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with clinically negative nodes who were treated by total mastectomy
alone, only 18% subsequently required an axillary dissection".
Thus many patients were spared an unnecessary dissection.

Immediate axillary dissection should be very selective. Axillary
metastases are predictive for survival in the first five years but not in
the long-term. 3

This protest that examination of the axillary nodes is inadequate
and may not detect small metastases is understandable. However,
fine-needle aspiration and core needle biopsy lessen this deficiency.
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SiR,&mdash;We strongly support the role of axillary clearance as part of
the staging and treatment of breast cancer. Our study of 287 general
surgeons, however, indicated that only 56% would undertake an
axillary clearance as part of the management of a 40-year-old
woman with a Tl/2 NO MO cancer of the breast.’
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Mattresses as reservoirs of epidemic
methicillin-resistant Staphylococcus aureus

SIR,-Hospital infections can be acquired from people (patients,
staff, and visitors) and from contaminated instruments and other
objects, including mattresses. We report an outbreak of
methicillin-resistant Staphylococcus aureus (MRSA) infection in
which mattresses and other environmental objects played an
important part.
A 33-bed postnatal ward of fifteen rooms (including nine single

ones) was affected. The duration of stay of patients ranged from 6
hours to 7 days. Babies stayed with their mothers all the time apart
from short periods when mothers needed rest, when the babies were
then taken to a nursery. Some babies were in a special-care baby
unit.
The outbreak started in November, 1989, and ended in October,

1990. 82 mothers and 28 babies were infected or colonised. Most
infections were detected several days after discharge from hospital.
Maternal infections involved episiotomy wounds or the perineum
(46), vaginal discharge (23), the urinary tract (9), abdominal wounds
(2), and breast abscesses (2). Most babies were only colonised but 8
had conjunctivitis. Not all general practitioners sent swabs from
babies whose mothers were infected, which may explain why fewer
babies seemed to be affected.

Antimicrobial susceptibility tests were done by breakpoint2
(’Adatabs’, Mast Laboratories) and disc3 methods. The organism
was resistant to methicillin (confirmed with 25 jlg strips incubated
at 30&deg;C), cefuroxime, cefotaxime, piperacillin, ceftazidime,
erythromycin, sulphamethoxazole, gentamicin, netilmicin, and
neomycin. It was sensitive to fusidic acid, trimethoprim,
nitrofurantoin, chloramphenicol, ciprofloxacin, tetracycline,
vancomycin, and teicoplanin. The last three drugs were tested by
the disc method. All isolates were sent to the division of hospital
infection, Central Public Health Laboratory, London, for phage
typing. They were lysed by phages of the international set 75, 83A,
84, and by one supplementary phage 618. They were reported as
resembling EMRSA-3.
As soon as it was realised that there was an outbreak, all staff

working in the unit were screened for the organism; none was a
carrier. Most members of staff were screened several times. Strict
control measures of handwashing and isolation of infected or

colonised patients were observed but the infections continued
unabated, reaching a peak of 18 cases in June, 1990, and 19 in July.
Most of the affected patients had been in two adjacent rooms with

four beds in each. Extensive searches for the organism on furniture
and environment in and near the two rooms were done. Moistened
swabs were rubbed on the surface of objects and put straight into
7-5% salt broth which was subcultured on to solid media after

overnight incubation. EMRSA-3 was isolated from bed curtains,
nappy bins, curtain rails, chairs (with torn covers), baths, bidet taps,
urine jugs, and foam mattresses (whose covers were old and
permeable to water).

In April, part of the ward, including the two rooms, was closed for
thorough cleaning. Old chairs and mattresses were incinerated. The
bathrooms were cleaned and refurbished. Swabs collected after

cleaning did not grow MRSA. Other parts of the ward were similarly
treated. Unfortunately, beds with old mattresses were inadvertently
moved from the "dirty" part of the ward to areas that had been
cleaned, so that the outbreak lasted longer than it should have.
The old mattresses were torn or permeable to water and the foam

inside was soggy. Guidelines on the purchase, cleaning,
disinfection, and maintenance of mattresses and covers were issued.
The salient features are: (a) covers should not be permeable to
water; (b) they should be washable with water and detergent or
disinfectants and should have a side zip-fastener so that they can be
replaced if necessary and to permit inspection of the mattress foam;
and (c) mattresses and covers should be inspected between patients
so that if a cover is visibly soiled or stained the integrity of its fabric
and the state of the foam inside can be checked; (d) mattress and
cover should be condemned if the foam is found to be soiled,
stained, or damp. Similar guidelines on pillowcases were issued.
When all the mattresses and covers that were not up to standard

had been replaced (the last one was replaced on Oct 10, 1990), the
outbreak came to an end. The specimens from the last 2 cases with
MRSA were collected on Oct 23.

Hospitals should have guidelines on mattresses if similar
outbreaks are to be prevented.
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Mifepristone for induction of labour
SIR,-Induction of labour at term may be required for medical

reasons such as post-maturity or pre-eclampsia, and continuation of
the pregnancy has a time-related risk for both fetus and mother. We

investigated the effects of mifepristone (RU 486) in such women
who had an unfavourable cervix. The efficacy of mifepristone in
dilating the cervix has been shown in first trimester abortion1 and in
pregnancy termination during the second and third trimesters.2.3
No toxicity has been reported to either mother or fetus.4 62 women
were studied in a randomised double-blind protocol, approved by
an ethics committee, with terms ranging from 37-5 to 42 weeks. All
subjects had both a medical indication for pregnancy termination
and an unfavourable cervix for induction of labour (Bishop 4).
Each woman gave informed consent to receive either mifepristone
200 mg/day or placebo for two days. Induction of labour was
planned for day 4. Exclusion criteria were breech presentation,
endocrine disease, and hepatic or renal failure. Previous caesarean
section was not a contraindication. 31 individuals received

mifepristone and 31 received placebo. Both groups were similar in
age, gestational age, parity, and Bishop scores. No side-effect were
reported. In the mifepristone group, 18 women underwent

spontaneous labour compared with 7 in the placebo group
(p < 0-05). Mean (SD) time between the first day of treatment and
the start of labour was significantly shorter in the treatment group
(49 [26] vs 68-5 h [29]; p < 0-05). For women undergoing vaginal


