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METHICILLIN-RESISTANT STAPHYLOCOCCUSAUREUS
SCREENING IN SCOTLAND

Communicable diseases remain a serious threat to populations
throughout the world and public health recogni zesthe threat they
pose not just to industrial (and post-industrial) societies but also
to countriesthat are still developing industrially. The challenges
are different for different countries and this letter deals with
healthcare-acquiredinfections(HAI) and, inparticular, 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.! 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 HAIl 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
organizationforwhich| work (NHSQuality 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. Thereport was
published in September 2007° and looks not just at the clinical-
and cost-effectivenessof MRSA screening but al so organizational
issues, i.e. what does the health service need to do if screeningis
tobeimplemented, and patientissues, i.e. what arethe perspectives
of patients and their carers on MRSA screening. Essentially, the
study has attempted to answer the question: ‘Which strategy for
screening for MRSA col oni zation of patientsadmitted to Scottish
hospitalsis most clinically and cost-effective?

Staphylococcus aureus is a common bacterium and is carried
by about 30% of thehealthy populationinthe UK. If Saphyl ococcus
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 isto 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, avariety of methods of identifying and managing
patientswith 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 servicesreported screening all non-emergency patientsor all
patients admitted to orthopaedics or cardiac surgery.

Thedetailsof thestudy areinthereport but sufficeit to say that
the systematic review and the economic modelling undertaken
have taken forward theissuefor Scotland. So what doesthe HTA
conclude and recommend? The conclusions include:

¢ Therewasalack of robust datato popul ate the economic model
andthemodel usedis, by definition, asimplified representation
of what happens in real hospitals and wards. However, the
modellingindicatesthat screening of patientswouldreducethe
prevalence of MRSA.

¢ At present, chromogenic agar testing isthemost clinically and
cost-effective method of screening.

¢ BeingidentifiedasM RSA-positivehasimplicationsfor patients
such as being nursed in isolation and so the conseguences 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 aregiona basis to test whether the
benefits predicted by the economic modelling can be realized
inreal life. A key aspect of testing the recommendationin real
life is to understand how the flow of emergency and non-
emergency patients admitted to hospital will work.

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

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

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

Theeagle-eyed (and not so eagle-eyed) among the readerswill
note the caveats around the conclusions and recommendations.
Clearly the information and data underlying the work on MRSA
screening isnot asrobust and asreliableaswewould like because
the primary studies are methodologically weak or because the
studies simply do not exist. But as a public health physician |
would argue that we do not always have all the evidence (nor
evidencein theformwe would like) before we need to act. Asan
author of the HTA report | would argue that we have gone as far
asthe evidence allows usto.

What happensnow herein Scotland?NicolaSturgeon, thenew
Scottish Government Cabinet Secretary for Healthand Wellbeing,
hasindicated her support for MRSA screening of patientsadmitted
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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 theissue of MRSA screening for patientsin Scotland
much better and holds out the hope of dealing with this form of
HAL.
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eHEALTH AND pHEALTH: NEXT WAVE OF
DISRUPTIVE TECHNOLOGY ?

Electronic kioskswhere patientsregister with aswipe of a‘ smart
card’. Hospital 1D 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 ‘ drugrobots'. 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 afew examples of the present and future world
of healthcareinformationtechnology (1T). Weand our colleagues
barely recall a time when computers were mysterious devices,
relegated to climate-controlled back rooms and understood only
by ahandful of ‘techies’. Twenty yearsfrom now, none of usmay
remember aheathcare 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 thetime, criticsargued
that no new products would be generated from this investment,
and that merely redistributing adelivery model could notimprove
quality or servicesand may add extrafinancial burdens. Withina
decade, the critics mellowed out. Consumers clearly recognized
the fruits of thisinvestment and quickly became savvy about the
internet highway, whichledthemtoamultitudeof new purchasing
options including online shopping, traveller reservation systems
and e-brokerages.

Google and Microsoft, IT companies that profited from the
informationrevol ution soon recognized that many internet searches
arerelatedtohealth. Thesecorporationsarenow actively competing
tobuild apresencein the healthcare sector. The Electronic Health
Record (EHR) is amagjor example of the eHealth revolution. An
EHRisanindividualized personal health record that isaccessible
onlinefrom many separate but integrated, completely wirelessIT
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
andtheir many and varied advantages. Just oneexampl e: following
a car accident, police can access victim’'s demographic and
personal datawithin 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 hasmadeit feasible for aperson to locateinformation on
the internet to develop personalized prevention, treatment and
wellnessprogrammes. Restructuring vast quantitiesof information
for individualized use is a complex process, but IT companies
have shown that they areup to the challenge. Google, for instance,
has invested in the genetic profiling company 23andMe, whose
sloganis’ geneticsjust got personal’ . Starting thismonth, for US$
1000andabit of spit, 23andM ecustomerscan|earnwhatisknown
about how their complex biological code shapes, who they are,
and how they can predict vul nerabilitiesto 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
examplesof emerging businesstrendsinnew eHealth and pHealth
options.

The concept of patient empowerment emerged inthe 1970sin
the USA and Europein the context of the civil rights movement.
Patients and their organizations demanded a right to self-
determination over decisions affecting their health. In additionto
political pressure for giving consumers and patients more rights,
there were al so factors in the healthcare sector itself, driving the
movetoeHea thand pHealth. Of course, thefinancing of healthcare
isaprime example. In 2005, US national spending on healthcare
totalled nearly US$ 1.9trillion, 14.9% of the nation’ sGDP (4.9%
in1960). A recent congressional budget office estimate projected
this spending to increase to 25% of GDP in 2025, and 49% in
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2082. As US consumers are being forced to shoulder an ever-
growing share of their healthcare costs, it has been suggested that
by exposingthehealthcareindustry toincreased consumer pressure,
market forceswill hopefully expand optionsfor improved care at
less cost. A federal government study estimates that the adoption
of interoperableel ectronic medical recordssystemscoul d produce
efficiency and safety savingsof US$ 142-371 billion. Proponents
of EHRs a'so contend that I T will lead to major benefits such as
streamlining activities, redesigning work flow, standardizing
policies across hospitals, reduce the time spent in documentation
by healthcare personnel, and at the same time provide more data
for monitoring and analysis of individual physician and hospital
practices.

Despitethesetrends, the USA trailsanumber of other countries
in the use of eHealth and pHealth. It is estimated that only 15%—
20% of US physicians' offices and 20%—25% of hospitals have
adopted EHRs. Persistent barriers include high costs, lack of
certification and standardization, concerns about privacy, and a
disconnect betweenwho paysfor I T systemsandwho profitsfrom
them. In contrast, total IT spending by the UK’ s National Health
Service is set to hit £2.9 billion over the coming year. Other
European and Scandinavian countries are also ahead of the USA
inimplementing IT strategies.

HasI T becomerelevanttohealthcareinIndia?Highly relevant,
itturnsout. Top I T leadersat Bear Stearns’ 20th Annual Healthcare
Conference in New York unanimously projected India, with its
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massive and largely computer-literate younger generation, asthe
next Asian healthcare hub. The anticipated growth rate of the
Indian healthcare market has been pegged at 22% annualy,
reaching US$3 hillion (Rs 12000 crore) by 2010. A higher
demandfor quality services, increased healthcare spending, closer
linkage of health with quality of life, availability of advanced
diagnostic and treatment options, and greater accessto healthcare
insurance are some of the factors expected to drive eHealth and
pHealth growth. In turn, Indian IT and related industries are
expectedtobenefit. Inadditiontothehugeinvestmentsannounced
recently by the federal government and private hospitals,
corporations such as Reliance Industries Limited (RIL) plan
enormous healthcare investments to the tune of Rs 25 000 crore
over 7-8 years.

Proponentsalsonotethat I T inlndiacould coordinateactivities
at primary healthcareclinicsand enhance prevention and treatment
programmeswhich striveto reducedisproportionateratesof child
mortality, tuberculosis, leprosy, and a host of other illnesses.
Whatever the future may hold, healthcare will not be the samein
the US and in India, with the emergence of enhanced consumer
choices and empowerment facilitated by the internet revolution.

SUSAN SCHULMAN

Salt Lake City

PRASAD S. ADUSUMILLI
New York

WHOSE HEAD ISIT ANYWAY?

We have had rules introduced by the Government of Tamil Nadu
fromtimeto time, insisting that riders of two wheelersin thelarger
cities of the state should wear crash helmets. Enforcement has
always been lax. The last time around was in 2002, when the
government, after considerable pressure from some quarters, said
the law would be enforced strictly. Many riders of two-wheelers
object that it isuncomfortablein our hot weather, that helmetshave
to be carried around or they will be stolen, and that each rider may
have different pillion riders at different times, and it is unpleasant
to have to share a crash helmet in sweaty weather. Women riders,
and somementoo, did not liketheway in which the helmet messed
up their hair style. The theft aspect has been taken care of by
modificationsof thehelmet andtheluggagerack onthemotorcycle,
so that the helmet can belocked on the bike and need not be carried
around. Unfortunately, thereis no way to keep one’ s head cool in
aChennai summer, though acomb isasufficiently portabledevice
to keep in your pocket or handbag and refresh your hair style.

Further, it was contended that hel metsreduced the hearing and
thefield of vision of therider, putting him or her at greater risk of
accidents.

Other objections covered a wider field. Accidents are due to
bad roads and bad driving by lorry and bus drivers, said a few,
forgetting that no individual can change the corruption of the
Corporation or the inability of our ineffective police force to

enforce the rules of the road. And whatever the culpability of
othersintheaccident, thetwo-wheel er rider isthe onewhosehead
is cracked.

Another objection was still more basic. We are ademocracy,
saidone, andif themgjority of peopledo not wishtowear helmets,
the government should not enforcetherule. That isaninteresting
thought. The mgjority of peopleinthiscountry do not wish to pay
taxes, though we want all the servicesthat are paid for out of our
taxes. Being a democracy, surely we should abolish all taxes.

Whatever thearguments, adeputation of two-wheeler riderswent
to the Chief Minister and requested him to withdraw thehelmet rule,
and he obliged them. Helmets disappeared from our roads.

On 24 May 2007, a single judge of the Madras High Court
decreed that, on the basis of Section 129 of the Motor VehiclesAct
of 1988, therewasastatutory requirement for ridersof twowheelers
to wear helmets. Exemption was granted only to Sikhs. After this
judgment, the government was forced to declare that, with effect
from 1 June 2007, all two-wheeler riderswould have to wear crash
helmets. There was a mad rush to buy helmets, as it seemed the
government was serious thistime. On day 1, amost 90% of riders
wore crash helmets, and the police had afield day booking many of
those who did not wear them. In Coimbatore, 350 riders were
booked in asingleday and, for good measure, 250 motoristsfor not
wearing seat belts. However, onday 2, our Chief Ministerinstructed
thepolice, inavery public statement, that they should not ‘ harass
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peoplewho did not obey thisrule. Hedid not definetheword harass
and, since al the police were doing was to levy fines, they
immediately construed it to mean that the Chief Minister thought
that itself was harassment and stopped doing so. With that, helmets
disappeared from Chennai’ sstreets. Asif to underlinethe stupidity
of theauthorities, atwo-wheeler accident took place. Therider was
wearing ahelmet, and escaped with minor injuries. Hispillionrider
was not, and he had a fractured skull.

| amnoauthority onthemeritsor demeritsof wearing hel mets, but
| would like to point out two facts. First, a Pubmed search using the
terms‘helmet’ and‘ motorcycle’ yielded 205 hits. | looked at random
at 30 of them, and found all without exception indicated areduction
inmortality with the use of helmets, or anincreasein mortality from
head injurieswherehelmet lawshad beenrel axed. Thereisademand
among some peoplein the USA to annul helmet lawson the grounds
that they infringe individual liberties. Some States have relaxed the
law to allow people above the age of 21, who had health insurance
coveragefor US$ 10 000, discretion on whether to wear ahelmet or
not. The relaxation provided materia for many studies, which
showed increased mortality among those riding without helmets.
Second, Dr B. Ramamurthi, one of the pioneer neurosurgeons of
India, and aman with phenomenal knowledge and experience, was
acrusader for theuse of crash helmets. | reproduce here one of many
letters he wrote, this one to the editor of aloca news magazine,
Frontline, on 6 November 1999:

‘For nearly 50 years, | have shed tears for the young, bright
persons who became vegetables after suffering brain injury in
accidentsinvolving two-wheelers. Y oung widows with children
evokeour sympathy, butitismoredistressful to seeyoungwomen
struggling to support brai n-damaged husbandsand young children.
Similar isthe plight of elderly parents who are left with ason or
adaughter who hassuffered braininjury inatwo-wheel er accident.

| invite the members of the public to visit with me the hospital
wardsin Tamil Nadu to see parents and young wivesweeping for
their sons and husbands. This will convince them not to worry
about minor inconveniences caused by the wearing of helmets.
People avoid wearing helmets on the ground that their hair style
would bedisturbed. But only if thereisahead can there be hair or
ahairstyle. If hair really fallsoff owingto the use of helmets, most
of thebike-ridersinthe West, Japan and South-East Asiaand even
New Delhi would be bald by now.

Some people say that it is difficult to wear helmets in hot
weather. This is true but people in Delhi, West Asia and many
places in South-East Asia, which are hotter than Chennai, for
instance, wear helmets for safety. The headache that a helmet
causes is temporary and certainly less intense than the pain
resulting from fractures of the skull or brain injury.

Nobody denies that carrying a helmet and keeping it safe are
inconveniences. But if you had shed one thousandth of the tears
| have shed for my patients and their wives and parents, you will
immediately demand that wearing crash helmets be made
compulsory for two-wheeler riders.

Dr B. RAMAMURTHI
Neurosurgeon
Chennai’

Drive down theroads of Chennai today, and the helmet isararity
once more.

KIDNEY BUSINESS AS USUAL

Stating that genuine patients were put to hardship by the strict
enforcement of the transplant rules, and the withdrawal of the
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licence of many hospitalsto do renal transplants, the government
decided that the infractions committed by these hospitals were
only minor and technical, and restored the status quo. Kidney
transplanters are back in business. The proceedings of the
Authorization Committee are now ‘ more transparent’ and are put
uponthewebsite. Sixty-fiveunrelated donor transplantshad been
permitted till the end of July. | visited the website to see the
reasons why the committee had permitted these transplants. Y ou
will remember that the only legal groundsfor doing unrelatedlive
donor renal transplantation is by virtue of affection of the donor
for the recipient, and not love of his money. The websiteis open
only totheextent of mentioning thenameof thehospital, thename
of the recipient and the donor, and, if permission was refused, the
reason for refusal. These vary from ‘conflicting statements’ to
‘the donor being unaware of the consequences . Did 65 people
donate their organs for love of the recipient? Any other reason
would beillegal. How did the committee determine that these 65
people did not accept money for their donation? The website is
silent on that point.

All this demonstrates is that the government is not serious
about enforcing any of thelawsit enacts. Not thewearing of crash
helmets, not the prohibition of commercial dealings in
transplantation, not the enforcement of the use of meters by auto-
rickshaws. Canyouimagineany other so-called metropoliswhere
you havean authorized publictransport sporting ameter, inwhich
the passenger hasto bargain with the driver about the fare he will
pay to be transported to his destination? When our laws are not
enforced, itisasgood asnot havingalaw at all. Areweacivilized
people?

THE CRADLE BABY SCHEME

Oneotherillegal, worse, criminal actionthat governmentsall over
the country have been unableto prevent isthe large scale murder
of female infants. In 2002, the Government of Tamil Nadu
introduced aschemeto prevent thismurder by persuasionif not by
enforcement. Cradles were placed outside government hospitals,
and girl babiescould be deposited there. No questionswere asked,
and the children were sent to orphanages and brought up there. In
afew instances, parents openly brought the children over. They
were counselled, and some of them changed their minds and took
thechildren back. The Dharmapuri Government Hospital reported
recently that it had received 955 babies since the scheme started.
Thirty-ninewere boys; 50 of thechildren weretaken back by their
parents. Despitethisway out, many parentsstill resorttoinfanticide,
and between 35 and 70 cases are reported every year. In
neighbouring Salem district, the female-to-male birth ratio was
850 females to every 1000 males in the year 2000. Later studies
are not available for the district as a whole, but studies from
different primary health centres (PHCs) and villages show
depressingratiosof between 706 and 901. Perhapsthe cradle baby
scheme needs more publicity in rural areas.

HOPE FOR TAMIL HEADS

Thereishopefor Tamil headsyet. On 7 August 2007, the Madras
High Court sent anoticeto the Government of Tamil Nadu asking
why it had not implemented the GO of 22 February 2007,
according to which it wasmandatory for all ridersand passengers
of motorized two-wheelers in 6 cities of the state (including
Chennai) to wear helmetsafter 1 June 2007. The government was
given aweek to submit itsreply.

M. K. MANI



