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L E T T E R S T O T H E E D I T O R 

Screening for Methicillin-Resistant 
Staphylococcus aureus: Reliability 
and Accuracy 

To the Editor—We read with great interest the article by Lu-
cet and Regnier in Clinical Infectious Diseases that discussed 
the controversy regarding screening and decolonization for 
methicillin-resistant Staphylococcus aureus (MRSA).1 Whether 
screening effectively detects a significant proportion of pa­
tients colonized with MRSA and whether decolonization is 
effective for the prevention of infection are matters of debate.1 

We would like to briefly report a study conducted in a 706-
bed tertiary care hospital, the results of which may add to 
the current data that exist on screening for MRSA. 

In our institution, screening for MRSA is performed by 
culturing samples obtained from the anterior nares alone. 
Although some have found swab samples of the nares to be 
of sufficient utility,2 others assert that cultures of samples 
obtained from a combination of sites are necessary for ad­
equate levels of detection.3 To assess the effectiveness of the 
nares swab as a screening tool, we conducted a retrospective 
analysis of cultures of nares specimens at our institution and 
compared the rates of concordance and discordance with the 
results of concomitantly performed clinical cultures. We 
searched our Web-based infection prevention database for all 
nares swab samples tested for patients hospitalized at our 
institution during the calendar year 2008. Another query was 
performed to detect all clinical cultures with positive results 
for MRSA during the same time period. A clinical culture 
was defined as any culture not originating from a screening 
test of nares samples. We paired the 2 data sets and proceeded 
to exclude all patients for whom only nares screening tests 
or only clinical cultures were performed. Of the remaining 
data, we included only those patients for whom samples were 
obtained for both a nares screen and a clinical culture within 
48 hours. Concordance was defined as the presence of both 
a nares screen and a clinical culture result positive for MRSA 
within 48 hours. Similarly, discordance was defined as a neg­
ative nares screen result but a positive clinical culture result 
for MRSA within 48 hours. A total of 630 events met the 
inclusion criteria for analysis. Of these, only 206 (32.7%) 
fulfilled the definition of concordance, whereas 114 (18.1%) 
fulfilled the definition of discordance. Of 320 clinical cultures 
with positive results for MRSA, only 206 of the matching 
nares screen culture results were also positive for MRSA. This 
yielded a sensitivity of 64.4% for the nares screen. The spec­
ificity, negative predictive value, and positive predictive value 

TABLE i. Concordance and Discordance between 
Cultures of Nares Samples and Clinical Cultures for 
Methicillin-Resistant Staphylococcus aureus 

Clinical 
culture result, 
no. of cultures 

Nares culture result Positive Negative 

Positive 
Negative 

206 
114 

15 
295 

of the nares screen were 95.2%, 72.1%, and 93.2%, respec­
tively (Table 1). 

Our study attempted to analyze the sensitivity of the nares 
screen for the detection of MRSA. To analyze sensitivity, as 
with any screening modality, the screen must be compared 
with a gold standard. In our examination of the literature, 
this comparison with a gold standard has been lacking. Chen 
et al have attempted such a comparison among children with 
skin and soft-tissue infections.4 Their data seem to indicate 
a 31% concordance rate between isolation of MRSA in culture 
of samples from wounds and from the nares. In a similar 
fashion, we believe that the best reference point with which 
to compare culture of nares swabs is the clinical culture of 
MRSA. 

Our study results demonstrate a modest sensitivity for the 
nares screen, which is held as the standard of care in screening 
for MRSA. This is consistent with published literature.5,6 Ob­
taining routine samples for surveillance cultures from addi­
tional sites, such as axilla, perineum, and wound sites, for all 
patients may increase the identification of MRSA coloniza­
tion, but whether this practice would yield beneficial results 
to decrease the incidence of healthcare-associated MRSA in­
fection remains unclear. 
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The Accuracy of Influenza Diagnosis 

To the Editor—The article by Talbot et al1 entitled "Failure 
of Routine Diagnostic Methods to Detect Influenza in Hos­
pitalized Older Adults" does not mention the use of sero­
logical methods for the diagnosis of influenza. Seroconversion 
identified by complement fixation or hemagglutination in­
hibition methods has proven to be a robust method for the 
diagnosis of influenza when clinical presentation occurs after 
virus shedding in the upper respiratory tract has finished.2 

This delayed clinical presentation may occur in patients with 
complicated influenza virus infection, and we have observed 
it among patients with pneumonia who were admitted to 
intensive care units in Australia. During the outbreak of pan­
demic H1N1 influenza in 2009, serological test results con­
firmed influenza infection in 29 of 33 adult patients who had 

an illness consistent with influenza in intensive care units, 
whereas sensitive nucleic acid test results were positive in only 
18 of 33 patients.3 Our findings support those presented by 
Talbot et al1 of a high sensitivity (80.8%) of clinical diagnosis. 
However, we suggest that, to increase the sensitivity of lab­
oratory diagnosis and derive an accurate measure of the spec­
ificity of clinical diagnosis, serological testing must be in­
cluded in any algorithm used for the diagnosis of influenza. 

ACKNOWLEDGMENTS 

Potential conflicts of interest. All authors report no conflicts of interest rel­
evant to this article. 

William D. Rawlinson, PhD; Jenna M. Iwasenko, PhD; 
Peter W. Robertson, PhD; Peter C. Taylor, MBBS 

From the Department of Microbiology, South Eastern Area Laboratory Ser­
vices, Prince of Wales Hospital (W.D.R., J.M.I., P.W.R., PCX), and the School 
of Biotechnology and Biomolecular Sciences, Faculty of Science, and School of 
Medical Sciences, Faculty of Medicine, University of New South Wales (W.D.R., 
J.M.I., P.W.R.), Sydney NSW, Australia. 

Address reprint requests to Professor William Rawlinson, PhD, Department 
of Microbiology, SEALS, Prince of Wales Hospital, Randwick, New South Wales 
2031, Australia (w.rawlinson@unsw.edu.au). 
Infect Control Hosp Epidemiol 2011; 32(1):98 
© 2010 by The Society for Healthcare Epidemiology of America. All rights 
reserved. 0899-823X/2011/3201-0017$15.00. DOI: 10.1086/657672 

R E F E R E N C E S 

1. Talbot HK, Williams JV, Zhu Y, Poehling KA, Griffin MR, Edwards KM. 
Failure of routine diagnostic methods to detect influenza in hospitalized 
older adults. Infect Control Hosp Epidemiol 2010;31(7):683-688. 

2. Jackson LA, Gaglani MJ, Keyserling HL, et al. Safety, efficacy, and immu-
nogenicity of an inactivated influenza vaccine in healthy adults: a random­
ized, placebo-controlled trial over two influenza seasons. BMC Infect Dis 
2010;10:71. 

3. Iwasenko JM, Cretikos M, Paterson DL, et al. Enhanced diagnosis of pan­
demic (H1N1) 2009 influenza infection using molecular and serological 
testing in intensive care unit patients with suspected influenza. Clin Infect 
Dis 2010;51(l):70-72. 

https://doi.org/10.1086/657671 Published online by Cambridge University Press

mailto:w.rawlinson@unsw.edu.au
https://doi.org/10.1086/657671



