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The effectiveness and feasibility of a comprehen­
sive strategy to reduce nosocomial transmission of methi-
cillin-resistant Staphylococcus aureus (MRSA) in a highly 
endemic setting have not yet been proved. Limited bene­
fits and the high cost of such programs are the main con­
cerns. Tomic et al. from Golnik, Slovenia, prospectively 
evaluated the effect of an aggressive infection control 
program on transmission of MRSA in the University Clinic 
of Respiratory and Allergic Diseases. All patients with 
MRSA carriage during 5 years (January 1, 1998, through 
December 31, 2002) were included and categorized into 
imported or hospital-acquired cases. 

MRSA was recovered from 223 hospitalized 
patients; 142 cases were imported and 81 were acquired at 
the institution. After introduction of the comprehensive 
infection control program in 1999, the annual incidence of 
MRSA carriage per 1,000 admissions increased from 4.5 
in 1998 to 8.0 in 1999 (P = .02), and remained stable there-
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after. During this period, the proportion of MRSA cases 
acquired in the institution decreased from 50.0% in 1999 to 
6.1% in 2002 (P < .001), whereas the proportion of MRSA 
cases transferred from other hospitals (P < .001) and nurs­
ing homes (P = .03) increased. All 19 MRSA carriers with 
three sets of follow-up cultures were successfully decolo­
nized. The authors concluded that, with a comprehensive 
infection control program, it was possible to reduce noso­
comial transmission of MRSA in a highly endemic setting. 
With good hand hygiene using alcohol handrub, early 
detection, isolation, and a decolonization strategy, con­
tainment of MRSA was achievable, despite a high rate of 
transferred patients with MRSA. 
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