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Letter from Glasgow

METHICILLIN-RESISTANT STAPHYLOCOCCUS AUREUS
SCREENING IN SCOTLAND
Communicable diseases remain a serious threat to populations
throughout the world and public health recognizes the threat they
pose not just to industrial (and post-industrial) societies but also
to countries that are still developing industrially. The challenges
are different for different countries and this letter deals with
healthcare-acquired infections (HAI) and, in particular, methicillin-
resistant Staphylococcus aureus (MRSA).

MRSA infection is a problem for NHS Scotland. Scottish
hospitals have periodic outbreaks of MRSA infection, the most
recent one being in Glasgow.1 The mass media often portrays
MRSA as a ‘killer bug’ or ‘super bug’ which is ‘rampant’ in
Scottish hospitals. A survey in Scotland, the NHS Scotland
National HAI Prevalence Survey published in July 2007,
highlighted the problem of HAI including MRSA.2 It is worth
noting that HAI is defined as an infection not present at the time
the patient’s healthcare begins but which arises afterwards.

The report was published by Health Protection Scotland
(Scotland’s agency which deals with communicable disease
and environmental health) and involved 13 754 inpatients from
October 2005 to October 2006. The overall prevalence of HAI
was 9.5% (95% CI: 8.8–10.2) with the highest prevalence being
found in the specialties of:

• Care of the elderly (11.9%)
• Surgery (11.2%)
• Medicine (9.6%), and
• Orthopaedics (9.2%).

The lowest prevalence was in obstetrics (0.9%). The most
common types of HAI were urinary tract infection (17.9%),
surgical site infection (15.9%) and gastrointestinal infections
(15.4%). The most frequently occurring organisms were
Staphylococcus aureus (141 cases, of which MRSA was
present in  93 cases), and Clostridium difficile (95 cases). The
management of Clostridium difficile is an issue in itself but
perhaps that can await another letter.

Due to the problem that MRSA poses in Scotland, the
organization for which I work (NHS Quality Improvement Scotland
or NHS QIS) was asked by the Scottish Executive (now Scottish
Government) HAI Task Force to undertake a health technology
assessment (HTA) on the clinical- and cost-effectiveness of
screening patients admitted to hospital for MRSA. The report was
published in September 20073 and looks not just at the clinical-
and cost-effectiveness of MRSA screening but also organizational
issues, i.e. what does the health service need to do if screening is
to be implemented, and patient issues, i.e. what are the perspectives
of patients and their carers on MRSA screening. Essentially, the
study has attempted to answer the question: ‘Which strategy for
screening for MRSA colonization of patients admitted to Scottish
hospitals is most clinically and cost-effective?’

Staphylococcus aureus is a common bacterium and is carried
by about 30% of the healthy population in the UK. If Staphylococcus
aureus enters the body then it can cause a spectrum of infection
from the trivial to potentially life-threatening. Due to the
development of resistance of Staphylococcus aureus to the
antibiotics used against infections caused by it, MRSA appeared

in 1961 and since the 1990s MRSA has become endemic in
healthcare facilities. One method of controlling the spread of
MRSA is to identify colonized (those carrying the organism) or
infected patients and then to manage them to reduce the risk of
MRSA transmission to others.

In Scotland, a variety of methods of identifying and managing
patients with MRSA have been used to date. A survey of practice
in Scotland (as part of the HTA) showed that 60% of hospital
infection control units reported carrying out some assessment of
MRSA colonization risk at the time of admission to hospitals. A
few services reported screening all non-emergency patients or all
patients admitted to orthopaedics or cardiac surgery.

The details of the study are in the report but suffice it to say that
the systematic review and the economic modelling undertaken
have taken forward the issue for Scotland. So what does the HTA
conclude and recommend? The conclusions include:

• There was a lack of robust data to populate the economic model
and the model used is, by definition, a simplified representation
of what happens in real hospitals and wards. However, the
modelling indicates that screening of patients would reduce the
prevalence of MRSA.

• At present, chromogenic agar testing is the most clinically and
cost-effective method of screening.

• Being identified as MRSA-positive has implications for patients
such as being nursed in isolation and so the consequences of
this need to be addressed by health professionals.

The recommendations are as follows:

• On the basis of the lack of robust evidence to inform the
economic model, it has been recommended that a primary
(pilot) study be set up on a regional basis to test whether the
benefits predicted by the economic modelling can be realized
in real life. A key aspect of testing the recommendation in real
life is to understand how the flow of emergency and non-
emergency patients admitted to hospital will work.

• There is insufficient evidence at present to change the UK
policy regarding staff screening, i.e. to undertake staff screening
only in unexplained MRSA outbreaks.

• There need to be systems to collect patient-based data on
MRSA colonization and infection.

• Patients and their relatives need good quality information on
MRSA, screening and reasons for infection control procedures
so that they understand what is happening and why.

The eagle-eyed (and not so eagle-eyed) among the readers will
note the caveats around the conclusions and recommendations.
Clearly the information and data underlying the work on MRSA
screening is not as robust and as reliable as we would like because
the primary studies are methodologically weak or because the
studies simply do not exist. But as a public health physician I
would argue that we do not always have all the evidence (nor
evidence in the form we would like) before we need to act. As an
author of the HTA report I would argue that we have gone as far
as the evidence allows us to.

What happens now here in Scotland? Nicola Sturgeon, the new
Scottish Government Cabinet Secretary for Health and Wellbeing,
has indicated her support for MRSA screening of patients admitted
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to hospital. Consequently, there will be monies set aside for the
primary study to be undertaken in Scotland and planning for the
primary study has now started. That change is happening as a
direct result of the HTA report is heartening. This will help us
understand the issue of MRSA screening for patients in Scotland
much better and holds out the hope of dealing with this form of
HAI.
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Letter from North America

eHEALTH AND pHEALTH: NEXT WAVE OF
DISRUPTIVE TECHNOLOGY?
Electronic kiosks where patients register with a swipe of a ‘smart
card’. Hospital ID bracelets with scannable bar codes.
Computerized bedside monitors which allow test results and
treatment data to be recorded on the spot. Prescriptions
electronically packaged and delivered by ‘drug robots’. Individual
patient drugs distributed by MedCOWS (Computer on Wheels).
Informed patients who use laptops to enter personal health
information and obtain their laboratory test results at the same
time as their physicians.

These are but a few examples of the present and future world
of healthcare information technology (IT). We and our colleagues
barely recall a time when computers were mysterious devices,
relegated to climate-controlled back rooms and understood only
by a handful of ‘techies’. Twenty years from now, none of us may
remember a healthcare world devoid of PCs, handhelds and other
electronic assistants. This new wave of disruptive technology is
challenging traditional assumptions made by existing healthcare
providers and manufacturers.

In the late 1990s, industries such as telecommunications and
merchandising invested heavily in IT. At the time, critics argued
that no new products would be generated from this investment,
and that merely redistributing a delivery model could not improve
quality or services and may add extra financial burdens. Within a
decade, the critics mellowed out. Consumers clearly recognized
the fruits of this investment and quickly became savvy about the
internet highway, which led them to a multitude of new purchasing
options including online shopping, traveller reservation systems
and e-brokerages.

Google and Microsoft, IT companies that profited from the
information revolution soon recognized that many internet searches
are related to health. These corporations are now actively competing
to build a presence in the healthcare sector. The Electronic Health
Record (EHR) is a major example of the eHealth revolution. An
EHR is an individualized personal health record that is accessible
online from many separate but integrated, completely wireless IT
systems. Critics argue that EHRs will allow sensitive personal
health information to be made public, resulting in loss of

confidentiality. They fear that data monitoring systems will
‘crash’, resulting in vast losses of crucial information. On the
other hand, EHR proponents point to existing secure databases
and their many and varied advantages. Just one example: following
a car accident, police can access victim’s demographic and
personal data within few minutes whereas health personnel have
no such access. In future, paramedics and emergency room
personnel could quickly access EHRs and use the eHealth data
they contain to determine crash victims’ pre-existing health
conditions, medication allergies, and other potentially life-saving
information.

Another new and fast growing trend known as personalized
healthcare (pHealth) has also arisen during the past few years.
pHealth has made it feasible for a person to locate information on
the internet to develop personalized prevention, treatment and
wellness programmes. Restructuring vast quantities of information
for individualized use is a complex process, but IT companies
have shown that they are up to the challenge. Google, for instance,
has invested in the genetic profiling company 23andMe, whose
slogan is ‘genetics just got personal’. Starting this month, for US$
1000 and a bit of spit, 23andMe customers can learn what is known
about how their complex biological code shapes, who they are,
and how they can predict vulnerabilities to diseases. Microsoft has
acquired Medstory, whose motto is ‘information that matters’,
and whose goal is to provide consumers with easily accessible
data about virtually any health-related topic. These are but two
examples of emerging business trends in new eHealth and pHealth
options.

The concept of patient empowerment emerged in the 1970s in
the USA and Europe in the context of the civil rights movement.
Patients and their organizations demanded a right to self-
determination over decisions affecting their health. In addition to
political pressure for giving consumers and patients more rights,
there were also factors in the healthcare sector itself, driving the
move to eHealth and pHealth. Of course, the financing of healthcare
is a prime example. In 2005, US national spending on healthcare
totalled nearly US$ 1.9 trillion, 14.9% of the nation’s GDP (4.9%
in 1960). A recent congressional budget office estimate projected
this spending to increase to 25% of GDP in 2025, and 49% in
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