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2019 (COVID-19) and confidence in hospital infection control policy
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To the Editor—The emergence of the coronavirus disease 2019
(COVID-19) pandemic has disrupted day-to-day patient life with
limitations to social practices (eg, physical distancing, mask
wearing, and frequent hand hygiene).1 These limitations, together
with widespread anxiety and stress, have generated a mental
health crisis among patients.2 Anxiety, fear and panic related to
COVID-19 may result in strong emotions and reactions.1–3

Therefore, we conducted a survey to evaluate COVID-19–
associated patient emotions and confidence in hospital infection
prevention (IP) and IP behaviors in outpatient departments.

This survey was performed at 2 university hospitals and
2 private hospitals from May 1 to May 30, 2020. To represent
multiple patient populations, patients visiting 3 outpatient depart-
ments (general medicine, ophthalmology, and radiology) were
invited to participate in the study and were interviewed using a
standardized data collection tool. The first 50 patients who filled
out the survey in each hospital were included in the data analysis.
The data collected included patient demographics, perception of
risks to contract COVID-19, confidence in policy and prepared-
ness plan for COVID-19, sources of knowledge, and emotions
evoked by COVID-19, and IP practices (eg, hand hygiene, wearing
a mask, and physical distancing). Respondents rated their confi-
dence level on knowledge and hospital preparedness plan on a scale

from 1 to 5 (1, “no confidence” to 5, “very confident”) as well as
changing in IP behaviors on a scale from 1 to 5 (1, “never use”
to 5, “always use”). IP behavior changes (eg, hand hygiene, wearing
a mask, and physical distancing) were defined as a rating of
4 (almost always) or 5 (always). We used the Generalized
Anxiety Disorder 7-item (GAD-7) scale to categorize anxiety,
self-rated fear, and panic on a scale from 1 to 10 (1, “no fear/panic”
to 10, “extreme fear/panic”). The categorization of the GAD-7
score followed the original scale (ie, 0–4, minimal anxiety; 5–9,
mild anxiety; 10–14, moderate anxiety; and >14, severe anxiety),4

and self-reported fear >6 was categorized as fear of COVID-19.
All analyses were performed using SPSS version 19 software

(IBM, Armonk, NY). The χ2 or Fisher exact test was used to com-
pare categorical variables. The Mann-Whitney U test was used for
continuous data. All P value were 2-tailed, and P < .05 was con-
sidered statistically significant. Multivariate analysis was used to
evaluate factors associated with emotions and impact of emotions
on IP practices.

In total, 200 patients participated in this survey (n= 50 patients
per hospital). The median age of respondents was 45 years (range,
15–92), and 138 of 200 participants (70%) were women. Some
patients reported having had contact with COVID-19 patients
or a patient under investigation (19 of 200, 9.6%). Anxiety, fear,
and panic related to COVID-19 were reported by 181 of 200
(90%), 89 of 200 (45%), and 82 of 200 (41%), respectively.
Feelings of discrimination and stigma against COVID-19 patients
were reported by 113 of 200 (57%) and 107 of 200 (54%), respec-
tively. Socialmedia (164 of 200, 83%) was themost common source
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of COVID-19 information among patients (Table 1). There were
no differences in patients’ characteristics between private and uni-
versity hospitals.

Most patients (175 of 200, 88%) expressed confidence in the over-
all hospital IP policy. Patient confidence in policies was as follows:
hand hygiene (196 of 200, 99%), physical distancing (163 of 200,
82%), and mask wearing in the outpatient department (187 of
200, 94%). Only 159 of 200 (80%) reported that the hospital had
adequate PPE for patients. Most patients reported changing behavior
withmore frequent hand hygiene (140 of 200, 70%), wearingmask at
workplace or hospital (124 of 200, 62%), complyingwith physical dis-
tancing at workplace or hospital (159 of 200, 79%), and 150 of 200
(76%) expressed confidence in their knowledge of severe acute res-
piratory coronavirus virus 2 (SARS-CoV-2) transmission (Table 1).

By multivariate analysis, no factor was associated with anxiety,
fear, and panic. However, patients who reported anxiety and panic
weremore likely towear amask at theworkplace or hospital (adjusted
odds ratio [aOR], 5.4; 95% CI, 1.7–45.5), and patients who reported
fear weremore likely to wearmask at the workplace or hospital (aOR,
6.4; 95% CI, 1.8–52.6) and to wash hands more frequently (aOR, 5.7;
95%CI, 1.7–51.5). Notably, patients who reported having good infor-
mation regarding SARS-CoV-2 transmission were more likely to
comply with physical distancing policy at the workplace or hospital
(aOR, 4.2; 95% CI, 1.2–15.4), to wash hands more frequently (aOR,
5.9; 95% CI, 1.5–22), and to wear a mask at the workplace or hospital
(aOR, 4.9; 95% CI, 1.3–18.9).

Our findings suggest that most patients were overwhelmed with
anxiety, fear, and panic during the COVID-19 epidemic, despite a
high level of confidence in hospital IP practices. Although these emo-
tions as well as information regarding SARS-CoV-2 transmission led
to changing their behavior (eg, hand hygiene, wearing a mask and
physical distancing), we found that a significant proportion of
patients were feeling discrimination and stigma toward COVID-
19 patients. Thus, education on SARS-CoV-2 transmission should
be provided in a way that does not trigger feelings of fear, anxiety,
panic, discrimination, and stigmatization because these feelings
may lead to violence in the community toward COVID-19 patients.5

Most patients had confidence in the hospital preparedness
policy in outpatient departments; however, the level of changes
in IP practices was still less than ideal. Therefore, additional strat-
egies to enhance the level of IP practices in outpatient department
are needed. Furthermore, several mask types are used in these
patient populations (eg, surgical masks and N95 respirators).
Education to emphasize the use of nonmedical masks among
patients during outpatient visits is necessary.

Despite the limitation of self-reported survey and the sample size
in this study, our study supports the need for hospitals to continuously
provide information regarding SARS-CoV-2 transmission and an
adequate supply of masks as well as emphasizing education on IP
practices in outpatient departments. Additional studies on the impact
of SARS-CoV-2 transmission knowledge on appropriate IP behaviors
as well as perception of discrimination and stigmatization against
COVID-19 patients should be conducted.
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Table 1. Patients Characteristics, Emotions, Confidence in Hospital Infection
Prevention Practices at Outpatient Departments During the COVID-19 Pandemic

Variables
Total (N= 200),

No. (%)

Age, median y (range) 45 (15–92)

Sex, female 138 (69)

Occupation

Employee 41 (20.7)

Business man 35 (17.3)

Government worker 22 (11)

Othersa 102 (51)

Type of mask

Cloth mask 113 (57)

Surgical mask 71 (36)

N95 mask 11 (5.6)

Othersb 5 (2.5)

Contact with COVID-19 patients or patient under
investigation

19 (19.6)

Fear for contracting COVID-19 89 (45)

Panic for being contracting COVID-19 82 (41.4)

Confidence in hospital preparedness policy 175 (88)

Confidence in hospital hand hygiene policy 196 (99)

Confidence in wearing mask policy at outpatient
department

187 (94)

Confidence in social distancing policy at
outpatient department

163 (82)

Confidence in COVID-19 knowledge 150 (76)

Source of COVID-19 information

Social media

Line app 164 (83.5)

Facebook 135 (67)

Instragram 154 (77)

Government news 171 (86)

Television news 174 (87)

Feeling of discrimination 113 (57)

Feeling of stigmatization 107 (54)

GAD-7 Score

Mild anxiety 155 (78)

Moderate anxiety 15 (7.6)

Severe anxiety 11 (5.6)

Changing in infection control behavior

Hand washing 140 (70)

Wearing mask 124 (62)

Social distancing at workplace and outpatient
department

159 (79)

Note. PPE, personal protective equipment; HCP, healthcare personnel; GAD-7, Generalized
Anxiety Disorder 7-items.
aStudents, healthcare personnel, housewife, unemployment, self-employed.
bSelf-made mask.
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May we learn a useful lesson from prevention rules against severe
acute respiratory coronavirus virus 2 (SARS-CoV-2)?

Silvia Corbellini MD, Maria Antonia De Francesco PhD and Arnaldo Caruso PhD
Department of Molecular and Translational Medicine, Institute of Microbiology, University of Brescia-ASST Spedali Civili di Brescia, Brescia, Italy

To the Editor—The emergence and diffusion of oxacillin-resistant
Staphylococcus aureus (MRSA) constitutes an important problem
for public health. Data fromEuropean countries reported a trendwith
an increasing MRSA prevalence from the north to the south of the
continent: <5% of MRSA has been isolated from invasive infections
in north of Europe compared with 25%–50% in the south of Europe.1

This gram-positive bacterium is generally found as part of
commensal flora in the nasal mucosa in 20%–40% of the pop-
ulation and just these people, who are asymptomatic carriers,
have an increased risk to acquire a subsequent infection in addi-
tion to representing an important source of person-to-person
transmission. In particular, hospital and healthcare settings
represent a favorable environment that predispose to infection
because of a high antibiotic selection pressure, the use of inva-
sive procedures, and the presence of critically ill patients. For
these reasons, MRSA is now endemic in many hospitals world-
wide, and infection control measures are needed to prevent its
transmission, especially considering the risk of development of
glycopeptide-resistant S. aureus strains.

Hospital control of endemic MRSA has been based on stan-
dard precautions such as isolation/cohorting, hand hygiene,
patient decolonization, and appropriate use of antibiotic (anti-
biotic stewardship). Intensive care units of Spedali Civili’s
Hospital of Brescia has implemented active surveillance cultures
to identify patients who acquire MRSA during hospitalization.
This surveillance involves nasal swabs for the screening of
patients at the time of hospital admission to identify asympto-
matic carriers, followed by periodic screening every 3 days.

One of these intensive care units became a coronavirus disease
2019 (COVID-19) ward during the pandemic, and we analyzed
whether the higher compliance to the use of personal protective
equipment (PPE, eg, gloves, coveralls, face mask and boots) by
all the hospital staff had an impact on the prevalence of MRSA
acquisition during patients hospitalization.

It is well known that healthcare workers can transmit infec-
tions such as tuberculosis, varicella and influenza by the air-
borne route,2 but it less well known that airborne and other
ways of transmission may occur with some bacterial pathogens.
In particular, the use of face masks prevents pathogen transmis-
sion from the wearer to other people and reduces hand-to-face
contact and facial contact with droplets.3

In our analysis, we compared the MRSA detection after 48
hours following hospital admission during January–August 2020
versus January–August 2019. As shown in Table 1, we observed
a statistically significant reduction in the prevalence of nosoco-
mially acquired MRSA (2% vs 14%; P < .0001). This decrease
was always statistically significant for all the months analyzed
except January, when the implementation of PPE in the absence
of COVID-19 was not present (Table 1). This finding is not sur-
prising, since a previous study showed that a healthcare worker,
who did not wear a mask and who was a nasal carrier of MRSA,
induced a 40-fold increase in MRSA dispersion.4

Although our preliminary data need to be confirmed by
larger studies, our observation suggests implementation of
PPE as a strong preventive strategy to control hospital-acquired
MRSA infection.

Table 1. Trend of MRSA Detection During the Study Period

2019 2020

Year No. of Positive/Total (%) No. of Positive/Total (%) P Value

January 9/103 (8) 4/134 (3) .08

February 10/102 (9) 2/126 (2) .01

March 18/135 (12) 5/274 (2) .0001

April 13/108 (11) 7/269 (3) .01

May 25/97 (20) 4/193 (2) .0001

June 21/83 (20) 2/178 (1) .0001

July 17/97 (15) 0/183 (0) .0001

August 21/107 (16) 8/153 (5) .01

Total 134/832 (14) 32/1510 (2) .0001
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