
How Social Networks Can Affect Infectious
Disease Control: An Experience From
Northwest Iran

To the Editor—Social networks are a recent phenomenon of
technology that affects all aspects of life, including infectious
disease, and it has become increasingly important to under-
stand their features and limitations.1 Also, information, trends,
behaviors and even health states may spread between contacts
in a social network, similar to disease transmission. However,
information that propagates through social networks can carry
a lot of false claims. For example, rumors on certain topics
can propagate rapidly, leading to a large number of nodes
reporting the same (incorrect) observations.2

In February 2015, a 35-year-old fruit seller with acute
respiratory infection was hospitalized with some sign of
hemoptysis in a Tabriz health center in northwest Iran.
Because of suspected contact with the Hajj [pilgrimage]
makers who returned to Iran, specific measures were taken
to deal with Ebola. In this period, an image of the patient
and hospital staff wearing special clothing to protect against
Ebola was released on social networks and spread quickly. In
addition, the event occurred during an influenza pandemic,
which caused spreading fear and horror of an Ebola epidemic
among the public of the city or even the country. The public
fear was reduced with repeated interviews, mobilizing of
hospital staffs to accept suspected patients, and provision of a
rapid test for the detection of influenza, actions that were
appropriate in control of the disease. Thus consideration of
social transmission and network effects is an important issue
for health and policy professionals. Also, it is of great
importance to educate employees about putting information
and images of patients on social networks with respect to
propagation velocity.

acknowledgments

Financial support. None reported.
Potential conflicts of interest. All authors report no conflicts of interest

relevant to this article.

Abed Zahedi Bialvaei, MSc;1

Hossein Samadi Kafil, PhD;2

Mohammad Asgharzadeh, PhD;3

Mehdi Yousefi, PhD;3

Mohammad Aghazadeh, PhD1

Affiliations: 1. Infectious Disease and Tropical Medicine Research Center,
Tabriz University of Medical Sciences, Tabriz, Iran; 2. Drug Applied Research
Center, Tabriz University of Medical Sciences, Tabriz, Iran; 3. Immunology
Research Center, Tabriz University of Medical Sciences, Tabriz, Iran.

Address correspondence to Hossein Samadi Kafil, PhD, Drug Applied
Research Center, Tabriz University of Medical Sciences, Tabriz, Iran
(Kafilhs@tbzmed.ac.ir).

Infect. Control Hosp. Epidemiol. 2016;37(4):489–489
© 2016 by The Society for Healthcare Epidemiology of America. All rights
reserved. 0899-823X/2016/3704-0022. DOI: 10.1017/ice.2016.3

references

1. Charles-Smith LE, Reynolds TL, Cameron MA, et al. Using social
media for actionable disease surveillance and outbreak
management: a systematic literature review. PLoS One 2015;10:
e0139701.

2. Grein TW, Kamara K, Rodier G, et al. Rumors of disease in the
global village: outbreak verification. Emerg Infect Dis 2000;6:97.

National Survey of Infectious Diseases Physicians
on Prevention Practices for Multidrug-Resistant
Acinetobacter baumannii in Thailand

To the Editor—Multidrug-resistant Acinetobacter baumannii
(MDRAB) has emerged as a major cause of healthcare-
associated infection and has become an infection prevention
and control (IPC) challenge.1–3 The results of a prior Thai
national survey indicated that a physician leader in infection
control and participation in a collaborative effort to prevent
MDR organisms were associated with a reduction in drug-
resistant A. baumannii infections.3 A paucity of data regarding
effective infection prevention of MDRAB prompted a
2014–2015 national survey to evaluate practices aimed at
minimizing endemicity and reducing the spread of MDRAB.
Between June 1, 2014, and March 1, 2015, board-certified

infectious diseases physicians (IDPs) in Thailand were inter-
viewed using a standardized questionnaire. Survey items
included IPC hospital activities, policies, and outcomes asso-
ciated with MDRAB control. All IDPs were invited to partici-
pate in this study, and 1 IDP per hospital with responsibility
for MDRAB control was interviewed if consent was obtained.
The study exclusion criterion was decline for interview. Data
variables included hospital characteristics, IPC practices
and MDRAB policies, and estimated rates of MDRAB
infection. Hospital characteristics included type and level of
hospital, medical school affiliation, and participation in a
collaborative network to reduce multidrug-resistant organisms
(MDROs), safety score, leadership support, and prevalence of
MDROs. The rates of MDRAB before and after implementa-
tion of IPC policies were acquired from IPC databases, and
implementation of IPC was defined as implementation of
standard versus intensified IPC interventions to control
MDRAB based on the recommendations of the Healthcare
Infection Control Practices Advisory Committee.4 All data
pertaining to IPC and compliance with each recommended
measure were abstracted from each hospital’s infection control
(IC) database.
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