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excluded certain patients due to “safety concerns” (eg, bloodstream
or respiratory infections, immunosuppression, others).10 What are
the potential risks to subsequent patients from external device
microbial contamination, including bloodborne pathogens? How
frequently do other anesthesia departments that reuse bags and
circuits disinfect them, what disinfection method is used, and what
patients, if any, are excluded from having anesthesia with a reused
circuit? Clearly, the FDA clearance did not consider external circuit
contamination and cross contamination to subsequent patients.
Why did SHEA not address this important issue?
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must be gathered
Takuya Yamagishi MD1, Kensaku Kakimoto PhD2, Ikuko Doi BS2, Chiaki Kawakami MD2,
Tomoe Shimada MD1, Tamano Matsui MD1, Kazunori Oishi MD1 and Masayuki Saijo MD3
1

Infectious Disease Surveillance Center, National Institute of Infectious Diseases, Tokyo, Japan, 2Field Epidemiology Training Program, National Institute of
Infectious Diseases, Tokyo, Japan and 3Department of Virology I, National Institute of Infectious Diseases, Tokyo, Japan

To the Editor—Moon et al1 reported that airborne precautions
might be needed when dealing with fatal cases of severe fever with
thrombocytopenia syndrome (SFTS). For diseases with high fatality rates that lack specific and effective treatment, it is prudent to
take a more extreme prevention strategy than that based on the
documented transmission route.2 One example in which this
strategy is applied is Ebola virus disease, for which extreme precautions are taken.3 Given that SFTS virus (SFTSV) is a viral
hemorrhagic fever virus that causes severe disease with a high fatality rate, we apply the same strategy to SFTS. Airborne precautions
are recommended when healthcare providers conduct aerosolgenerating procedures such as endotracheal intubation on a patient
suspected of having SFTSV.
The transmission route of the disease treated under this prevention strategy should also be carefully examined during each outbreak. To date, airborne transmission of naturally occurring
hemorrhagic fever viruses has not been documented.2 The patient
in the Moon et al article was a doctor wearing only a fluid-shield
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mask and gloves who performed endotracheal intubation on an
SFTS patient and was infected with SFTS thereafter. Respiratory
droplets are thought to be generated during endotracheal intubation, and protection of the eyes, nose, and mouth is recommended
during the procedure in accordance with standard precautions.2
Because the doctor in the article did not protect his eyes, it was
possible that he acquired SFTSV through droplet contact with
his eyes during the intubation procedure. However, this observation does not provide any evidence that SFTSV infects people
through airborne transmission.
It is crucial to improve the level of precautions taken in acutecare settings in SFTS-endemic areas to prevent SFTSV transmission because most of the nosocomial transmissions of SFTSV
are thought to occur before the diagnosis of the patient (infector)
is confirmed as SFTS by the laboratory.4–9 Standard precautions
should be the norm for clinicians when they treat patients suspected of having SFTS. Between April 2013, when SFTS was designated as a notifiable disease in Japan, and December 2018, ∼400
cases have been reported in Japan.10 SFTS occurred sporadically in
most patients, who were thought to have been infected with
SFTSV through a tick bite during outdoor activities or by direct
contact with a sick animal. To date, no case of healthcareassociated infection has been reported in Japan. However, we
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need to remain conscious of the risk of healthcare-associated
infections.
We believe that strict adherence to standard and contact precautions can reduce the risk of nosocomial transmission of
SFTSV and that taking airborne precautions as an extreme
measure is required during aerosol-generating procedures.
Additional evidence on the route of SFTSV transmission might
guide the best precautions in the future.
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Practice and attitudes toward alcohol-based hand disinfection
among German infection control teams
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To the Editor—Recent publications have discussed the microbiological effectiveness of 15 seconds of alcohol-based hand disinfection and of reducing the time recommendations for alcohol-based
hand disinfection in standard operating procedures to increase
compliance,1 the reprocessing of conventional hand disinfection
dispensers,2 and the technical failure rate of automatic hand disinfection dispensers,3 and the problems related to using alcoholcontaining tissue wipes rather than conventional dispensers.4
We designed an anonymous survey and distributed it during the
2018 Freiburg congress of infectious diseases and infection control
(Freiburger Infektiologie- und Hygienekongress) to analyze the attitudes of German infection control teams regarding those issues and
the integration of patients into hand disinfection programs.
Material and Methods
Congress participants were asked to deposit the filled out data sheets
in exit-door drop boxes. Data were collected without personal
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identifiers according to the EU General Data Protection
Regulation (GDPR). Therefore this is not human research and the
data analysis did not require the review of an institutional review
board. Predefined subgroup analyses included nurse infection control
practitioners (NICP) and physician members (PM) of the infection
control team (either hygiene-link physicians or certified specialists in
hospital hygiene). The Fisher exact test was used to test for significance between groups; P < .05 was considered statistically significant.
Results
In total, 385 surveys were returned (mean age, 50 years; range,
24–66). Of all respondents, 20% were from hospitals with <200
beds, 25% were from hospitals with 201–400 beds, 18% were from
hospitals with 401–600 beds, 19% were from hospitals with >600
beds, 13% were from rehabilitation hospitals, and 5% were from
elsewhere (“other”). Among all respondents, 96 were in the PM
group and 223 were in the NICP group; the remaining respondents
were link nurses, public or occupational health physicians, and
medical technicians. Table 1 shows the answers to the survey
questions.
The only statistically significant difference (P = .00001) between
physician and nurse members of the infection control team was

