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INTRODUCTION 

At a symposium on perinatal and neonatal infections in 1978 Dr. David Harvey 
reported that staphylococcal infection was much less common than a decade before 
(Harvey, 1979), but recently there has been resurgence of staphylococcal problems. 
Clinical infection increased in many hospitals where hexachlorophane was discon­
tinued, multiresistant staphylococci have emerged as a major problem in some 
countries and Staphylococcus aureus has been implicated as the aetiological agent 
in toxic shock syndrome (tampon shock). This paper reviews the nature and ind­
dence of staphylococcal infection in neonates, the transmission and prevention of 
spread and the treatment of sepsis. 

COLONISATION 

The fetus in utero is sterile, but the skin and mucosa! surfaces of the new­
born rapidly become colonised. Serial cultures show that babies are colonised with 
Staphylococcus epidermidis within a few days of birth and some babies acquire 
S. aureus in the neonatal period. The flora is derived in part from the mother, both
during delivery and postanatal but also from medical and nursing staff and on 
occasions other mothers and babies.

Many staff members are carriers of S. aureus at some time, but phage typing 
of all isolates would suggest that only a few are responsible for infections in babies 
under their care. Staphyl

.
ococci are relatively resistant to dessication and in theory 

have the potential for airborne spread. How important is spread by this route 
from staff carriers and other patients? A number of studies in the early sixties 
would suggest that airborne spread is much less important than manual trans­
mission. 

Mortimer et al. (1962) carried out studies in which spread, from a baby co­
Ionised with a known phage type of S. aureus to other babies was monitored. In 
these the colonised baby was handled by nurses when they started duty, prior to 
handling other babies. Rates of colonisation were 76% in babies when there was 
no handwash and 30% when a 10 second disinfectant handwash was performed 
following the initial handling of the coloniser baby. In this study there was a 
control group of babies who were not handled by the nurses and whose exposure 
was only by the airborne route. Only 15% of the control babies became colo­
nised and colonisation was delayed. These figures suggest that in 80 % of colonised 
babies spread was by the manual route if handwashing was absent. 

Does this apply also to colonisation of babies by staff carriers? Wolinsky 
et al. (1960) carried out studies in a unit in which two nurses had been responsible 
for infection with two separate phage types of S. aureus. During the study 54% 
of the babies handled by one nurse became colonised by her strain of S. aureus 
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