
resolution that banned over-the-counter sales of antimicrobials in
drugstores. That measure, focusing on outpatients, was not likely
to succeed in controlling CRE spread in hospitals. Nevertheless,
there was a substantial decrease in antimicrobial sales in private
drugstores in response to public opinion.10 The extent to which this
decrease has influenced orwill influence antimicrobial resistance is a
matter for further research.

We did not perform quantitative or qualitative analysis of press
articles content. Those approaches were beyond our scope, but they
open interesting venues for investigation. The Brazilian case shed
lights on the press media and public response to epidemiologically
complex issues, such as HAIs and AMR. It also reinforces the
importance of public communication for the practice of healthcare
epidemiology. Messages to the general public must be delivered in
clear, objective language and with evidence-grounded information.
If we avoid negligence and panic, public awareness can support
effective interventions for infection prevention and control.
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To the Editor—Since monkeypox was first identified in humans
in the Democratic Republic of Congo in 1970, most human
monkeypox cases have been reported in Central and West
Africa, with the largest documented outbreak occurring in

Nigeria in 2017.1 Monkeypox, a rare viral zoonotic re-emerging
disease caused by an orthopoxvirus, has similar clinical signs and
symptomsas smallpoxanda case-fatality rate of11% inunvaccinated
patients.2 It can be transmitted from person to person via direct
contact with infected lesions, through respiratory secretions, or
from contaminated objects and environments. Risk of infection
for healthcare workers (HCWs) are high,3 and patient-to-HCW
transmission of monkeypox has been reported in the Central
African Republic and the United Kingdom, where staff used

Table 1. Number of Press Articles Reporting Infections Caused by CRAB and CRE
in Brazil, Distributed in Periods and Country’s Macroregions

Subject
and Date North Northeast Middle-West Southeast South Total

CRAB

2006–2010 : : : : : : : : : : : : : : : : : :

2011–2015 : : : 1 4 4 : : : 9

2016–2018 : : : : : : : : : : : : : : : : : :

CRE

2006–2010 : : : 2 2 2 4 10

2011–2015 : : : 13 8 19 13 53

2016–2018 : : : 4 4 5 : : : 13

Note. CRAB, carbapenem-resistant Acinetobacte baumanii complex. CRE, carbapenem-
resistant enterobacteriaceae.
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inadequate standard contact precautions.4-6 The Centers for Disease
Control andPreventionhas recommendedstandardandcontact pre-
cautions for the management of human monkeypox.7

Singapore, an island city-state in Southeast Asia, is a major
travel hub that received >5,000 visitors from Africa between
January and May 2019.8 On May 8, 2019, the human monkeypox
case was confirmed in Singapore in a 38-year-old Nigerian man
who arrived in Singapore on April 28, 2019, to attend a workshop.
Before his travel to Singapore, he had resided and worked in
the Delta state in Nigeria and had attended a wedding on April
21 in a village in Ebonyi State, Nigeria, where he consumed
bushmeat.9 He presented to the emergency department of Tan
Tock Seng Hospital onMay 7 with fever, muscle aches, and vesicu-
lar skin lesions. Due to his travel history, he was transferred from
the ambulance directly to a negative air pressure (NEP) isolation
room at the emergency department. After staying for 5 hours at the
emergency department, he was admitted into an NEP in an isola-
tion unit at the adjoining National Centre for Infectious Diseases
for further clinical management on the same day, and laboratory
confirmed as monkeypox infection the next day (May 8).

Contact tracing operations were carried out at the hospital
to identify HCWs who were in contact with the patient before
admission to the isolation unit. All staff identified as close contacts
were assessed for types of personal protective equipment (PPE)
used. Laboratory staff who processed the patient’s specimens on
an open bench (ie, outside a biosafety cabinet) were also considered
as having close contact and assessed. Each HCW identified as hav-
ing possible exposure was contacted via phone call and interviewed
by a designated staff to verify the type of contact with the patient
and the PPE used.

Following individual risk assessments, 27 HCWs were identified
to have had close contact. Of these, 12HCWs had had direct contact
with the patient himself or the patient’s surrounding (defined as
within 2m of the patient) at the emergency department, 3 HCWs
had handled the patient’s linen and cleaned the NEP room in the
emergency department, and 12 were laboratory staff who had
handled the patient’s specimens. All had protected exposure to
the patient, with the appropriate and adequate use of PPE (Table 1).

A designated group of public-health–trained staff implemented
follow-up phone surveillance on all staff contacts. Phone calls were
made to all nonphysician HCW contacts every other day from the

day 1 to day 21 postexposure to monitor their health status. After
the initial phone call, the 2 physicians were advised to monitor
their own health. Symptoms monitored included fever, swollen
lymph nodes, skin rash, headache, and myalgia. All exposed
HCWs were also given the phone numbers of the surveillance team
for immediate contact if they felt acutely ill. Unwell HCWs were
immediately referred to the dedicated infectious disease clinic with
appropriate precautions in place for review at the earliest available
time. Because the risk of exposure was ascertained to be low for all
staff contacts, they were allowed to continue with their routine
activities during the surveillance period.

During the follow-up period of 21 days, 2 nursing staff reported
respiratory symptoms. They were reviewed by infectious disease
physicians and were clinically diagnosed with viral upper respira-
tory infections. They were treated symptomatically, were given
medical leave to rest, and recovered uneventfully. At the end of
the surveillance period, none of the 27 HCWs developed symp-
toms suggestive of monkeypox infection.

We have comprehensively and systematically documented the
contact tracing processes and active surveillance activities in a
tertiary-care hospital in response to a human monkeypox case
importation. A well-developed protocol that enables the early
detection of suspected cases of emerging infectious diseases
ensured that patients are managed in appropriate isolation room
facilities in the emergency department from the outset; this would
greatly minimize exposure in a crowded emergency department.
Furthermore, clear infection prevention guidelines on the appro-
priate PPE for different HCWs, based on patient care activities
and the transmission risk, are crucial. All HCWs who had attended
to the patient had complied with the hospital’s infection preven-
tion guidelines. Finally, although the risk of transmission of mon-
keypox to the HCWs was deemed to be extremely low, we took
additional measures to actively follow up on each HCW contact
to provide assurance and health education to anxious staff who
did not have a good understanding of monkeypox. Early detection
of symptoms in close contacts through active phone surveillance
may facilitate prompt medical review and diagnosis of new infec-
tions to prevent further transmission.

Acknowledgments. Authors acknowledge all staff involved in contact tracing
operations at the hospital.

Table 1. Categories of Healthcare Workers (HCWs) by Location, Type of Contact, and Type of Personal Protective Equipment

Location HCW Categories Type of Contact Gloves Gown Face Maska Goggles/Visorb

Emergency department 2 physicians and 5 nurses
professionals

Direct patient contact
p p p p

Emergency department 2 nurse professionals Contact with patient’s surroundings
p p p

Emergency department 3 housekeeping Contact with patient’s surroundings
p p p

Emergency department 1 radiology and 2 security Direct patient contact
p p p

Laboratory department 4 lab technicians Contact with patient’s specimen
(specimen collection/processing)

p p

Laboratory department 2 lab technicians Contact with patient’s specimen
(specimen reception)

p p p

Laboratory department 3 lab technicians Contact with patient’s specimen
(specimen reception)

p p p p

Laboratory department 3 lab technicians Contact with patient’s specimen
(specimen processing)

p p p p

aN95 respirator for respiratory protection.
bEye protection.
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To the Editor—It is encouraging to see that people have reviewed our
article “IncreasedTime Spent onTerminalCleaning of Patient Rooms
MayNot ImproveDisinfection ofHigh-Touch Surfaces.”1However, a
related Letter to the Editor raises concerns that somemay bemisinter-
preting both the thrust of our paper and our study methodology.2

In our pragmatic report, we aimed to promote better cleaning by
presenting research results that suggest thatmore thanadequate time
spent on terminal cleaning may not result in additionally lower bio-
burden on high-touch surfaces. We hope this information will cause
practitioners to focusonother important factors suchasproper train-
ing for environmental services staff (EVS), proper use of appropriate
chemicals, and targeting high-touch surfaces that pose the greatest
risk for transmission of pathogens to patients. We reiterated that
adequate cleaning time is crucial, and we certainly do not advocate
taking any shortcuts in the terminal cleaning process. Yet, as inmany
things, it is the quality of the process not the quantity that counts.

As to methodology, EVS were well-trained and experienced, and
they voluntarily collaborated on the project. They were instructed to
follow the manufacturer’s guidelines for application and contact
time. We did not monitor EVS during room cleaning to avoid the
Hawthorne effect and to obtain data on unmonitored cleaning.

The 5 high-touch surfaces chosen were the highest-touch sur-
faces according to published papers at the time of the study.3 We
omitted details on the culture process and instead referenced a
prior paper.4

Our analysis plan followed best practices for analyzing count
data: use a generalized linear model with appropriate choice of fam-
ily and link function, and avoid log transforming the data.5 We used
Bayesian models and reported uncertainty in our estimates, rather
than rely on a p-value. Recent articles highlight the pitfalls of stat-
istical significance, which can be particularly problematic in small
observational studies without preregistration.6 Major journals are
now requiring some form of uncertainty interval rather than P val-
ues.7 We also chose to include model estimates on the actual out-
come scale. This makes interpretation easy for those familiar with
the outcome (ABC counts from press plates) but not familiar with
statistical terminology like incident rate ratios. Our goal was to apply
the best methods of analysis and interpretation.

Finally, we provided a full financial support disclosure state-
ment in our article. The salary support for this study was provided
by the authors’ employers.
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