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Meeting the Menace of MRSA

Recent headlines about MRSA- an antibiotic resistant bacterial strain- warrant respect, but not panic.  The threat of MRSA most of us actually face is very modest, and exaggerated by all the media coverage.  On the other hand, stories about MRSA barely hint at the larger problem of antibiotic resistant germs in general that truly is cause for grave concern.  So the prudent response to this story lies between panic and complacency.


MRSA stands for “methicillin resistant Staphylococcus aureus.”  When Staph aureus becomes resistant to methicillin, it means it is resistant to a wide variety of other antibiotics, too, including the whole penicillin family.  There are antibiotics to kill such bugs, but not many, and they must be carefully chosen.


MRSA has been described as a “super bug,” but other than its antibiotic resistance, it is rather ordinary.  It tends to cause infection, as other bacteria that live on the skin do, in the context of illness or injury.  Illness weakens the immune system, whereas injury gives the bug an entrée into the deeper levels of the skin, and beyond.  Either is an opportunity this or any bacterium can exploit.

Injury and illness are most common in the hospital, and that’s where this bug thrives.  A recent report by CDC scientists, published in the Journal of the American Medical Association, revealed that MRSA rates in hospitals in the USA have doubled over recent years.  The report further suggested that MRSA was now the cause of roughly 19,000 deaths a year.

Nearly 60% of MRSA infections are acquired in healthcare settings, and over 25% actually occur in hospitals.  But a new and worrisome finding was that almost 14% of infections seemed to be acquired in the community at large.  As with many infectious diseases, the risk was seen to be highest in those over age 65.


In absolute terms, the risk of MRSA is small.  Approximately 32 people out of 100,000 get this infection each year.  That means, all things being equal, your chances of NOT getting MRSA in any given year are 99.97%.  The risk of dying from MRSA is lower still -about 6 per 100,000- since the majority of infections with even this difficult bug can be treated.  


But if the risk of MRSA infection is relatively low, why all the media stories about it, including one describing the tragic death of a Virginia high school athlete?  It might just be coincidence that a cluster of MRSA cases occurred right at the time the CDC report was published.  But that’s very far-fetched.


The far more likely explanation is something called detection bias.  This is our tendency to find what we are looking for.  Highlight the importance of MRSA in a prominent medical journal, and healthcare workers around the country start testing for it.  Cases that would have been unidentified last week are identified as MRSA this week.  Add to that the riveted attention of the media to the topic, and you have a perfect formula for a “pseudo-epidemic:” no abrupt change in the rate of MRSA infection, but a very abrupt change in how much we hear about it!

So MRSA rates are rising, and this is both important and serious.  But they are not rising abruptly, and this bug does not suddenly lurk around every corner. 


Treatment of MRSA is a specialized effort, so if you or a loved one has MRSA, you should be getting your guidance from infectious disease experts.  Prevention, in contrast, is mostly a matter of common sense -at both the personal and policy level.


MRSA is spread person-to-person by direct contact.  Personal hygiene can reduce transmission rates dramatically, so regular hand washing is the top priority.  In my opinion, it’s not at all rude to ask a doctor about to examine you if they have washed their hands.  I generally do so while my patients are watching so they don’t need to ask.  But if you didn’t see it happen, don’t be shy about the request.

Transmission in healthcare settings can be further reduced by appropriate use of infection control procedures, from the use of gowns and gloves, to isolation rooms.  The new attention to MRSA will serve to reinforce commitment to these practices.


Ultimately, though, much of the MRSA control effort is about policy, not personal hygiene.  We are producing antibiotic resistant drugs by indiscriminate use of antibiotics in both people and animals.  This has got to stop, or we may lose an arms race with the germs, because time and numbers are on their side. 


Antibiotic resistance is a lesson in, and a demonstration of, evolution by natural selection in fast-forward.  Random mutations in a population of billions of bacteria cause genetic variation.  Some of that variation, by pure chance, results in potential resistance to antibiotics.  Exposure to an antibiotic is an environmental ‘stress’ that offers an advantage to those mutants that just happen to be most resistant.  Such mutants survive to pass on the advantage in their genes, while the vulnerable die off.  MRSA is just one example of what this process can produce.

Use of antibiotics when not needed, such as for a cold, contributes to this scenario.  So does use of newer antibiotics when old stand-bys will do.  So does failure to complete a course of antibiotics as prescribed.  And the use of antibiotics in feed animals to prevent rather than treat infection may be the biggest contributor of all.  By altering these practices, we can cut off the spread of MRSA, and other resistant germs, at the source.


For more information on how to minimize your personal risk of MRSA, visit http://www.cdc.gov/Features/MRSAinSchools/#q9 and follow the links of interest.  To prevent this problem from growing into a bigger threat to us all, we all need to follow the causal links of antimicrobial resistance, and apply the right policies to break the chain.
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