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L E T T E R S T O T H E E D I T O R 

Home-Based Preoperative Chlorhexidine 
Bathing Cloths to Prevent Surgical 
Site Infection 

To the Editor—We read with interest the article by Bailey et 
al' titled "Economic Value of Dispensing Home-Based Pre­
operative Chlorhexidine Bathing Cloths to Prevent Surgical 
Site Infection." In their background rationale, the authors 
quote 2 studies,2'3 both of which share the same authors, that 
they say show "chlorhexidine to be the optimal antiseptic 
agent for preoperative bathing in orthopedic patients."1<p465) 

However, neither of these trials were randomized, because 
the comparison was between those who complied and those 
who did not comply with a chlorhexidine bathing regime. In 
fact, in both studies the authors caution that prospectively 
randomized studies with larger numbers of compliant pa­
tients should be performed to further confirm findings. 

It seems inconceivable that Bailey et al would base their 
computer simulation model on these 2 studies rather than 
on results from a recently updated Cochrane review4 that 
included all randomized controlled trials published in this 
area. The review, in fact, shows no clear evidence of benefit 
for preoperative chlorhexidine in the prevention of surgical 
site infection. However, the authors overlook the results of 
this review in favor of "written personal communication" to 
support their chlorhexidine simulation study. We find this 
article to be disconcerting and misleading, with computer 
modeling based on inappropriate data. 
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Reply to Webster and Osborne 

To the Editor—We thank Webster and Osborne1 for reading 
our study titled "Economic Value of Dispensing Home-Based 
Preoperative Chlorhexidine Bathing Cloths to Prevent Sur­
gical Site Infection"2 with such interest. However, we do not 
agree with their analysis of our study. 

First, our study focused on a novel technology (nonwoven 
polyester cloth) for preoperative home-based chlorhexidine 
bathing, which is a technology fundamentally different from 
the focus of the Cochrane review by Webster and Osborne.3 

In their 2008 randomized study of skin surface antiseptic 
levels, Edmiston and colleagues demonstrated that the non-
woven polyester fiber cloth was associated with larger con­
centrations of chlorhexidine gluconate on the surface of the 
skin, which in turn led to greater reductions in skin flora for 
patients using the polyester cloth, compared with patients 
who bathed using only the chlorhexidine liquid soap and a 
cotton cloth.4 Although the Cochrane review provided a land­
scape of the interventions available, it did not include any 
studies that used the innovative chlorhexidine cloth.3 The 
studies by Johnson et al5 and Zywiel et al,6 which were used 
to calibrate the base case of our simulations, further examine 
the antimicrobial potential of this novel technology, which is 
a fundamentally different application than the bathing de­
scribed in the current Cochrane review.3 

Second, our study clearly acknowledges the limitations of 
the Johnson et al5 and Zywiel et al6 study designs and therefore 
included broad sensitivity analyses that varied cloth efficacy 
(10%, 25%, 50%, and 75%) and patient compliance (0.25 to 
2.0 times the baseline compliance distribution; mean [range] 
compliance, 15.3% [8.32%-20.0%]). Our analyses delineate 
the epidemiologic and economic value of preoperative bath­
ing across these parameter ranges. We found that, even at a 
cloth efficacy as low as 10%, the intervention could still be 
cost-effective with increased patient compliance.2 

Computational modeling can be a powerful tool when lim­
ited data are available from clinical studies, providing a land-
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scape of conditions (ie, efficacy and compliance) under which 
preoperative bathing may be economically favorable. De­
scribing the parameters that our model was most sensitive to 
can help aid the direction of future clinical research. Future 
studies that evaluate both the local compliance to and efficacy 
of chlorhexidine bathing with a nonwoven fiber cloth are 
needed and will allow decision makers to determine the po­
tential value of preoperative bathing in their facilities. 
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Effect of Intranasal Mupirocin and 
Chlorhexidine Body Wash on 
Decolonization of Community-Associated 
Methicillin-Resistant Staphylococcus aureus 

To the Editor—Community-associated methicillin-resistant 
Staphylococcus aureus (CA-MRSA) infection first emerged in 
early 1990s in Australia.1 Most patients with CA-MRSA in­
fection present with mild skin and soft-tissue infection, but 
some patients may present severe clinical manifestations, such 
as necrotizing pneumonia, severe sepsis, or necrotizing fas­
ciitis, resulting in fatalities.2"5 

In Hong Kong, CA-MRSA infection has been a notifiable 
infectious disease since January 2007. A case of CA-MRSA 
infection is defined as an occurrence of clinically compatible 
illness with isolation of MRSA from any clinical specimen 
with the following genetic characteristics: presence of staph­
ylococcal cassette chromosome mec (SCCmec) gene type IV 
or V and Panton-Valentine leukocidin gene. 

We telephone-interviewed all CA-MRSA infection case pa­
tients, using a standardized questionnaire to obtain clinical 
and relevant exposure history. We offered empirical decolo­
nization therapy (5-day course of twice-daily mupirocin nasal 
ointment 2% and daily body wash using 4% chlorhexidine 
gluconate) to all patients and their home contacts. Before the 
therapy, nasal and axilla swabs were taken from the patients 
and their home contacts to screen for CA-MRSA colonization. 
For CA-MRSA carriers identified during initial screening, na­
sal and/or axilla swabs were collected 2 weeks after the therapy 
was finished. 

Studies on the effectiveness of decolonization therapy for 
MRSA carriage in healthcare settings have been widely re­
ported.6 However, studies specific to CA-MRSA decoloniza­
tion have seldom been reported. We carried out a retrospec­
tive review of CA-MRSA infections in Hong Kong to measure 
the percentage of CA-MRSA carriers who could be success­
fully decolonized and the associated factors. 

We reviewed case records of all patients with CA-MRSA 
infection reported from 2007 to 2009. The information we 
retrieved included demographic characteristics, past health, 
relevant exposure history, SCCmec-typing results of the 
MRSA isolates of the patients, and screening-swab results 
before and after decolonization therapy. 

We defined a CA-MRSA carrier as a person with a screening 
swab positive for CA-MRSA before decolonization therapy. 
Successful decolonization was defined as microbiological 
clearance of CA-MRSA at the carriage site after decoloniza­
tion therapy. Percentage of successful decolonization was the 
percentage of carriers that had screening swabs negative for 
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