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Methicillin-resistant Staphylococcus aureus is increasingly responsible for staphylococcal outbreaks in prison.
There is limited information on the source of the outbreak strains, risk factors for infection, and transmission
of these strains within a prison. We conducted a survey to determine the prevalence of nasal colonization
with S. aureus in 2 New York State prisons. S. aureus isolates from clinical cultures collected from all New
York State prisons during a 6-month period were compared with the colonizing strains. Analyses were con-
ducted to determine whether prison-level characteristics were associated with colonization or infection with
S. aureus. The colonization rate was 25.5% (124/487); 10.5% of the isolates were methicillin resistant, all were
staphylococcal chromosomal cassette (SCC)mec type IV, and 61.5% were Panton Valentine leukocidin (PVL)
positive. Surprisingly, 21.6% of the methicillin-susceptible isolates were also PVL positive. Of the clinical
isolates, 48.3% were methicillin resistant, with 93.1% of the latter being SCCmec type IV and 48.3% being
PVL positive. The predominant clone was USA 300. Prison-level risk factors for infection included the pro-
portion of inmates with drug offenses, the length of inmate stay, and the jail from which inmates originated.
This study suggests that both new and long-term inmates act as sources of S. aureus strains, with the more

virulent of the latter preferentially being selected as pathogens.

The epidemiology of Staphylococcus aureus infections
is evolving [1]. Traditionally associated with infections
in the health-care setting, antibiotic-resistant S. aureus
infections increasingly occur in the community [2, 3].
These community-based infections, especially those due
to methicillin-resistant S. aureus (MRSA), have oc-
curred in such diverse groups as children, Native Amer-
icans, members of athletic teams, military recruits, and
prison inmates [2—6]. Investigations of the circum-
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stances leading to these infections have primarily fo-
cused on outbreaks, and, as a result, there is limited
information on the prevalence of staphylococcal col-
onization and infection among high-risk groups in a
nonoutbreak setting. One such high-risk group is
prison inmates. Even though numerous staphylococcal
outbreaks have been identified in both jails and prisons
throughout the United States, there is a paucity of data
on the endemic prevalence and transmission dynamics
of CA-MRSA among incarcerated populations [7-9].
In particular, there are questions about whether S. au-
reus colonization serves as a prelude to infection, as it
does in the health-care setting. In the present study, we
collected colonization isolates from 2 prisons and com-
pared the molecular and epidemiological characteristics
with those of isolates associated with clinical infections
from all New York State (NYS) prisons.

METHODS

Collection of anterior nasal-swab cultures to detect

carriage of S. aureus. A surveillance study of S. aureus
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nasal carriage was conducted at 2 NYS maximum-security pris-
ons: Bedford Hills and Sing Sing. Bedford Hills houses 792
female prisoners, and Sing Sing houses up to 1741 male pris-
oners. During several prison visits between October 2005 and
April 2006, a convenience sample of nasal-swab cultures for
determination of S. aureus colonization was collected. Inmates
were provided with an informational handout describing the
study and were asked whether they were willing to participate.
Samples were collected anonymously in the cell blocks, at the
infirmary, and in interview rooms. The anterior nares of each
inmate were sampled with a cotton-tipped swab (Becton Dick-
inson Culturette Systems). The study was reviewed and ap-
proved by the Columbia University Institutional Review Board
and the NYS Department of Correctional Services.

Retrieval of clinical S. aureus isolates. Clinical cultures
from all NYS prisons were sent to a central commercial mi-
crobiology laboratory (Medilabs, Elmwood Park, NJ). Between
January and June of 2006, this laboratory sent to our laboratory
all cultures positive for S. aureus. Cultures were provided with-
out subject identifiers but with a specimen number, the body
site from which the culture had been collected (in most
instances), and the name of the prison. All duplicate samples
from the same inmate (information provided by Medilabs) and
all samples that failed to yield S. aureus when recultured in the
laboratory were eliminated, leaving 60 clinical samples for
analysis.

Microbiologic evaluation of the samples. After incubation
in Todd Hewitt broth for 3 h at 37°C, an aliquot from the
broth containing bacteria from the nasal-swab cultures was
plated onto mannitol salt agar for 48 h at 37°C; the nasal-swab
cultures were incubated in broth in order to enhance retrieval
of S. aureus. In addition, an aliquot of this sample, reflective
of the original swab culture, was frozen, at —80°C, for future
use if necessary. Positive colonies identified on the mannitol
salt agar were then confirmed as S. aureus by use of Staphaurex
(Remel). All clinical and colonization cultures positive for S.
aureus were further characterized by staphylococcal chromo-
somal cassette (SCC)mec typing [10, 11] and antibiotic-sus-
ceptibility testing performed by the Kirby-Bauer method [12].
Screening for the presence of Panton Valentine leukocidin
(PVL) was performed as described elsewhere [13].

All S. aureus isolates were further characterized by pulsed-
field gel electrophoresis (PFGE) using Smal digestion, as de-
scribed elsewhere [14]. PFGE profiles were entered into the
Bionumerics archival database (version 4; Applied Maths), and
the strains were then compared by use of a dendrogram. Closely
related strains were defined as showing dendrogram-based sim-
ilarity that was =70% [15].

Data analysis. Demographic data from the NYS Depart-
ment of Correctional Services were obtained for 26 NYS prisons

that provided clinical (n = 60) or surveillance isolates (n =
487). Results were presented separately for the clinical isolates
and the surveillance isolates, because the latter were obtained
only at Bedford Hills and Sing Sing.

Prisons were categorized by security level (maximum or me-
dium). Demographic data for each prison were available at 12
different time points during 12 months that covered the period
in which the clinical or surveillance isolates were obtained (2005
calendar year). For each prison, information on inmates’ age,
race, and drug offenses; the proportion of inmates coming from
New York City (Kings, New York County [Manhattan], Queens,
Richmond, and Bronx) jails and from NYS jails; and length of
inmate stay was averaged over the 12-month period for each
prison and then was averaged across prisons, by security level
(medium or maximum), as described below.

To summarize the average demographic information across
prisons, several steps were taken to analyze the data. For each
prison, inmate age was available, in 12 categories ranging from
16 to 65 years. Inmates in the >65-years-old category were
excluded because there was no information on that age range.
Weighted median age was calculated at each time point by
weighting the median of each category by the number of in-
mates in the category, summing these values over all categories,
and then dividing by the total number of inmates in those
categories. Data on length of inmate stay also were available,
in 10 categories ranging from 0 to >72 months; a length of
stay >72 months was coded as 72 months. To determine the
proportion of inmates coming from NYC jails versus all other
NYS jails, the frequency of inmates from Kings, New York
County, Queens, Richmond, and Bronx counties were summed
and divided by the total number of inmates in the correspond-
ing prison. To provide the most representative demographic
characteristics of the inmates from whom we obtained isolates
during the study period, we took advantage of prison demo-
graphic data that were presented almost monthly (in some cases
bimonthly) during the 12-month period. The average demo-
graphic characteristics were calculated by averaging the pro-
portion of inmates with specific characteristics during each of
the available 12 time points during the 12-month period. Next,
the prison-level demographic averages were averaged over all
prisons, by security level (maximum or medium).

To assess potential demographic risk factors associated with
the isolation of MRSA in clinical cultures, the prison-level de-
mographic characteristics were collapsed over a 3-month period
before the S. aureus clinical isolates were obtained. These anal-
yses did not include surveillance isolates or clinical isolates from
either Bedford Hills or Sing Sing, because the variability in the
time frame during which surveillance was conducted was in-
sufficient to allow assessment of demographic predictors.

To compare the average demographic data for medium-se-
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Table 1. Average demographic characteristics of inmates in
New York State prisons.

Prison security level

Category® Maximum  Medium
Staphylococcus aureus isolates, no.” 23 24
Prisons, no.

Total 9 17
Women's 1 1
Average length of inmate stay, months 24.5 14.5

Average weighted age of inmates,
median, years® 35.8 33.9

Average proportion of inmates, %
From New York City jails 60.7 57.1
White 18.9 22.8
Black 51.8 48.1
Hispanic 271 27.0
Other race/ethnicity 2.3 2.4
Average total of inmates, no. 1071 1205

® Except for age (see footnote c), the averages of the demographic char-
acteristics were calculated by averaging the proportion of inmates in each
prison who had each of the specific characteristics during each of the available
time points during the 12-month period. The prison-level demographic aver
ages were then averaged over all prisons in each of the security-level cate-
gories (i.e., maximum and medium).

® Information on prison location was unavailable for 3 of the available
isolates.

¢ Average weighted median age was computed on the basis of categorical
data; the median of each of the age group was multiplied by the number of
inmates in that category, and the results was summed and divided by the
number of inmates in all age groups. These weighted medians were averaged
over 12 time points.

curity versus those for maximum-security prisons, Student’s ¢
tests for differences in means were used to generate P values
for differences in average characteristics. To assess molecular
differences (i.e., MRSA, PVL, and clonal group [USA 300 vs.
other]) between clinical and colonization isolates, x> or Fisher’s
exact test was used.

We conducted linear regression analyses by prison-security
level to assess whether prison-level characteristics were asso-
ciated with S. aureus outcomes among prisons (except Bedford
Hills and Sing Sing) providing clinical isolates. Two separate
outcomes were examined: (1) the proportion of SCCmec-pos-
itive isolates (total no. of SCCmec-positive isolates/total no. of
S. aureus clinical isolates) and (2) the proportion of PVL (no.
of PVL-positive isolates/total no. of S. aureus clinical isolates).
Predictor variables included average weighted median inmate
age, proportion of inmates in racial categories, average length
of inmate stay, proportion of inmates emanating from NYC
jails, and proportion of inmates with drug offenses. Results are
presented as linear regression slope estimates (3) and SE; sur-
veillance isolates from Bedford Hills and Sing Sing were not
analyzed by linear regression analyses, because there was very
little variability in the sampling period.

RESULTS

A total of 487 nasal swabs (236 from Bedford Hills and 251
from Sing Sing) were obtained for surveillance. During the same
period, 60 unique isolates of S. aureus from clinical cultures
from 26 NYS prisons were provided. The clinical isolates were
collected from the following sites: skin/soft tissue, 41; blood,
5; urine, 2; unknown, 12. Demographic characteristics of in-
mates in the maximum and medium-security NYS prisons who
provided clinical-infection isolates are shown in table 1. During
the 12-month period, the average proportion of inmates who
were from NYC jails was similar in the maximum- and me-
dium-security prisons (60.7% and 57.1%, respectively [P =
.54]). The average proportion of white versus black and His-
panic inmates in maximum-security prisons was lower than
that in medium-security prisons, but this difference was not
significant (P = .24). Demographic characteristics of the 2 pris-
ons (Bedford Hills and Sing Sing) over the time period when
samples were collected for surveillance cultures are shown in
table 2. The average proportion of inmates at Sing Sing who
were from NYC jails was higher than that at Bedford Hills
(72.2% and 47.7%, respectively [P<.0001]). The proportion
of inmates who were drug offenders was higher at Bedford Hills
than at Sing Sing (P <.0001).

The overall S. aureus nasal colonization rates for the 2 sur-

Table 2. Average demographic characteristics of inmates in
Bedford Hills and Sing Sing (maximum-security prisons).

Prison
Bedford Hills  Sing Sing
Category® (n = 236) (n = 251)
Sex Female Male
Average length of inmate stay, months 36.5 25.7
Average weighted age of inmates,
median, yearsb 34.9 35.4
Average proportion of inmates, %
From New York City jails 47.7 72.1
With drug offenses 20.9 11.4
White 28.9 12.1
Black 48.9 55.6
Hispanic 20.3 30.1
Other race/ethnicity 2.1 2.4
Average total of inmates, no. 807.1 17371

@ Except for age (see footnote b), the averages of the demographic char
acteristics were calculated by averaging the proportion of inmates in each
prison who had each of the specific characteristics during each of the available
time points during the 12-month period. The prison-level demographic aver
ages were then averaged over all prisons in each of the security-level cate-
gories (i.e., maximum and medium).

b Average weighted median age was computed on the basis of categorical
data; the median of each of the age group was multiplied by the number of
inmates in that category, and the results was summed and divided by the
number of inmates in all age groups. These weighted medians were averaged
over 12 time points.
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veillance site prisons were similar (Sing Sing, 27.5%; Bedford
Hills, 23.3%). The MRSA colonization rates at both facilities
were higher than those found in the general population [16,
17]. Interestingly, the rate in the women’s prison, Bedford Hills,
was ~7 times that in the men’s prison, Sing Sing (20.0% [11/
55] and 2.9% [2/69] [P = .0026, by Fisher’s exact test]). All
of the MRSA colonization isolates from both prisons were
SCCmec type IV (table 3).

The percentage of MRSA among the isolates from clinical
cultures was higher than that among isolates from colonization
cultures (48.3% and 10.5%, respectively [P<.0001]). Of the
MRSA isolates, 48.3% (14/29) were PVL positive. Surprisingly,
32.2% of the methicillin-susceptible S. aureus (MSSA) strains
were also PVL positive. PVL-positive MSSA and MRSA strains
were disproportionately represented among the clinical isolates:
overall, 25.8% (32/124) of the colonizing isolates were PVL
positive, whereas 40.0% (24/60) of the clinical isolates were
PVL positive (P = .0498) (table 3). Among the clinical isolates
from all NYS prisons, there were 4 from Bedford Hills and 1
from Sing Sing; 4 of these 5 were MRSA.

When 70% similarity was used as the cutoff value, 13 clusters
of closely related strains were identified in the total sample
(both clinical and colonization isolates) (figure 1; data for col-
onization isolates are not shown). Isolates from both coloni-
zation and clinical cultures were represented in 12 of these 13
clones. All but 5 of the clinical isolates were also present among
the surveillance strains. The predominant clone identified in
the colonization isolates was USA 300, which was present in
20 of 124 isolates; 14 (70%) of these 20 USA 300 strains were
methicillin susceptible. Only 4 of the USA 300 strains were PVL
positive (data not shown). USA 300 accounted for 48.3% (29/
60) of the clinical isolates. The second largest group was USA
400, with 18 isolates (9 colonization and 9 clinical isolates). A
total of 15 of these isolates were methicillin susceptible, and 2
were PVL positive.

When the statistical associations between prison-level char-
acteristics (inmates’ average weighted median age, proportion
of inmates in race categories, average length of inmate stay,

proportion of inmates emanating from NYC jails, and pro-
portion of inmates with drug offenses) and the proportion of
PVL- and MRSA-positive isolates were examined in terms of
prison-security level, both a higher average age and a higher
proportion of inmates from NYC jails who were in medium-
security prisons were associated with lower levels of PVL pres-
ence among clinical S. aureus isolates (age slope, —0.025 [SE,
0.012] [P = .046]; NYC-jails slope, —0.806 [SE, 0.346] [P =
.027]). In maximum-security prisons, a longer length of stay
was associated with an increased proportion of PVL presence
among S. aureus isolates from clinical infections (length-of-stay
slope, 0.011 [SE, 0.003] [P = .003]).

In medium-security prisons, older age and longer average
length of stay were significantly associated with a lower pro-
portion of MRSA infection (older-age slope, —0.037 [SE, 0.010
[P = .001]; length-of-stay slope, —0.010 [SE, 0.006] [P<
.130]). In both maximum- and medium-security prisons, a
higher proportion of inmates with drug offenses was associated
with a significantly higher proportion of MRSA-positive clinical
isolates (maximum security—prison MRSA slope, 3.774 [SE,
0.908] [P<.001]; medium security—prison MRSA slope, 1.559
[SE, 0.663] [P = .025]). Ethnicity was not a contributing factor

in either medium- or maximum-security prisons.

DISCUSSION

In the present study, we investigated S. aureus colonization and
clinical infection, during a defined time period, in NYS prisons.
Surveillance cultures were collected at 2 maximum-security
prisons, and culture data for the entire prison system were
collected during the same time period. There are a number of
interesting observations. The predominant strain, USA 300, was
identified in both the colonizing and infecting isolates. Inter-
estingly, these clones, whether methicillin susceptible or meth-
icillin resistant, were preferentially selected as pathogens, ac-
counting for a far higher proportion of the clinical infections
than did the other colonizing isolates. This result suggests that

Table 3. Characterization of Staphylococcus aureus nasal colonization and clinical isolates from inmates

in New York State prisons.

Nasal colonization, % (proportion) . _Un!que .
clinical-infection
Sing Sing Bedford Hills isolates,
Category® (men's prison)  (women's prison) Total % (proportion)
S. aureus positive 27.5 (69/251) 23.3 (55/236) 25.5 (124/487) 100 (60)
MRSA positive/total S. aureus positive 2.9 (2/69) 20 (11/55) 10.5 (13/124) 48.3 (29/60)
SCCmec type IV/MRSA positive 100 (2/2) 100 (11/11) 100 (13/13) 93.1 (27/29)
PVL-positive MSSA/total MSSA 0 (0/67) 54.5 (24/44) 21.6 (24/111) 32.2 (10/31)
PVL-positive MRSA/total MRSA 0 (0/2) 72.7 (8/11) 61.5 (8/13) 48.3 (14/29)

# MRSA, methicillin-resistant S. aureus; MSSA, methicillin-sensitive S. aureus; PVL, Panton Valentine leukocidin; SCC, staphy-

lococcal chromosomal cassette.
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Figure 1.

Prison SCCmec PVL +/-
[ ] (1) L South Port v Negative
j i ' I l' South Port MSSA Negative
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o IR TR Mt McGregor v Negative
Shawangunk v Positive
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P 1) Fishkill MSSA Negative
" ‘1 N ) Elmira MSSA Negative
] M i Gowanda v Negative
. z" . 8 W Gowanda v Positive
] (NI ] i Downstate v Negative
d 1M1 L Franklin v Negative
Ref-USA300
] ] Bedford v Positive
i Mt McGregor v Positive
1 | Wyoming v Positive
: Shawangunk MSSA Negative
. Green Haven v Positive
QOrleans v Positive
l l Sing Sing v Positive
[} [ ] Ulster v Negative
Bedford v Negative
Franklin v Negative
Green Haven v Positive
Wyoming v Negative
Washington v Negative
Woodbourne v Positive
Elmira MSSA Positive
Gowanda MSSA Positive
Shawangunk MSSA Positive
Green Haven I Negative
Orleans MSSA Positive
Downstate v Negative
Wyoming MSSA Negative
Unknown MSSA Positive
Unknown v Positive
Albion v Positive
Attica MSSA Positive
Eastern MSSA Positive
Collins MSSA Negative
Upstate v Negative
Bedford v Positive
Albion MSSA Positive
Woodbourne MSSA Negative
Woodbourne MSSA Negative
Shawangunk MSSA Negative
Fishkill MSSA Negative
Woodbourne MSSA Positive
Bedford MSSA Negative
Woodbourne v Negative
Walsh I Negative
Unknown MSSA Negative
Bare Hill MSSA Negative
Attica MSSA Negative
Eastern MSSA Negative
Elmira MSSA Negative
Washington MSSA Positive

Clinical Staphylococcus aureus isolates collected from inmates in New York State prisons during a 6-month period (January—June 2006).

The dendrogram of pulsed-field gel electrophoresis (PFGE) profiles depicts the degree of relatedness of the strains. The first, second, and third columns
to the right of the gels indicate, respectively, the prison site where the isolate was collected, the staphylococcal chromosomal cassette (SCC)mec
type (when the strain is methicillin-resistant S. aureus positive), and the presence or absence of the Panton Valentine leukocidin (PVL) gene. Representative
PFGE profiles for USA 300 and USA 400 are included for comparison. MSSA, methicillin-susceptible S. aureus.

these strains are more effective as pathogens than are the other

colonizing strains.

PVL-positive strains accounted for a high proportion of the
clinical isolates. PVL has been identified as an epidemiologic

marker for, if not virulence determinant of, invasive strains of
CA-MRSA [18, 19]. Whether PVL is the virulence determinant
or a marker for other determinants remains uncertain; there
is relatively limited information on carriage versus infection
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with PVL-positive strains. The present study provides addi-
tional evidence of the ability of these unique CA-MRSA strains
to cause invasive disease.

The role that PVL-positive MSSA strains play as community
pathogens is also gaining increased attention. In their survey
of cutaneous infections treated in emergency departments
throughout the United States, Moran et al. [20] reported that
31% of MSSA isolates causing infections were USA 300 and
that 42% were PVL positive. MSSA PVL-positive isolates were
recently responsible for an outbreak of infections at a Rockland
County jail [21]. This outbreak is noteworthy because inmates
from this jail are transferred to NYS prisons; inmate transfers
may therefore be responsible for the introduction of these
strains into the prison system.

The vast majority of clinical infections were caused by the
same strains of S. aureus that were colonizing inmates in the
present study. Carriage of CA-MRSA has been implicated as a
risk factor in several of the diverse settings in which outbreaks
have occurred, including among military recruits, a group with
risks for infection that are similar to those for prison inmates
[5]; Ellis et al. [5] found that 38% of military recruits colonized
with CA-MRSA developed infections (all were PVL positive),
versus only 3% of those colonized with methicillin-susceptible
isolates. The role of antecedent nasal colonization as a prelude
to clinical infection is less clear in CA infections than in health
care—associated infections [4, 5, 22, 23]. This may be due in
part to the ability of these strains to colonize other unsampled
tissue sites (e.g., vagina, rectum, or skin) [24]; and such sites
may play a more important role in community-based infections
than in health care-associated infections.

Outbreaks of CA-MRSA infections in prisons have been in-
creasingly reported. Most notable among these have been the
large-scale outbreaks reported by Texas prisons, Los Angeles
county jails, a Mississippi prison, and the Georgia prison system
[6, 25, 26]. The risk factors identified in these outbreaks have
reflected the conditions found in other CA-MRSA-outbreak
settings and include close contact, compromised skin integrity,
and limited access to adequate hygiene.

MRSA-outbreak investigations and cross-sectional studies of
inmates in correctional facilities have identified some significant
demographic risk factors, including comorbidities, female sex
(for staphylococcal colonization), and longer incarceration. The
much higher MRSA colonization rates among the female in-
mates at Bedford Hills than among the male inmates at Sing
Sing may have to do with several factors: (1) the greater pro-
portion of women than men with drug-related offenses; (2)
differences in referral patterns from NYS jails; and (3) perhaps
differences in the nature of physical contact within the prisons.
Our earlier review of the literature regarding MRSA in prison
populations concluded that there is a need to identify risk
factors for MRSA in the prison setting and to better understand

the characteristics that influence acquisition and transmission
in this setting [27].

There are no studies of which we are aware that have iden-
tified a higher proportion of drug offenders as being a risk
factor for MRSA infection at the prison level. Data from the
US Department of Justice show that drug use is prevalent prior
to incarceration and is often concomitant with the timing of
the criminal offense: in 1997, 56.1% of men and 62.4% of
women reported drug use during the month prior to the of-
fense, and 32% of men and 40% of women reported drug use
at the time of the offense [28]; and, in 2001, a third of released
state-prison inmates had been convicted of a drug-related of-
fense [29]. Our finding of a much higher rate of colonization
among female inmates than among male inmates is consistent
with the results of previous surveys and warrants further eval-
uation. It is of interest that the women’s prison also had a
higher proportion of inmates with drug-related offenses, which
could explain some of the increased risk of colonization. For
the clinical isolates, a higher average proportion of inmates
with drug-use offenses in prison was strongly associated, in
both medium- and maximum-security prisons, with a higher
prevalence of clinical isolates that were MRSA positive. Taken
together, these findings suggest that drug use—or the behavioral
and/or epidemiological patterns associated with drug use—plays
an important role as a potential risk factor among inmates.

In maximum-security prisons, a longer length of inmate stay
was associated with an increased proportion of PVL-positive
isolates; in medium-security prisons, by contrast, length of in-
mate stay was negatively associated with MRSA infection. One
earlier study had identified longer length of inmate stay as a
risk factor for MRSA colonization during outbreaks [8]. It is
not clear why the present study found, in medium-security
prisons, a converse relationship between length of inmate stay
and MRSA infection. In medium-security prisons, younger age
was associated with an increase in PVL-positive isolates and in
MRSA clinical isolates. It is possible that younger inmates are
more susceptible, given that they are newer to the environment,
or that they may have more risk factors, such as recent drug
use; issues such as larger social networks or different forms of
interpersonal contact might also contribute to this finding.

The data of the present study would appear to support 2
hypotheses. The first hypothesis is that inmates enter prison
facilities with risk factors that increase the likelihood of colo-
nization and/or infection; antecedent drug use and the potential
risks of strain transmission [30], as well as incarceration in
particular NYS jails, may contribute to this hypothesis. The
second hypothesis is that prolonged incarceration in maxi-
mum-security prisons also increases inmates’ risk of infection,
perhaps because of increased likelihood of close contact with
inmates with S. aureus infection, especially in light of the prev-
alence of selected strains in the prison system.
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The present study had a number of limitations. The com-
parison between colonizing isolates and isolates associated with
clinical infection was limited because only 2 prisons were in-
cluded in the study of colonization whereas the clinical isolates
were obtained from all NYS prisons. It is of interest, though,
that the majority of clinical isolates were represented among
the colonization strains. From these data, it is difficult to draw
any conclusions regarding the likelihood or risk of clinical in-
fection. The proportion of MRSA among clinical isolates may
have been associated with interprison differences in the practice
of obtaining clinical cultures, which would clearly affect the
relative numbers of isolates obtained from the different prisons.
Nevertheless, the clinical isolates provided some insight into
the nature of the S. aureus isolates associated with clinical in-
fections in the NYS prison system.

Our coding of drug offenses may not have been mutually
exclusive, because inmates may have had more than 1 drug
offense listed; however, multiple offense classifications would
most likely lead to an underestimation of the effects that drug
offense has on infection levels. Our data were analyzed at the
prison level, and, therefore, it is not possible to infer that
prison-level risk factors identified in the present study are also
significant risk factors at the individual-inmate level. Last, only
approximately half of the inmates approached were willing to
volunteer to provide a nasal-swab specimen.

In summary, the present study illustrates both the value of
surveillance cultures in determining the prevalence of poten-
tially invasive strains of CA-MRSA in high-risk settings and the
ability of these strains to predominate as pathogens. It also
demonstrates the potential contribution that antecedent risk
factors and incarceration make to the likelihood of infection.
Further research is necessary to identify both individual and
contextual risk factors for S. aureus infection among prison
populations.

Acknowledgments

We thank Brian Fischer (Superintendent of Sing Sing), Elizabeth Wil-
liams (Deputy Superintendent for Health), and Ada Perez (Superintendent
of Bedford Hills), whose assistance made this study possible.

References

1. Chambers HE The changing epidemiology of Staphylococcus aureus?
Emerg Infect Dis 2001;7:178-82.

2. Herold BC, Immergluck LC, Maranan MC, et al. Community-acquired
methicillin-resistant Staphylococcus aureus in children with no iden-
tified predisposing risk. JAMA 1998;279:593-8.

3. Naimi TS, LeDell KH, Boxrud DJ, et al. Epidemiology and clonality
of community-acquired methicillin-resistant Staphylococcus aureus in
Minnesota, 1996-1998. Clin Infect Dis 2001;33:990—-6.

4. Kazakova SV, Hageman JC, Matava M, et al. A clone of methicillin-
resistant Staphylococcus aureus among professional football players. N
Engl ] Med 2005;352:468-75.

5. Ellis MW, Hospenthal DR, Dooley DP, Gray PJ, Murray CK. Natural

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

history of community-acquired methicillin-resistant Staphylococcus au-
reus colonization and infection in soldiers. Clin Infect Dis 2004; 39:
971-9.

. Pan ES, Diep BA, Carleton HA, et al. Increasing prevalence of meth-

icillin-resistant Staphylococcus aureus infection in California jails. Clin
Infect Dis 2003;37:1384-8.

. Wootton SH, Arnold K, Hill HA, et al. Intervention to reduce the

incidence of methicillin-resistant Staphylococcus aureus skin infections
in a correctional facility in Georgia. Infect Control Hosp Epidemiol
2004;25:402-7.

. MMWR. Methicillin-resistant Staphylococcus aureus skin or soft tissue

infections in a state prison—Mississippi, 2000. MMWR Morb Mortal
WKkly Rep 2001;50:919-22.

. From the Centers for Disease Control and Prevention. Public health

dispatch: outbreaks of community-associated methicillin-resistant
Staphylococcus aureus skin infections—Los Angeles County, California,
2002-2003. JAMA 2003;289:1377.

Oliveira DC, de Lencastre H. Multiplex PCR strategy for rapid iden-
tification of structural types and variants of the mec element in meth-
icillin-resistant Staphylococcus aureus. Antimicrob Agents Chemother
2002;46:2155-61.

Okuma K, Iwakawa K, Turnidge JD, et al. Dissemination of new meth-
icillin-resistant Staphylococcus aureus clones in the community. J Clin
Microbiol 2002;40:4289-94.

National Committee for Clinical Laboratory Standards. Performance
standards for antimicrobial disk susceptibility tests. 6 ed. Wayne, PA:
National Committee for Clinical Laboratory Standards, 1997.
Kaneko ], Muramoto K, Kamio Y. Gene of LukF-PV-like component
of Panton-Valentine leukocidin in Staphylococcus aureus P83 is linked
with lukM. Biosci Biotechnol Biochem 1997;61:541-4.

Cespedes C, Said-Salim B, Miller M, et al. The clonality of Staphylo-
coccus aureus nasal carriage. J Infect Dis 2005; 191:444-52.

Cespedes C, Miller M, Quagliarello B, Vavagiakis P, Klein RS, Lowy
FD. Differences between Staphylococcus aureus isolates from medical
and nonmedical hospital personnel. ] Clin Microbiol 2002;40:2594-7.
Graham PL III, Lin SX, Larson EL. A U.S. population-based survey of
Staphylococcus aureus colonization. Ann Intern Med 2006; 144:318-25.
Kuehnert MJ, Kruszon-Moran D, Hill HA, et al. Prevalence of Staph-
ylococcus aureus nasal colonization in the United States, 2001-2002. |
Infect Dis 2006; 193:172-9.

Lina G, Piemont Y, Godail-Gamot F, et al. Involvement of Panton-
Valentine leukocidin—producing Staphylococcus aureus in primary skin
infections and pneumonia. Clin Infect Dis 1999;29:1128-32.

Voyich JM, Otto M, Mathema B, et al. Is Panton-Valentine leukocidin
the major virulence determinant in community-associated methicillin-
resistant Staphylococcus aureus disease? J Infect Dis 2006; 194:1761-70.
Moran GJ, Krishnadasan A, Gorwitz RJ, et al. Methicillin-resistant S.
aureus infections among patients in the emergency department. N Engl
J Med 2006; 355:666—74.

Alleyne EO, Dumas N, Kohlerschmidt D, et al. Methicillin-susceptible
Staphylococcus aureus and Panton-Valentine leukocidin: the underes-
timated dynamic duo [abstract C-223]. In: Program and abstracts of
the 106th meeting of the American Society for Microbiology (Orlando,
FL). Washington, DC: American Society for Microbiology, 2006.
Adcock PM, Pastor P, Medley F, Patterson JE, Murphy TV. Methicillin-
resistant Staphylococcus aureus in two child care centers. ] Infect Dis
1998;178:577-80.

Moellering RC Jr. The growing menace of community-acquired meth-
icillin-resistant Staphylococcus aureus. Ann Intern Med 2006; 144:
368-70.

Cook HA, Furuya EY, Larson E, Vasquez G, Lowy FD. Heterosexual
transmission of community-associated methicillin-resistant Staphylo-
coccus aureus. Clin Infect Dis 2007;44:410-3.

From the Centers for Disease Control and Prevention. Methicillin-
resistant Staphylococcus aureus skin or soft tissue infections in a state
prison—Mississippi, 2000. JAMA 2002;287:181-2.

S. aureus Isolates from NY State Prisons ¢ JID 2007:196 (15 September) ¢ 917



26.

27.

28.

Methicillin-resistant Staphylococcus aureus infections in correctional
facilities—Georgia, California, and Texas, 2001-2003. MMWR Morb
Mortal Wkly Rep 2003; 52:992—6.

Aiello AE, Lowy FD, Wright LN, Larson EL. Meticillin-resistant Staph-
ylococcus aureus among US prisoners and military personnel: review
and recommendations for future studies. Lancet Infect Dis 2006; 6:
335-41.

Mumola CJ. US Department of Justice Office of Justice program: sub-
stance abuse and treatment, state and federal prisoners, 1997 (January

29.

30.

1999, NCJ 172871). Available at: http://www.ojp.usdoj.gov/bjs/pub/
ascii/satsfp97.txt. Accessed 22 August 2005.

Hughes T, Wilson DJ. Reentry trends in the United States: inmates
returning to the community after serving time in prison. Available at:
http://www.ojp.usdoj.gov/bjs/reentry/reentry.htm. Accessed 22 August
2005.

Quagliarello B, Cespedes C, Miller M, et al. Strains of Staphylococcus
aureus obtained from drug-use networks are closely linked. Clin Infect
Dis 2002;35:671-7.

918 « JID 2007:196 (15 September) * Lowy et al.



