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We read with interest the work of Burger et al/ and com-
mend the authors for attempting to address the ‘paucity of
evidence’ supporting the current UK Department of Health
guidelines on uniforms and work wear, colloquially known
as the ‘bare below the elbows’ policy. Nevertheless, we feel
several points require consideration by the authors before
meaningful, robust conclusions can be made in this impor-
tant subject area.

Firstly, the authors focus on the absence of clothing
around the wrists facilitating more effective hand hygiene.
However, the more important reason for the policy may in
fact be the risk of transmission of pathogens from clothing
and jewellery to patients and hence the guidance that these
‘should not unintentionally come into contact with patients’!
during routine clinical care. This is supported by research
from many authors,>’ including Treakle e/ al (reporting
a high rate of bacterial contamination on the white coats
of physicians) and Trick et al (reporting that ring wearing
increases the frequency of hand contamination), and high-
lights the need to define clearly the terms ‘bare below the
elbows’ (BBE) and ‘not bare’ (NB); Burger el al imply that
there were individuals in both of their study groups wearing
rings and watches and this may have introduced consider-
able confounding to the results.

Secondly, we would question both the intervention under
study (hand washing) and the sampling and culture meth-
ods used to detect colony counts in the participants. There
is now an abundance of literature that supports the efficacy
of hand rubbing with alcohol versus the use of antiseptic
soap® and hand washing between each patient (unless the
hands are visibly soiled) is inefficient, unnecessary and may
lead to skin conditions that can reduce both compliance and
effectiveness of hand decontamination.” We would advocate
that the application of alcoholic hand rub, now considered
the norm in most institutions, would be a more appropriate

intervention in this instance. Previous studies have found
the prevalence of healthcare worker MRSA colonisation to
be up to 10% and that of the general population to be ~1%;
the low yields (0 out of 1,112 plates) in this study may indi-
cate an insensitive sampling method rather than low preva-
lence. The wide range in colony counts observed (0-1,000)
supports the hypothesis that the sampling and culture meth-
od is too inaccurate for the study to be interpretable and this
may also explain the paradoxical increase in colony counts
following hand washing that was seen in some participants.

Finally, we would hypothesise that significant bias is
present within the study, both due to the considerable pub-
licity surrounding healthcare infections and the ‘zero toler-
ance’ approach to those not following local guidelines. These
factors would incentivise any participant in the study (and
particularly those not adhering to BBE policy) to ‘perform
well’ during a hand washing exercise. The potentially une-
ven distribution of specialties in the BBE and NB groups (not
reported by Burger et al) would again risk the introduction of
bias. Differences in attire (surgical scrubs vs traditional work
wear) and in type of patient interaction exist between spe-
cialties and indeed within clinical grades and these factors
need careful consideration when designing a study of this
type as well as when interpreting study findings.

We recognise the many difficulties inherent in undertak-
ing a study in this complex field and while we do not wish to
be overly critical of this work we feel that the considerations
above are both valid and important. In order to reach firm
conclusions about the effectiveness of the BBE policy, it is
therefore essential that any clinical results are interpreted
in the context of the current literature and that bias and con-
founding are minimised during study design.
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