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caused by antibiotic-resistant strains, while in the outside 
community, MRSA has become the most frequent skin/soft 
tissue infection seen in the emergency room.

Europeans ‘Search & Destroy’ for MRSA
In the Netherlands, hospital-acquired MRSA represents 

only 1% of nosocomial staph infections. What do they know that 
we don’t know? They know the same things, but they are doing 
something vastly different than the average U.S. hospital, a pro-
cess called “Search and Destroy” (S&D). According to Kluyt-
mans, writing in the June 26 European Hospital online: “Clonal 
dissemination is the mechanism for the spread of MRSA, there-
fore control of MRSA largely depends on the prevention of 
transmission from known carriers. . . . An active policy to find 
carriers of MRSA and prevent further transmission from these 
carriers is the core measure for the control [of] MRSA.”

Since the early 1980s, when MRSA first appeared in 
Dutch hospitals, the Dutch have used the S&D strategy to suc-
cessfully keep MRSA from becoming endemic in their hospi-
tals. They use a four-pronged approach: (1) discover MRSA 
carriers, (2) isolate MRSA carriers, (3) eradicate MRSA in 
carriers with appropriate treatment, and (4) zero tolerance.

The screening of high-risk patients and patients from for-
eign hospitals is a standard requirement on admission to Dutch 
hospitals. If MRSA is found, the patient is isolated (with con-
tact precautions) and treated with effective antibiotics until 
clear of MRSA. Furthermore, all contacts of the carrier are 
tracked down and screened. Health-care workers who are 
MRSA-colonized after exposure are kept from public hospital 
duties until cleared of the infection. Note that the S&D ap-
proach does not primarily rely on infection control proce-
dures, and does not eradicate antibiotic-sensitive staph from 

LaRouche: How To Deal
With a Health Emergency
At an Oct. 6, 2004, webcast in Washington, D.C., Lyndon 
 LaRouche was asked, by a group of students, from the Uni-
versity of Maryland Medical School in Baltimore, for his 
comments on the threat of a flu epidemic in the United States 
following the cancellation, by the British-based Chiron Cor-
poration, of supplies of 48 million flu shots for the 2004 sea-
son. “Can this be considered a problem of health care, or is 
it a problem of infrastructure?” they asked. What should be 
done about it? Here is his response. (This exchange origi-
nally appeared in the Oct. 22, 2004 EIR.)

The question is twofold. First of all, what should you 
do? And secondly, how effective can you be?

What you should do, you’re going to have to do anyway. 
This constitutes the basis for defining an international health 
emergency. This means that we have to have a crash program 
approach to deal with this problem. This also means a re-
structuring of the implementation of our health-care policy.

What are our problems? First of all, we don’t have hos-
pitals. Why don’t we have them? Because we destroyed 
them. Take the D.C. General Hospital, for example. It was 
destroyed.1 The best resource for the defense of the citizens 
of this area against infectious disease and other problems, 
was destroyed—in a swindle, a financial swindle. A rip-off, 
which my “friends” at the Washington Post had something 

1. The 200-year-old institution, the only public hospital in Washington, 
was shut down in May 2001, despite a broad-based citizens mobilization, 
led by the LaRouche movement.

to do with. And if somebody dies in your family, you should 
get them to pay for it. Because that’s what happened.

We have gone away from a policy of having reserves. 
We used to have all kinds of reserves, medical reserves. It 
was something which we insisted upon, from the experi-
ence of World War II, for example. We learned a lot of les-
sons from World War II about this kind of problem.

We destroyed it! So, therefore, we have to say, “First of 
all, this was a mistake. To put the human race at risk in this 
way, was a mistake! We have to adopt a policy of correct-
ing that mistake, by reversing the policies which led to that 
mistake.”

Now, that means, on another level, you treat it like a 
military emergency. You have all the relevant institutions 
tasked to come up with an approach to this and, whatever it 
takes, do the job. Whatever it takes. I don’t know what the 
full resources are; but obviously, it has to be treated as an 
emergency, and we can not accept, in order to balance the 
budget, etc., etc.: “We have a problem, it’s going to take 
more time.” It’s not acceptable. Whatever we have to do, is 
what is acceptable. And if we can’t do it, at least let’s kill 
ourselves, in a sense, trying to do what should be done. And 
let’s minimize the damage, if we can’t absolutely prevent it. 
But we have to be considerate. We have to take it on.

Look what we’ve destroyed, look what we’ve done! 
Look what we’ve done since 1973, since the HMO law was 
put in. We have destroyed essential parts of the medical de-
fense system of the United States. And we’re killing people 
by that! What we’re doing with the HMO policy; the way 
they regulate physicians. A physician can’t spend too much 
time talking to a patient. How else is a physician going to 
practice preventive health care, if he can’t talk to a patient in 
order to diagnose what the patient’s problems may be, as 
opposed to what a specific, authorized-category disease is?




