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Monday, March 6, 2017
Tyrone Pitt
Editor-in-Chief

Epidemiology and Infection
Dear Dr. Pitt:

Thank you for your review of our short paper “Discontinuation of Contact Precautions with the Introduction of Universal Daily Chlorhexidine Bathing” for your consideration. We are pleased to submit our revision and response to the contributions of your editors.
We agree to changing the manuscript as a short paper.  Also, we inadvertently failed to include an author Job Mendez.  He does meet criteria for authorship.
This is a well-written paper evaluating a commonly used strategy of switching from “vertical” targeted control to “horizontal” interventions. While a small (and vastly underpowered) study, it does provide some reassurance that MRSA didn’t become a rampant problem after the change in policy. 

Thank you.  This was the point of the manuscript.


Could the authors give some details of the staffing and architecture of the ICUs? – does “all with private rooms” mean that all patients were in single rooms? What is the average nursing ratio? The authors might want to comment on the role of these factors in generalising their data to other settings. 
A clarifying statement was added in the first paragraph of the methods.
Presumably the patients with MRSA that were isolated in the chlorhexidine period were isolated for other reasons? 
Correct.  As noted in table 2, there were more enteric pathogen associated contact precaution days.
Is hand hygiene compliance measured in groups other than nurses? (eg doctors, respiratory techs) 
Unfortunately, these data were not available.
Was the mean duration of hospital stay, or the proportion with a prolonged stay (say, >1 week) different between the periods? 
As shown in table 1, the ICU LOS mean +/- S.D., median, and range do not seem different.
Could other differences (particularly in the risk of MRSA acquisition) have corresponding 95% Cis? 
The data presented were not as risk of MRSA, but actual MRSA acquisition events. 
Were there any data available on the severity of illness? 
We do not routinely collect data on APACHE or other severity of illness scores.  To be honest, the mortality difference was unexpected as mentioned in the discussion. A comment was mentioned in the discussion.
Were there any adverse events related to the use of chlorhexidine? 
None. A comment was added to the results section.
It would be interesting to speculate whether “no” intervention (neither contact precautions nor chlorhexidine bathing) would be equally as effective. 
This speculation seems outside the scope of this investigation.
Are any costing data available on which strategy is more expensive?
We did not specifically collect cost information on this investigation.  We have previously published on the significant costs and limited benefits of contact precautions. McKinnell et al. ICHE 2015
Allen Cheng
· When discussing the environmental contamination testing, please add information about number of tests, how many are in each unit, etc, to the body and the table (it was in the abstract). 
· These data have been added.
- Given the study is only over 6 months, there is a possibility of seasonal change. Please give the date range of the study given concern for seasonality of infections. 
· The dates were added to the manuscript.
- Did any of the patients in the pre-period get CHG bathing (like CVC patients or surgical patients, etc)? If so, please list and indicate the proportion 
· Patients taken to the operating room would have received chlorhexidine pre-operative preparation in the operating room, but no patients were bathed in chlorhexidine in the icu during the pre-CHG period.
- On page 6, you discuss the environmental surveillance process and that it was only for 4 months. Did you sample the room of each person enrolled in the study (as well as the non-MRSA room)? If it was not every patient, what was the proportion? How many rooms were sampled in total and how many surfaces in each room were sampled? 
As described in the methods, “The common high-touch workspace surfaces included 5 workspace counters frequently used for documentation (3 MICU, 1 BICU, 1 CICU) and 15 high-use computer keyboards (9 MICU, 3 BICU, 3 CICU).  … Ten non-MRSA patient rooms were sampled on each sampling day.”
- What was the n for the hand hygiene observations? and do you have compliance data for PPE as well? 
Unfortunately, there were no data collected on compliance with PPE.  This was a limitation and has been added to the discussion.
- The was a large drop in mortality in the post period.  Were there any new policies or procedures in the unit at that time? Was there an outlier month that drove the difference in the rate? Were the patients sicker? 
We feel that we adequately addressed the limitations of the change in mortality. There was no new policy or procedures in the study units and as mentioned previously, we do not have data on severity of illness.  We would be happy to add further commentary, but feel that would only serve to confuse or mislead the reader.
· There was also a large change in the number of infections and infection related outcome (page 10 as well as table 1). Were these hospital acquired conditions or were the infections present on admission? If they were present on admission, this section is a little misleading to imply that this change could be do to the study. You mention several HAIs in the table.  It would be helpful to discuss this in the text since the HAI rate did not increase after the policy change. 
· As noted by the footnote of table 1, these data represent post-hoc analysis to investigate the difference in mortality.  To clarify this point, the additional infection review data was removed
- In table 1, you have a section on "MRSA Surveillance and Environmental Contamination." Is the n the same as the top of the table? It seems like the numbers are different than the abstract.  If the n for this section is different, please clarify, or consider putting this data in another table.
· These data are the same in the table and the abstract.
Before the study period, CHG bathing has not been used in the hospital or in the ICU?  Or as part of any initiative such as CLABSI prevention? 
Never used at this hospital.  Clarified in the methods.
Would you say that contact precautions is associated with increased Hand hygiene compliance given high at 94% with CP, and 86% during CHG 
No, these data are consistent with what we have seen month over month.
Is the use of ATP routine?  What actions are taken depending on the ATP read 
ATP measurement is routine.  It is a feedback system for environmental cleaning, but no specific actions are taken.

What is the significance of increase in isolation days for enteric pathogens during the study period? Would CHG also decrease the bioburden of other bacteria 
CHG should reduce the bioburden of other bacteria, but not likely C. difficile.  These observations should be repeated in a larger study.
Do you have the data Contact precautions and associated costs 
We did not specifically collect cost information on this investigation.  We have previously published on the significant costs and limited benefits of contact precautions. McKinnell et al. ICHE 2015
Agree to the limitations, and thank you for acknowledging. The paper should still add evidence on to discontinue contact precautions for MRSA which has been a controversial topic given CDC recommendations have not changed yet there have been published literature
Thank you very much for your kind words.  We feel these data are important, albeit very limited. We look forward to seeing them published.

The manuscript is original research that has not been published and is not under consideration elsewhere. Potential conflicts of interest have been reported in the paper.  All authors have read and approved the submission of the manuscript. The Institutional Review Board at Torrance Memorial Reviewed this study and has considered the work a quality improvement project.

Thank you for taking the time to consider our submission.  

Sincerely,

James A. McKinnell, M.D.
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