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also be collected nationally. Presently
only the number of MRSA blood
infections in each NHS Trust is
published yet MRSA colonizes and
invades many body tissues, including
the lung, skin and bone. A true model
of how MRSA comes into hospital,
colonizes staff and patients and then
causes serious disease is lacking and full
information on all S. aureus in a unit and
their transmission routes is required.

There is little large-scale government 
spending on microbiology research in 
this area through the NHS or MRC. 
This is unacceptable. Such studies 
would give a deeper understanding of 
how the MRSA pandemic started, which
may allow us to begin to tackle the 
problem and prevent future epidemics. 
MRSA is changing rapidly and beside 
hospital strains with resistance to all 
antibiotic classes, some types are finding
niches in the community, causing 
disease in healthy young people with 
no prior hospital exposure. Hospital 
hygiene initiatives are all very well but
clean hospitals and motivated staff 
should be the norm and we should 
be finding out how to eradicate this 
international problem.
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comment 

MRSA is constantly in the

headlines and is even the focus

of ‘campaigns’ in some UK

tabloids. It is often suggested

that improved hospital hygiene

will solve the problem, but as

Mark Enright describes, the

issue is far more complex than

the public realize.

Stories in the UK media about the
‘scandal’ of dirty NHS hospitals have
made hygiene a major topic for public
debate. The press often links dramatic
increases in the prevalence of the
‘superbug’ – methicillin-resistant
Staphylococcus aureus (MRSA) – with
decreasing standards in hospital
hygiene. Such reports often bundle
together the cleanliness of the hospital
environment and that of staff. There
ought to be fewer MRSA infections in
clean hospitals yet surprisingly there 
is little scientific evidence for this.

MRSA causes ~50 % of S. aureus
bacteraemia in the UK, the second
highest rate in Europe according to a
recent study, yet much higher rates 
are reported in the USA and Japan,
countries not generally perceived 
as having failing hospital hygiene
regimens. The impact of environmental
cleanliness measures is likely to be
small compared to proven measures
that interrupt transmission such as
frequent handwashing by healthcare
workers and the isolation of patients
carrying particularly transmissible
clones.

One puzzling aspect of the MRSA
epidemic is its apparent global nature.
Isolation rates have been increasing in
the UK and elsewhere since the early
1990s. In the UK the emergence and
domination of two clones, UK
Epidemic MRSA clone-15 and -16,
coincided with increases in MRSA
bacteraemia, but these genotypes are
still uncommon in most countries.
MRSA mainly causes invasive disease
following infection of the tissues
around indwelling devices such as
venous catheters. These are increasingly
used, as are immunosuppressive drugs.

The UK MRSA epidemic may largely 
be explained by the emergence of
particularly transmissible genotypes
meeting an increasing number of
vulnerable hosts. In other countries
changes in the population structure 
of hospital S. aureus were not so
dramatic although MRSA has become
increasingly multidrug resistant.

Although MRSA is a major problem 
in most industrialized societies, some
parts of Europe have very low rates. 
In Scandinavia and the Netherlands
MRSA isolation rates are only 1–2 %,
presumably due to radical ‘search and
destroy’ policies which keep affected
patients out of shared wards until
carriage can be eliminated. UK
government policy is to import
infection control experts from such
countries to help combat endemic
MRSA. This may seem laudable but it
is not at all clear how personnel who
are good at keeping MRSA out of
hospitals will respond to the challenge
of reducing infection rates – surely
quite different strategies are required.

The Department of Health has set 
a target to reduce the UK MRSA
bacteraemia rate by 50 % by 2008,
apparently by raising hygiene
standards and improving infection
control practices. Better hand hygiene
will have some effect, but only a
radical measure such as isolating all
patients with highly transmissible
MRSA would really solve the problem.
However this would require a
politically unacceptable level of
resource and lengthen hospital 
waiting lists.

Analysis of the results of successful
local interventions to reduce MRSA
rates is needed, but comprehensive
data on MRSA from all samples should

MRSA – national disgrace?
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