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Staphylococcus aureus is a ubiq-
uitous bacterial pathogen that 
has shared a long, sometimes 

sordid history with human beings. 
Generally, the Gram-positive organ-
isms harmlessly colonize the anterior 
nares or the skin, and they can be 
passed from person to person directly 
or through contact with contaminated 
environmental surfaces. Occasionally, 
S. aureus will invade its human host, 
resulting in any of a range of pos-
sible infections. The most common 
of these infections are confi ned to the 
skin and surrounding soft -tissue and 
manifest as pimples, boils, or “spider 
bites” (curiously, the latt er very oft en 
in persons lacking a history of spider 
exposure). Invasive infections such as 
bacteremia, bacteremic pneumonia, 
septic arthritis, and surgical site infec-
tions can be associated with severe 
morbidity and mortality. 

Methicillin-resistant Staphylococcus 
aureus (MRSA) was named in 1961 to 
describe isolates of S. aureus in which 
resistance to methicillin (and, more 
broadly, to the entire class of β-lactam 
antibiotics) had been detected. Until 
the late 1990’s, MRSA infections were 
problematic primarily in the hospital 
sett ing, as the disease was limited to 
those with “established health care 
risk factors” (frequent contact with 
health care system, previous infection 
or colonization, or a history of inva-
sive devices or procedures). Reports 
of “community-associated MRSA” 
(CA-MRSA) — infections among 
those without established risk factors 
— were fi rst published in 1998 and 
1999.1,2 While MRSA has been known 
to the medical community for years, 
it has dwelt in relative obscurity 
amongst the general public.

In October 2007, the Journal of 
the American Medical Association 
published an article highlighting 
high morbidity and mortality associ-
ated with invasive MRSA infections.3 
In temporal proximity, the deaths 

of two adolescents due to invasive 
MRSA infection were also reported 
in the news. The combined eff ect was 
a media frenzy regarding this “New 
Superbug.”

This fi rst of a two-part CD Sum-
mary series on MRSA will discuss 
why MRSA cannot be eliminated (no 
matt er how hard we try) and what 
personal and public health measures 
can be taken to reduce the risk of 
acquiring or transmitt ing a MRSA 
infection. The next issue will provide 
results of MRSA surveillance through 
the Active Bacterial Core surveillance 
(ABCs) Program. The goals of these 
two articles are to provide tools to 
address this issue and to keep it in 
perspective.

CAN’T WE JUST ELIMINATE IT?
Recent news reports have left  some 

with the perception that MRSA is a 
rare disease that can easily be con-
trolled through thorough disinfection 
of the environment. On the contrary, 

the nature of the organism is such 
that elimination is not a viable op-
tion. Firstly, S. aureus is common: the 
prevalence of S. aureus and MRSA 
colonization has been estimated at 
32.4% and 0.8%, respectively   4: this 
translates to 1.2 million Oregonians 
currently being colonized with S. 
aureus, 28,000 of whom are colonized 
with MRSA. Secondly, S. aureus can 
survive in the environment long 
enough to be picked up by others. 
One report demonstrated the sur-
vival of MRSA on several surfaces 
for nine or more days.5 For as long as 
we interact with other human beings 
and touch surfaces, we will undoubt-
edly have some level of exposure to S. 
aureus, including MRSA.

SO NOW WHAT DO WE DO?
The infeasibility S. aureus elimina-

tion does not mean that we lack any 
means of controlling it. Rather, the 
risk of acquiring or transmitt ing an 
infection can be reduced through 

MRSA SUPERBUG? PART I

Staphylococcus aureus (S. aureus) either sensitive or resistant to β–lactam
   antibiotics, causes a range of conditions, from asymptomatic colonization to life-
   threatening invasive infections.
S. aureus is carried by an estimated 1.2 million Oregonians; exposure to 
   S. aureus cannot, therefore, be eliminated by aggressive disinfection of 
   environmental areas.
Control of S. aureus depends upon identifi cation and treatment of infections 
   and prevention measures to reduce the risk of transmitting the organism to, or 
   acquiring the organism from, other individuals.
Antibiotics are not always required for MRSA infections: >90% of deep skin 
   abscesses caused by it can be treated with incision and drainage alone. 
Physicians should be consulted for a treatment plan appropriate to a particular 
   infection.
Individual risk-reduction strategies for preventing S. aureus transmission include:

– Frequent and thorough hand washing;
– Covering of open or draining wounds; and,
– Avoidance of sharing personal items, such as razors, towels, soap, etc.

Environmental disinfection should be limited to those items used by more than
   one person or surfaces that come in contact with body fl uids (including open or 
   draining wounds). Otherwise, routine cleaning practices should be suffi cient to 
   reduce the risk of S. aureus transmission.

MRSA Take Home Points
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accurate diagnosis and treatment by 
health care providers; prudent infec-
tion control measures; and personal 
hygiene.

Identifi cation and treatment of 
MRSA infections has become routine 
for many providers as the prevalence 
of MRSA infections in the community 
has increased. Not every MRSA infec-
tion requires antibiotic treatment: 
in patients with deep skin abscesses 
and associated cellulitis, incision and 
drainage alone are suffi  cient >90% of 
the time. Those more interested in the 
clinical management of MRSA should 
consult  Strategies for Clinical Man-
agement of MRSA in the Community, 
released in 2006. 

Outside of the health care sett ing, 
public health interventions, such as 
vaccines or antibiotic prophylaxis, 
aimed specifi cally at MRSA do not 
exist in the manner that they do for 
other diseases. Rather, the tactics 
applicable to most infections spread 
from person to person also are ef-
fective at reducing transmission of 
MRSA. These include 1) personal 
hygiene, namely, bathing with soap 
and water and frequent hand wash-
ing using soap or an alcohol-based 
sanitizer; 2) covering wounds with 
clean dressings; and 3) avoiding the 
sharing of potentially contaminated 
personal items with others.

CDC recommendations for the 
management of MRSA in the school 
sett ing endorse the same preven-
tion measures listed above.7 Oregon 
law further calls for exclusion of any 
person with “open or draining skin 
lesions infected with Staphylococcus 
aureus or Streptococcus pyogenes” from 

att endance at school or a child care fa-
cility, or from working in health care 
or food service facilities.* Noticeably 
absent from prevention strategies are 
the closure and disinfection of schools 
(or entire districts) following the 
diagnosis of MRSA in a student: for 
reasons noted above, such an activ-
ity would not eliminate exposure to 
MRSA. 
CONCLUSION

As the prevalence of MRSA in-
creases, it may be expected that news 
reports of this “superbug” will, pari 
passu, become more common. Al-
though the threat of MRSA will not 
be eliminated, the risk of acquiring an 
infection is greatly reduced through 
simple practices available to all. Risk 
reduction, not elimination, should be 
a focus of both MRSA prevention ac-
tivities and communication messages 
to patients and the general public.
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Hib Vaccine Shortage
PedvaxHIB® - a Haemophilus 

infl uenzae b conjugate vaccine, is  
unavailable for shipment at this 
time due to unspecifi ed manufac-
turing issues. Merck expects the 
vaccine to be available sometime 
in the fi rst quarter of 2008. 

Sanofi  Pasteur is working to 
increase production of ActHIB®. 
Providers are encouraged to sub-
stitute ActHIB® for PedvaxHIB® 
until further notice.

To complete a series begun  
with PedvaxHIB® or Comvax®, 
see guidelines at www.cdc.gov/vac-
cines/vac-gen/shortages/downloads/
hib-shortage-11-7-07.pdf.

Vaccine supply will be moni-
tored closely so that children 
are not excluded from child care 
because  of shortages. Additional 
information will be provided 
when it becomes available. Call 
the Public Health Immunization 
on-call team at 971-673-0300 with 
any questions.




