve control of what is the biggest single cause
of healthcare-associated infection in living memory,
costing the NHS in Scotland many tens of millions of
pounds per annum in excess bed stay alone.  The
main thrust of the new guidance is the risk
assessment of patients on admission to acute

clinical units, so that those at perceived higher
likelihood of being MRSA carriers may be promptly
isolated or cohorted.  These patients are also to
undergo nasal swabbing for MRSA, so that the
actual carriers may be precisely identified.

The importance of such admission screening and
isolation has increased over the past decade as the
MRSA epidemic has created a large asymptomatic
and unknown pool of patients in the community
following hospital discharge or care home
residency.9 On (re)admission to hospital, these
patients are a hazard both to themselves and to
other patients and staff.  On average, patients who
became colonised with MRSA seem to carry it for
about a year,10 and during this time up to half of
them will develop significant clinical disease.11

Allowing this situation to continue will see a
continuation of a spiralling vicious circle which has
led to approximately 60% of hospital SA being
MRSA in the USA12 and 80% in the Far East.13

No amount of implementation of “standard
precautions”, however rigorously applied, will stop
spread of MRSA from these inapparent carriers
unless they are identified and isolated in the same
way as patients with MRSA infections.  It is now very
clear that specimens sent to the microbiology
laboratory for clinical reasons detect only a small
proportion of the total pool of MRSA in a hospital.14

Reports of the success of programmes similar to
those advocated in the SISS guidance are
appearing with increasing frequency, and there is
now a large body of fairly robust and consistent
scientific literature showing that such an approach,
when fully integrated into a well-coordinated
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University Medical School library donated a
large number of medical textbooks which were
crated out by the good services of Johnson and
Johnson. Two years later these have never
arrived where they were intended to go.  These
were possibly stuck in a warehouse or a wharf
or even used for other purposes.  On this
frustrating note, I urge you to read this article.

Robert Carachi

Mission          Africa          Malawi

� The average life expectancy in Malawi is just 39 years

� Hospitals are poorly funded, equipped and staffed

� Only 20 percent of the African population has access to cancer care

� The continent is in medical crisis….

Today, NHS Greater Glasgow and Clyde announces its partnership with the Clinton and Hunter
Foundations and pledges to send medical equipment and staff to help ease the suffering.

Ref. Health News, June/July 2007

In this issue John Lwanda gives a personal view
of the health issues and medical services in
Malawi.  I visited Malawi, a beautiful country, two
years ago and witnessed a lot of what John
Lwanda writes in his article.  It was described to
me by a friend as a ‘do gooders’ paradise.
Unfortunately a lot of the ‘good’ received never
reaches where it is intended.  Glasgow 
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