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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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Reduction in ambulatory visits for acute, uncomplicated
bronchitis: an unintended but welcome result of the
coronavirus disease 2019 (COVID-19) pandemic

Thomas J. Dilworth PharmD and Charles F. Brummitt MD
AdvocateAuroraHealth, Milwaukee, Wisconsin

To the Editor—The coronavirus disease 2019 (COVID-19)
pandemic has adversely impacted nearly all aspects of life since
emerging in late 2019. Notably, surges in COVID-19 cases have
led to antibiotic overprescribing in the inpatient setting, hamper-
ing ongoing antimicrobial stewardship efforts.1,2 However,
patients’ reluctance to seek healthcare during the pandemic, par-
ticularly for minor ailments, may lead to unexpected outpatient
antimicrobial stewardship gains. Jeffery et al3 reported an inverse
relationship between COVID-19 cases and daily counts of emer-
gency department visits in 5 US states between January and
April of 2020. Diagnoses were not reported in this study, and
the authors concluded that clinicians should reinforce to patients
the importance of seeking emergency department care for serious
conditions. We have previously reported the results of a system-
wide initiative to reduce antibiotic prescribing for ambulatory
adults with acute, uncomplicated bronchitis.4 Internally, we con-
tinue to track and report these data. Recently, we observed a pro-
found reduction in both the overall number of patients seen and
discharged with a primary diagnosis of bronchitis and the number
of antibiotic prescriptions written for these encounters (Fig. 1).
In addition to patients’ not seeking care due to the pandemic, there
are a number of other, possible explanations for our observed decline
in visits. Stay-at-home orders and social distancing appear to have
reduced the burden of common respiratory viruses in the commu-
nity, leading to fewer cases of acute, uncomplicated bronchitis,5,6

for which the primary etiology is viral.7 Patients may increasingly
seek care outside of our health systemduring the pandemic. The pan-
demic has also shifted patient care to telemedicine. To assess this phe-
nomenon, we captured whether or not a visit was a telemedicine
encounter and then analyzed the recent ambulatory clinic data. Of
the 394 ambulatory clinic bronchitis visits during July and August,
112 (28.4%) were telemedicine encounters, a higher proportion of

total visits than observed in previous months. Thus, a shift toward
more telemedicine visits was revealed in our data set.

The COVID-19 pandemic, while challenging for so many other
aspects of antimicrobial stewardship, has led to an overall net

Fig. 1. Number of ambulatory patients with a primary diagnosis of bronchitis,
April 2017–August 2020. Complete lines, number of visits; dashed lines, number of
antibiotic prescriptions.
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