ACKNOWLEDGMENTS

Potential conflicts of interest. The authors report no conflicts of interest

relevant to this article.

Mamoon A. Aldeyab, PhD;' James C. McElnay, PhD;'
Michael G. Scott, PhDj;’

Elizabeth Davies, MB, BCH, BAO, FRCPath;’

Collette Edwards, BSc;® Feras W, Darwish Elhajji, MSc;!
Geraldine Conlon, MSc;* Fidelma A. Magee, BSc;?

Paul J. Barr, PhD;!

Mary P. Kearney, MB, BCH, BAO, FRCPath*

Affiliations: 1. Clinical and Practice Research Group, School of Pharmacy,
Queen’s University Belfast, BT9 7BL Belfast, Northern Ireland, United King-
dom; 2. Northern Health and Social Care Trust, Ballymena BT43 6DA,
Northern Ireland, United Kingdom.

Address correspondence to Dr. Mamoon Aldeyab PhD, Clinical and Prac-
tice Research Group, School of Pharmacy, Queen’s University Belfast, BT9
7BL Belfast, Northern Ireland, United Kingdom (m.aldeyab@qub.ac.uk).
Infect Control Hosp Epidemiol 2011;32(6):631-633
© 2011 by The Society for Healthcare Epidemiology of America. All tights
reserved. 0899-823X/2011/3206-0019$15.00. DOIL: 10.1086/660203

REFERENCES

1. Thompson 1. Clostridium difficile-associated disease: update and
focus on non-antibiotic strategies. Age Ageing 2008;37:14-18,

2. McFarland LV. Update on the changing epidemiology of Clos-
tridium difficile-associated disease. Nat Clin Pract Gastroenterol
Hepatol 2008;5:40-48.

3. Kyne L, Warny M, Qamar A, Kelly CP. Asymptomatic carriage
of Clostridium difficile and serum levels of IgG antibody against
toxin A. N Engl ] Med 2000;342:390-397.

4. Leffler DA, Lamont JT. Treatment of Clostridium difficile—asso-
ciated disease. Gastroenterology 2009;136:1899-1912.

5. Gerding DN, Muto CA, Owens RC Jr. Treatment of Clostridium
difficile infection. Clin Infect Dis2008;46(suppl)1:532-542.

6. Halsey J. Current and future treatment modalities for Clostridium
difficile-associated disease. Am J Health Syst Pharm 2008;65:705—
715.

7. O’Horo J, Safdar N. The role of immunoglobulin for the treat-
ment of Clostridium difficile infection: a systematic review. Int J
Infect Dis 2009;13:663—667.

8. Aldeyab MA, Devine M]J, Flanagan P, et al. Multi-hospital out-
break of Clostridium difficile ribotype 027 infection: epidemiology
and analysis of control measures. Infect Control Hosp Epidemiol
2011;32(3):210-219.

9. Tobacman JK. Assessment of comorbidity: a review. Clin Perform
Qual Health Care 1994;2:23-32.

Prevalence and Type of Microorganisms
Isolated from House Staff’'s Mobile Phones
before and after Alcohol Cleaning

To the Editor—Mobile phones may pose a risk for the trans-
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mission of multidrug-resistant bacteria from healthcare work-
ers to patients, with evidence of phones as sources of contam-
ination with Staphylococcus aureus and several gram-negative
bacilli.'® We report findings of a pilot study to estimate the
prevalence and type of microorganisms isolated from the mo-
bile phones of house staff at a Thai hospital before and after
alcohol cleansing.

From August 1 to September 30, 2010, swab cultures were
obtained from the mobile phones of house staff at Thum-
masat University Hospital. After consent, the surface of the
phone’s keypad, mouthpiece, and earpiece was swabbed in a
standardized method. The phone was then cleaned with a
70% alcohol pad, and a second culture swab of the keypad,
mouthpiece, and earpiece was obtained 1 minute later. Same-
day specimen transport to and processing as the microbiology
laboratory of Thummasat University Hospital occurred, with
identification of microorganisms according to Clinical and
Laboratory Standards Institute criteria.® Data collection in-
cluded participants’ occupation, hospital unit, number of pa-
tients per unit infected with multidrug-resistant microorgan-
isms that each house staff took care of, and the type of
microorganism isolated from each house staff’s mobile phone.
Data on 5 moments of hand hygiene adherence were recorded
from the Infection Control Unit as overall adherence in each
unit that each house staff worked on at the time of specimen
procurement.

There were 80 employed house staff during the study pe-
riod, and all consented to study participation. The median
age was 28 years (range, 2433 years); 38 participants (47.5%)
had exposure to multidrug-resistant bacteria at enrollment,
and there was a median of 2 cases (range, 0-5) per house
staff with multidrug-resistant bacteria. Participant character-
istics and the overall 5-moment hand hygiene adherence strat-
ified by the hospital unit are summarized in Table 1. Three
mobile phones (3.8%) had cultures positive for Acinetobacter
spp. before alcohol cleaning. After alcohol cleansing, no mi-
croorganisms were detected. Overall hand hygiene compli-
ance was 39.0% before touching a patient, 29.4% before a
clean/aseptic procedure, and 47.5% after touching a patient’s
surrounding.

Our study is the first to suggest that alcohol pad cleaning
can eradicate microorganisms from mobile phones. Although
previous reports identified healthcare workers’ mobile phones
as a reservoir for various multidrug-resistant bacteria, none
to date have shown that alcohol cleansing can reduce the
detection of bacteria on mobile phones.'* Notably, overall 5-
moment hand hygiene adherence was suboptimal. We ac-
knowledge that we did not distinguish mobile phones by type
or structure or evaluate potential behavioral distinctions of
the house staff who did and did not have contaminated
phones. Nonetheless, these findings suggest a potential en-
vironmental and behavioral risk for the transmission of mi-
croorganisms to mobile phones via patient-provider encoun-
ters. Additionally, our findings support the potential benefit
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TABLE 1. Demographic Profile and Microbial Surveillance of the
Mobile Phones of 80 House Staff at a Thai Hospital

Variable No. (%)
Age, years (range) 28 (24-33)
Sex
Female 47 (58.8)
Male 33 (41.2)
Occupation
Resident 44 (55)
Intern 36 (45)
Department
Medicine 30 (37.5)
Surgery 11 (13.8)
Pediatric 12 15.0)
Ophthalmology 6 (7.5)
Orthopedic 12 (15.0)
Gynecology and obstetrics 2 (2.5)
Outpatient 5 (6.3)
Emergency 2 (2.5)
Exposure to MDR microorganisms 38 (47.5)
Patients infected with MDR microorganism in care
<1 3 (3.8)
2-3 26 (32.5)
4-5 5 (6.3)
>5 4 (5.0)
Hand hygiene compliance (%)
Before touching a patient 39.0
Before clean/aseptic procedure 294
After body fluid exposure/risk 57.9
After touching a patient 67.2
After touching patient surroundings 47.5
QOutcome
Prealcohol culture
Positive 3 (3.8)°
Negative 77 (96.2)
Postalcohol culture
Positive 0 (0)
Negative 80 (100)
NoTE. Date are no. (%), unless indicated otherwise. MDR,

multidrug-resistant.
* Data from Infection Control Unit.
® All grew Acinetobacter species.

of tailored feedback on 5-moment hand hygiene surveillance
to minimize the potential transmission of bacteria in health-
care settings.
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