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Abstract:



Identifying environmental sources of Pseudomonas aeruginosa (Pa) related to hospital-acquired infections represents a key challenge for public health. Biofilms in water systems offer protection and favorable growth conditions, and are prime reservoirs of microorganisms. A comparative genotyping survey assessing the relationship between Pa strains recovered in hospital sink biofilm and isolated in clinical specimens was conducted. Environmental strains from drain, faucet and sink-surface biofilm were recovered by a culture method after an incubation time ranging from 48 to 240 h. The genotyping of 38 environmental and 32 clinical isolates was performed using a multiple-locus variable-number of tandem repeats analysis (MLVA). More than one-third of Pa isolates were only cultivable following ≥48 h of incubation, and were predominantly from faucet and sink-surface biofilms. In total, 41/70 strains were grouped within eight genotypes (A to H). Genotype B grouped a clinical and an environmental strain isolated in the same ward, 5 months apart, suggesting this genotype could thrive in both contexts. Genotype E grouped environmental isolates that were highly prevalent throughout the hospital and that required a longer incubation time. The results from the multi-hospital follow-up study support the drain as an important reservoir of Pa dissemination to faucets, sink surfaces and patients. Optimizing the recovery of environmental strains will strengthen epidemiological investigations, facilitate pathway identification, and assist in identifying and controlling the reservoirs potentially associated to hospital-acquired infections.
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1. Introduction


Healthcare-associated infections represent an important burden worldwide [1]. Pseudomonas aeruginosa (Pa) is recognized as a common cause of healthcare-associated infections, and has been considered an important causative agent in hospital outbreaks over the last decade [2,3,4]. A large number of these outbreaks have been linked to environmental sources, especially the water system [5,6,7,8,9]. Faucets, associated components, drains and connection plumbing can function as reservoirs for Pa, especially in the presence of microbial biofilms, which can harbor microorganism communities, protecting them from environmental stresses and favoring their growth [10]. Indeed, prospective studies have established that up to 100% of faucets [11,12,13] and drains [14,15,16] in hospitals are contaminated with Pa. However, the identification of the environmental sources associated to opportunistic pathogen infections represents an important and growing challenge. This is especially critical in a context for which patients have increased clinical burden and where sources of nosocomial infections must be identified, recognized and controlled.



To assess the presence of Pa in the hospital environment, most epidemiological investigations rely on culture-based methods developed for medical clinical microbiology [9,12,17]. Culture methods are so far considered an essential first step to recover strains that can undergo genotyping, and should therefore aim to recover all environmental strains to improve the likelihood of recovering those responsible for the outbreaks. Various growth media can be used for Pa isolation, including commonly used cetrimide agar plates [5,13,18,19] and Pa selective agar [20,21,22,23]. However, the culture media and conditions optimized for clinical strains may not be optimal for the recovery, isolation and quantification of environmental strains that are often adapted to lower nutrient levels and temperatures, typically associated to biofilms. Quantification using nutrient-poor growth media and incubation at lower temperatures (25–30 °C vs 37–41 °C) over a longer period of time (7 days vs 24–48 h) have been suggested to maximize the bacterial recovery from environmental samples [24].



Previous studies suggest multiple environmental reservoirs [9,11,16,25], pathways of dissemination [15,26,27] and sources of contamination for Pa [12,28,29,30], especially within the sink environment. In outbreak situations, genotyping methods are used to establish whether one of the strains isolated from the environment is a possible source of clinical infection. Several methods have been reported in clinical genotyping studies, including pulsed-field gel electrophoresis (PFGE), multiple-locus variable-number of tandem repeats analysis (MLVA), multilocus sequence typing (MLST), and repetitive element sequence-based polymerase chain reaction (rep-PCR). Given the large number of strains that could be present in the sink environment within hospitals, the selected method should have a high level of discrimination while requiring low labor and cost. For these reasons and on the basis of results obtained by van Mansfeld et al., who compared PFGE, MLST and MLVA methods to investigate the population structure of 60 strains isolated from cystic fibrosis patients [31], the MLVA method was selected to perform the genotyping study between the environmental and clinical strains. MLVA is a high-resolution and easy-to-perform method [32] that is based on the analysis of the selected variable-number of tandem repeats (VNTR) amplified by PCR and detected by electrophoresis. Its high discriminatory power makes it useful for outbreaks or short-term investigations [31,33,34,35]. The number of VNTR loci selected for the analysis can vary [34,36,37], and the probability of associating two unrelated strains to a same genotype is evaluated using the combined Hunter–Gaston diversity index (HGDI) [37].



Increased knowledge of the environmental reservoirs and pathways of dissemination of Pa within healthcare facilities is intensely needed to better control the bacterial load and exposure, and therefore hope to reduce the risk of infection. The objectives of the present study were to: (1) compare the culture media and incubation time to improve the recovery of environmental Pa strains from water and biofilms in sink components, (2) link isolated environmental and clinical specimens through genotypic analysis, and (3) understand faucet and drain environmental colonization patterns and interrelationships through a multi-hospital occurrence study.




2. Results


2.1. Culture Protocol Comparison for Environmental Samples


A total of 47 phenotypically different colonies of presumed Pa were isolated from 21/57 swab samples collected in hospital A, either on acetamide agar (Aa), on Pseudomonas isolation agar (PIa) or on both media over the various studied incubation periods (Table 1). The non-contaminated sinks were distributed throughout various floors and wards, and had no observed patterns or trends compared to the positive sinks. Confirmation by the International Organization for Standardization culture method (ISO 16266) and by PCR (gyrB) was obtained for 38/47 isolates. The 38 isolates were recovered from 17 Pa-positive swab samples (Table 1), collected in 8 of the 18 sampled sink environments. While a comparable number of isolates were recovered from the drains by Aa and PIa, the number of isolates from the faucet and sink-surface swabs was strikingly higher on PIa. Drain and faucet swabs had a high rate of confirmation on PIa, despite the extensive incubation time required in some cases; only one isolate from a faucet swab was not confirmed as Pa. When considering both culture media tested, 37.5% of strains grew after 48 h of incubation and 17.5% grew after 10 days. Positivity was found to be significantly lower for faucets and sink surfaces than for drains when considering the culture results obtained after 48 h of incubation (Table 2). Conversely, Pa positivity was not statistically different between drains, faucets and sink surfaces when accounting for positive samples detected after up to 10 day incubation time (Table 2).



Table 1. Phenotypically different environmental isolates from hospital A on acetamide agar (Aa) and Pseudomonas isolation agar (PIa) after incubation times of 48, 72, 96, and 240 h. Multiple strains could be isolated from a given sample.







	

	
Confirmed/Presumptive Pseudomonas aeruginosa (Pa) Isolates




	
(Confirmed/Presumptive Pa-Positive Environmental Sample)




	
Incubation Time (h)

	
Drain

	
Faucet

	
Surface

	
Total




	
Aa

	
PIa

	
Aa

	
PIa

	
Aa

	
PIa

	






	
48

	
9/13

	
12/12

	
—

	
—

	
0/1

	
2/4

	
23/30




	
(7/8)

	
(7/7)

	
—

	
—

	
(0/1)

	
(2/2)

	
(10/12) 1




	
72

	
2/2

	
2/2

	
—

	
—

	
—

	
0/1

	
4/5




	
(1/1)

	
(1/1)

	
—

	
—

	
—

	
(0/1)

	
(1/2) 1




	
96

	
—

	
—

	
—

	
3/4

	
1/1

	
—

	
4/5




	
—

	
—

	
—

	
(1/2)

	
(1/1)

	
—

	
(2/3)




	
240

	
—

	
—

	
—

	
4/4

	
—

	
3/3

	
7/7




	
—

	
—

	
—

	
(2/2)

	
—

	
(2/2)

	
(4/4)




	
Total

	
11/15

	
14/14

	
—

	
7/8

	
1/2

	
5/8

	
38/47




	
(8/9)

	
(8/8)

	
—

	
(3/4)

	
(1/2)

	
(4/5)

	
(17/21)








1 If isolated on Aa and PIa from same sample, counted as one positive sample.








Table 2. Percentage of Pseudomonas aeruginosa (Pa)-positive sites for an incubation time of up to 240 h compared to an incubation time of 48 h.







	
Hospital

	
Incubation Time (h)

	
% Pa-Positive (n Sampled Sites)




	
Drain

	
Faucet

	
Surface






	
A

	
Up to 240

	
33 (18)

	
17 (18)

	
22 (18)




	
48 1

	
28 (18)

	
0 (18)

	
6 (18)




	
B to E

	
48 1

	
51 (210)

	
1 (210)

	
10 (60)








1p ≤ 0.05.









2.2. Genotyping of Environmental and Clinical Strains


The genotyping of 38 Pa environmental isolates and 32 clinical isolates collected from hospital A was performed using MLVA with seven loci (MLVA-7). The number of alleles per locus varied between one and nine. MLVA-7 analyses resulted in eight genotypes grouping 41 strains, 27 single-strain genotypes and 3 not-classified strains with less than 5 VNTR amplified (Figure 1; Table S1). One locus could not be amplified for 10 environmental and 6 clinical strains, and at least two loci could not be amplified for 1 environmental and 9 clinical strains, resulting in an overall typability of between 82% and 96% for all strains, and a HGDI of between 0.49 and 0.83 (Table 3). Of the 18 sinks sampled, 8 had at least one positive site with a Pa strain from genotypes B and E to H (Figure 1). When available, the location of the suspected source of infection was documented for clinical isolates (Table S1).


Figure 1. Distribution of clinical and environmental isolates per genotype and detailed location of environmental isolates per site of isolation: drain (D), sink surface (S) or faucet (F).
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Table 3. Multiple-locus variable-number of tandem repeats analysis results: typability and Hunter-Gaston diversity index (HGDI) for environmental and clinical strains from hospital A.







	

	
MS142

	
MS211

	
MS213

	
MS215

	
MS216

	
MS222

	
MS223






	
All strains (n = 70)

	

	

	

	

	

	

	




	
No. of observed alleles

	
6

	
7

	
7

	
6

	
3

	
6

	
5




	
Alleles

	
1–5; 7

	
2–8

	
1–5; 8; 9

	
1–6

	
1–2; 4

	
1–6

	
2–5; 7




	
Typability (%)

	
96

	
89

	
90

	
86

	
96

	
82

	
86




	
HGDI

	
0.72

	
0.83

	
0.72

	
0.75

	
0.49

	
0.74

	
0.60




	
All environmental strains (n = 38)

	

	

	

	

	

	




	
No. of observed alleles

	
4

	
4

	
3

	
4

	
2

	
2

	
3




	
Alleles

	
1–2; 4–5

	
2–4; 6

	
1; 4–5

	
1–2; 4; 6

	
1–2

	
2; 4

	
2–4




	
Typability (%)

	
100

	
97

	
100

	
100

	
95

	
84

	
92




	
All clinical strains (n = 32)

	

	

	

	

	

	

	




	
No. of observed alleles

	
6

	
7

	
7

	
6

	
3

	
6

	
5




	
Alleles

	
1–5; 7

	
2–8

	
1–5; 8; 9

	
1–6

	
1–2; 4

	
1–6

	
2–5; 7




	
Typability (%)

	
91

	
79

	
79

	
70

	
97

	
79

	
79




	
Youenoue et al., 2014 (n = 62)

	

	

	

	

	

	




	
No. of observed alleles

	
9

	
9

	
11

	
8

	
5

	
7

	
6




	
Alleles

	
1–7; 12

	
2–9

	
0–7; 9–10

	
1–7

	
1–5

	
1–5; 7

	
2–7




	
Typability (%)

	
100

	
97

	
98

	
97

	
98

	
99

	
100




	
HGDI

	
0.83

	
0.79

	
0.86

	
0.86

	
0.65

	
0.76

	
0.70




	
Vu-Thien et al., 2007 (n = 24)

	

	

	

	

	

	




	
No. of observed alleles

	
9

	
8

	
7

	
7

	
4

	
7

	
7




	
Alleles

	
1–7

	
2–8

	
3–7; 9

	
1–6

	
1–4

	
1–6

	
2–7




	
Typability (%)

	
100

	
100

	
96

	
100

	
96

	
100

	
75




	
HGDI

	
0.81

	
0.76

	
0.85

	
0.80

	
0.64

	
0.76

	
0.77











2.3. Occurrence and Relationship between Sink Partsthis is an Example of an Equation


The results from the occurrence study conducted in five hospitals (A to E) revealed that 50.1% of all sampled sink drains were Pa culture-positive, whereas surfaces, faucet swabs and water had lower positivity (12.7%, 2.6% and 4.3%, respectively). The percentage of the culture positivity of sampled sites from hospitals B to E were compatible with the results from hospital A obtained after 48 h of incubation (Table 2). The paired positivity of sampling sites within a sink was evaluated for drains, faucets and sink surface swabs from hospitals A and B, and for water, faucets and drain swabs from hospitals B to E (Table 4). The odds were the highest for having a positive surface or water when the faucet swab was positive. However, because of the low number of positive faucets, increased odds of a positive faucet or surface in the presence of a positive drain should also be considered. Of all 229 sinks sampled, only 2 had positive results for all the sampled sites at those sinks.



Table 4. Percentage of paired positivity between two sampling sites at a sink for drains, faucets and sink surface swabs for hospitals A and B (n sink = 86) and for drain swabs, faucet swabs and water samples in hospitals B, C, D and E (n sink = 210). Odds ratios are indicated in brackets per sampling site pairs.







	

	

	
% Paired Pseudomonas aeruginosa Positivity at a Sink (Odds Ratio)




	
n Positive

	
Drain

	
Faucet

	
Sink Surface




	
Hospitals A & B

	
Drain

	
108

	
—

	
7 (3.3)

	
20 (1.3)




	
Faucet

	
3

	
67

	
—

	
40 (6)




	
Sink surface

	
9

	
60

	
20

	
—




	

	

	
n Positive

	
Drain

	
Faucet

	
Water




	
Hospitals B, C, D & E

	
Drain

	
108

	
—

	
7 (3.3)

	
20 (1.3)




	
Faucet

	
3

	
67

	
—

	
40 (6)




	
Water

	
9

	
60

	
20

	
—












3. Discussion


Nutrient-rich culture media with an antibiotic (PIa) and nutrient-poor selective media (Aa) were tested to assess the recovery of environmental strains over a prolonged incubation time. The rates of Pa isolation from drains were similar on PIa versus on Aa, whereas all but one isolate recovered from faucet and sink surface swabs were isolated on PIa (Table 1). The higher Pa recovery by PIa for faucet and sink surface swab samples could be associated to its nutrient-rich composition, most likely because it provided the necessary elements for the revival of cells under environmental stress or into latent state. The presence of viable but not culturable cells in the biofilm may have also contributed to the lack of culture positivity as well as the length of incubation time needed for the faucet and sink-surface swab samples [38].



The results suggest the importance of a longer incubation period for a better recovery of environmental isolates. More than one-third of the isolates required over 48 h of incubation, and half of those required as many as 10 days. When conducting an environmental investigation for water and swab samples, the choice of culture method and associated incubation times are key factors to improve the recovery of environmental isolates. Using the standard ISO culture method (48 h of incubation), a large proportion of positive sites may not be detected, compared to using other culture protocols with longer incubation times, such as the standard test method ASTM D5246-15 [39]. For example, the environmental strain that was genotypically similar to the clinical strain (genotype B) was isolated after 72 h of incubation time. Furthermore, some genotypes may require a longer incubation time than others. Although current results do not provide sufficient data to conclude, 18 of the 19 isolates recovered after 10 days of incubation belonged to the same genotype (E). The remaining isolate (Table S1: strain ID CL547b, genotype ST10) was closely related to genotype E, with one allele difference for the VNTR MS223, and was isolated from the same swab sample as CL547a (genotype E). Importantly, a longer incubation time did not reduce the rate of confirmation of isolated strains. All isolates recovered after a 10 day incubation time had a 100% confirmation by PCR and ISO culture methods, whereas strains recovered after 48 h had a lower confirmation rate of 78%.



Polymorphic VNTR were selected on the basis of the reported typability, the HGDI and the length, with a target of >100 bp. Longer VNTR have been reported to be more stable over time [32], and distinct alleles with longer repeat units are generally easier to score on agarose gels [40]. Provided that the clinical strains were isolated prior to the environmental isolates, a short, highly variable repeat unit would make it difficult to find a possible association between clinical and environmental strains. The 32 clinical isolates were grouped into 22 genotypes (18 unique), whereas the 38 environmental isolates were grouped into 11 genotypes (6 unique), displaying less diversity than clinical isolates previously observed [12]. Environmental isolates also showed a higher typability when averaging all seven VNTR (95 vs 82%). For example, the VNTR MS215 was not amplified from eight clinical strains (Table S1), resulting in a lower typability of 74% compared to a 100% typability for environmental strains. The lack of amplification for 2% of the tested isolates was previously reported for MS215 [31]. The lack of amplification of MS222 for all genotype C and F strains, and of MS223 for genotype H strains, suggested either the absence of those VNTR or mutation in the primer annealing site [27]. The two other strains that were missing MS222 were categorized as of unique genotypes (ST19 and ST20) but only displayed a difference in the number of repeats for MS142 to be part of genotype B (ST20) or F (ST19). Interestingly, ST19 was isolated from the same drain biofilm as two strains from genotype F (CL511 and CL512; Table S1), suggesting a possible change of the strain genotype over time.



The sink located in the intensive care unit (sink 3) had the most diversity in genotypes, with three genotypes isolated from the drain and two from the sink surface. Davis et al. also observed a larger diversity of Pa strains in neonatal ICUs during an outbreak investigation associated to sink transmission [29]. The presence of the same genotype both in the drain and on the surface area suggested splashing from the drain to the surface of sink 3 during water utilization, as previously reported [26]. Similarly, strains from the same genotype were recovered from the drain, the faucet and the sink surface in sink 2, located in Oncology. Overall, clinical and environmental isolates were not frequently grouped in the same genotypes, as previously observed [12,29]. In this study, only genotype B isolates were recovered from patients and sinks: from the drain in sink 1, located in the geriatric ward, and from two patients, a cystic fibrosis patient hospitalized 13 months earlier (undetermined site of acquisition) and a patient from the geriatric ward, 5 months after the environmental sampling. Both clinical and environmental isolates were small non-mucoid colonies with a metallic sheen. The MLVA-7 profile of genotype B strains was also identical to clinical strains isolated from two CF patients in Sweden [27]. When comparing clinical strains to previously published MLVA-7 profiles, genotype ST08 was found to be identical to a strain previously isolated both in hospital water and in patients, and identified as the source of an outbreak [27]. The isolation of the same genotype from both clinical and environmental samples raises questions with regard to the dissemination pathway and its chronology: from the patient to the sink drain, with a clinically fit strain able to colonize drain and water biofilms, or from the sink drain to the patient, with an environmentally fit strain able to successfully infect patients. A combination of both is also possible, where an environment is contaminated by patients and, in turn, becomes a source of contamination via splashing the hands of the caregiver [15,41], the aerator [28], the medical material used or stored near the sink, and the patient bed [26,42,43]. However, during an investigation, the exact location of Pa acquisition is not always clear, and sampling of the environment often occurs up to several weeks after acquisition, making it difficult to identify the source. Furthermore, the low culturability of Pa in the presence of environmental stressors increases the challenge of isolating all strains present within the sink environment. As molecular methods such as whole genome sequencing become more affordable and accessible to clinical settings, better identification of the source might be achieved [29,30]. Indeed, the study by Quick et al. revealed five clades to which clinical and environmental strains were closely related in a burn center [30]. In addition, the weekly sampling of the patient’s environment and water during their stay increased the likelihood of isolating environmental strains associated to the patient strains. In the present study, each of the sink environments were sampled only once.



The high prevalence of Pa in sampled sink drains (49.8%) was in line with results from previous studies summarized in a recent review [44]. Despite the high positivity of drains, a low positivity was detected for faucets (2.6%) and water (4.3%), suggesting that these environments were not as favorable for Pa growth or recovery because of conditions present at the faucet: shear forces due to water flow, cleaning and disinfection procedures, lower nutrient levels, exposure to chlorine, and metal aerators. As previously reported, such environmental stressors can impact the culturability and growth [45,46]. This would support the longer incubation time required for isolates from the faucet swabs, recovered after 96 to 240 h (Table 1). However, the absence of chlorine residuals and the presence of plastic aerators and warmer water temperatures within the faucet could provide favorable conditions for Pa growth. Therefore, depending on the specific conditions present at the faucet, the Pa positivity may vary between 7% and 74% as reported [12,22,47].



The positivity for sink surfaces was 12.5%, of which 50% had positive drains, 10% had positive faucets and 10% had both sites positive. Although the odds ratio for having a contaminated sink surface was 4.6 times higher when the faucet swab rather than drain was positive, the high prevalence of contaminated drains associated with sink surfaces suggested the drain as the primary reservoir of Pa contamination of the sink surface [26], especially if the disposal of patient body fluids or wastewater occurred in those drains [48]. On the other hand, the use of the shorter incubation time for the survey of hospital B to E could have impacted the positivity percentage for the faucet, the water and the aerator. When comparing positivity data for hospital A versus hospitals B to E, the drain positivity was lower (33% vs 51%), while the faucet and sink surface positivities were higher (17% and 22% vs 1% and 10%; Table 2). Considering that 84.5% of confirmed Pa strains isolated from the faucet or the sink surface required more than 48 h, the actual positivity for faucets and sink surfaces from hospitals B to E could have been up to 4.5 times higher than measured, especially considering the higher contamination rate detected in drains from hospitals B to E.




4. Materials and Methods


The culture method comparison was performed with environmental samples collected from a 255 bed adult hospital in the province of Québec, Canada (hospital A), supplied with chlorinated municipal water and no on-site disinfection. Swab samples were collected from sinks in rooms located in the following clinical and technical units: surgery, oncology, hemodialysis, emergency, geriatric, neonatology and hydrotherapy. Sterile cotton swabs (Puritan Medical Products) were used to collect biofilms from the drains, the tap aerators and the upper sink surfaces of 18 sinks, for a total of 57 samples, including 3 additional swab samples from a single sink drain. The samples were inoculated on PIa (DIFCO 292710) and Aa (Sigma-Aldrich 00185 with phenol red and agar) culture media. Incubation was performed at 35 °C for up to 240 h, and the subculturing of presumptive colonies took place after 24, 48, 96 and 240 h. Final confirmation was obtained through ISO 16266 standard culture method [49] and by gyrB qPCR [50]. In summary, colonies were plated on cetrimide agar with nalidixic acid (45.3 g/L cetrimide selective agar (Remel), 10 mL/L glycerol (Fisher), 15 mg/L nalidixic acid (Sigma-Aldrich)), incubated at 37.5 °C for 48 h and counted after 24 and 48 h. Following DNA chloroform extraction, the gyrB qPCR was performed by amplification using a Corbett Rotor-Gene 6000 for 50 cycles: a 10 min initial denaturation (95 °C), denaturation (95 °C; 30 s), annealing and elongation (60 °C; 90 s) [8].



MLVA genotyping was performed on 38 confirmed environmental isolates from sinks in hospital A and 32 clinical isolates from patients admitted throughout hospital A. Clinical isolates were uniformly distributed in time 24 months prior to and 6 months after the environmental sampling. DNA was extracted using a phenol method and the selected VNTR loci (MS142, MS211, MS213, MS215, MS216, MS222, MS223) were amplified by PCR using primers and conditions described by D. Sobral et al. [34]. The number of repeats for each VNTR locus were determined by electrophoresis on 2% agarose gel.



The occurrence study was conducted over 4 months, in five healthcare centers (identified as hospitals A to E) in the province of Quebec (Canada), including four adult hospitals (A: 255, C: 405, D: 420, and E: 80 beds) and one pediatric hospital (B: 450 beds). All hospitals were supplied with their municipal chlorinated water and no on-site treatment was used. A total of 229 sinks were sampled in the different study sites (18, 60, 52, 30 and 68, respectively). For each sink, the samples were collected as follows: (a) from a swab from the drain, (b) from 1 L of first-flush cold water in a sterile propylene bottle with 1% sodium thiosulfate (hospitals B to E), (c) from a swab of the aerator, and (d) from a swab of the upper sink surface (hospitals A and B). For water samples, 10 and 100 mL were filtered on a 0.45 μm cellulose membrane in duplicate. Filters and swabs were directly plated on the selected growth media using the ISO16266 method for hospitals B to E. Culture detection was performed on PIa and Aa selective media for samples from hospital A, with confirmation by ISO16266 and qPCR as described in the previous section.



The index of diversity (IOD) was calculated using the HGDI, using the V-Dice application (http://www.hpabioinformatics.org.uk/cgi-bin/DICI/DICI.pl). Statistical analyses were performed using the chi-square test, and were considered significantly different if p ≤ 0.05.




5. Conclusions


In this study, a large variety of environmental and clinical genotypes were isolated within multiple wards of a healthcare facility. Some genotypes were predominant within the hospital, recovered from drains, faucets and splash areas from multiple sinks. However, it was one of the non-dominant genotypes that was recovered both from the environment and from patients. In addition, the environmental strain was recovered after 72 h of incubation, and would have been missed with a 24–48 h incubation. A longer incubation time was shown to be critical for the recovery of environmental strains, especially for strains isolated from less favorable environments such as faucets. This increases the likelihood of finding environmental strains that are genotypically identical to clinical strains, as was the case here for genotype B.



The large proportion of positive drains and the association with positive faucets or splash areas confirm hospital drains as important Pa reservoir, firstly as a nutrient-rich environment compared to faucets or sink surfaces, and secondly as a source of contamination via aerosols toward surrounding surfaces (hands, bed, aerator, sink, and countertop). This is exacerbated in situations for which drainage is deficient, allowing water to accumulate in the sink during utilization. Strains present in the drain can then be resuspended in that water, increasing the likelihood of transmission. The redundancy of several genotypes observed in the sink environment, on the patient or on both suggests the presence of certain pathways bridging these sites. The results also provide some evidence that clinical strains can be recovered from sinks, but further studies are needed to substantiate this finding. Detailed prospective studies using optimized culture methods with a longer incubation time and genotyping are needed to better understand and document the strain dynamics in the environment surrounding hospitalized patients. Such understanding is key for infection prevention, as it will provide the necessary information to define, prioritize and implement corrective and preventive measures.








Supplementary Materials


The following are available online at www.mdpi.com/2076-0817/6/3/36/s1: Table S1: Genotype grouping of environmental (CL) and clinical (H) isolates from hospital A as per MLVA-7 profiles and location of isolation (environmental) or acquisition (clinical).





Acknowledgments


This study was supported by the partners of the NSERC Industrial Chair on Drinking Water. The authors would like to thank the chair staff, especially Yves Fontaine, Jacinthe Mailly, and Stéphanie Fey, as well as the participating hospitals, especially Christiane Parent. Eric Déziel holds a Canada Research Chair.




Author Contributions


C.L., E.B., D.C., M.P. and E.D. conceived and designed the experiments; C.L. and D.C. performed the experiments; C.L. and E.B. analyzed the data; P.D. and C.L. contributed samples and contributed to the data analysis; C.L. and E.B. wrote the paper.




Conflicts of Interest


The authors declare no conflict of interest.




References


	1. 
World Heatlh Organization (WHO). Report on the Burden of Endemic Health Care-Associated Infection Worldwide: A Systematic Review of the Litterature; World Heatlh Organization: Geneva, Switzerland, 2011. [Google Scholar]

	2. 
Hidron, A.I.; Edwards, J.R.; Patel, J.; Horan, T.C.; Sievert, D.M.; Pollock, D.A.; Fridkin, S.K. Nhsn annual update: Antimicrobial resistant pathogens associated with healthcare associated infections: Annual summary of data reported to the national healthcare safety network at the centers for disease control and prevention, 2006–2007. Infect. Control Hosp. Epidemiol. 2008, 29, 996–1011. [Google Scholar] [CrossRef] [PubMed]

	3. 
The RAISIN Working Group. Surveillance and outbreak reports “raisin”—A national programme for early warning, investigation and surveillance of healthcare-associated infection in France. Eurosurveillance 2009, 14, 429–433. [Google Scholar]

	4. 
Zarb, P.; Coignard, B.; Griskeviciene, J.; Muller, A.; Vankerckhoven, V.; Weist, K.; Goossens, M.M.; Vaerenberg, S.; Hopkins, S.; Catry, B.; et al. The European centre for disease prevention and control (ECDC) pilot point prevalence survey of healthcare-associated infections and antimicrobial use. Eurosurveillance 2012, 17, 4–19. [Google Scholar]

	5. 
Ferroni, A.; Nguyen, L.; Pron, B.; Quesne, G.; Brusset, M.-C.; Berche, P. Outbreak of nosocomial urinary tract infections due to Pseudomonas aeruginosa in a paediatric surgical unit associated with tap-water contamination. J. Hosp. Infect. 1998, 39, 301–307. [Google Scholar] [CrossRef]

	6. 
Yapicioglu, H.; Gokmen, T.G.; Yildizdas, D.; Koksal, F.; Ozlu, F.; Kale-Cekinmez, E.; Mert, K.; Mutlu, B.; Satar, M.; Narli, N.; et al. Pseudomonas aeruginosa infections due to electronic faucets in a neonatal intensive care unit. J. Paediatr. Child Health 2011, 48, 430–434. [Google Scholar] [CrossRef] [PubMed]

	7. 
Ehrhardt, D.; Terashita, D.; English, T. An Outbreak of Pseudomonas aeruginosa in Neonatal Intensive Care Unit, Los Angeles County, Special Studies Report 2006; Acute Communicable Disease Control Program: Los Angeles, CA, USA, 2006; pp. 53–55. [Google Scholar]

	8. 
Bedard, E.; Laferriere, C.; Charron, D.; Lalancette, C.; Renaud, C.; Desmarais, N.; Deziel, E.; Prevost, M. Post-outbreak investigation of Pseudomonas aeruginosa faucet contamination by quantitative polymerase chain reaction and environmental factors affecting positivity. Infect. Control Hosp. Epidemiol. 2015, 36, 1337–1343. [Google Scholar] [CrossRef] [PubMed]

	9. 
Walker, J.T.; Jhutty, A.; Parks, S.; Willis, C.; Copley, V.; Turton, J.F.; Hoffman, P.N.; Bennett, A.M. Investigation of healthcare-acquired infections associated with Pseudomonas aeruginosa biofilms in taps in neonatal units in northern ireland. J. Hosp. Infect. 2014, 86, 16–23. [Google Scholar] [CrossRef] [PubMed]

	10. 
Wingender, J. Hygienically relevant microorganisms in biofilms of man-made water systems. In Biofilm Highlights; Flemming, H.-C., Wingender, J., Szewzyk, U., Eds.; Springer: Berlin/Heidelberg, Germany, 2011; Volume 5, pp. 189–238. [Google Scholar]

	11. 
Trautmann, M.; Michalsky, T.; Wiedeck, H.; Radosavljevic, V.; Ruhnke, M. Tap water colonization with Pseudomonas aeruginosa in a surgical intensive care unit (ICU) and relation to Pseudomonas infections of ICU patients. Infect. Control Hosp. Epidemiol. 2001, 22, 49–52. [Google Scholar] [CrossRef] [PubMed]

	12. 
Lavenir, R.; Sanroma, M.; Gibert, S.; Crouzet, O.; Laurent, F.; Kravtsoff, J.; Mazoyer, M.A.; Cournoyer, B. Spatio-temporal analysis of infra-specific genetic variations among a Pseudomonas aeruginosa water network hospital population: Invasion and selection of clonal complexes. J. Appl. Microbiol. 2008, 105, 1491–1501. [Google Scholar] [CrossRef] [PubMed]

	13. 
Van der Mee-Marquet, N.; Bloc, D.; Briand, L.; Besnier, J.M.; Quentin, R. Non-touch fittings in hospitals: A procedure to eradicate Pseudomonas aeruginosa contamination. J. Hosp. Infect. 2005, 60, 235–239. [Google Scholar] [CrossRef] [PubMed]

	14. 
Levin, M.H.; Olson, B.; Nathan, C.; Kabins, S.A.; Weinstein, R.A. Pseudomonas in the sinks in an intensive care unit: Relation to patients. J. Clin. Pathol. 1984, 37, 424–427. [Google Scholar] [CrossRef] [PubMed]

	15. 
Döring, G.; Ulrich, M.; Müller, W.; Bitzer, J.; Schmidt-Koenig, L.; Münst, L.; Grupp, H.; Wolz, C.; Stern, M.; Botzenhart, K. Generation of Pseudomonas aeruginosa aerosols during handwashing from contaminated sink drains, transmission to hands of hospital personnel, and its prevention by use of a new heating device. Int. J. Hyg. Environ. Med. 1991, 191, 494–505. [Google Scholar]

	16. 
Cholley, P.; Thouverez, M.; Floret, N.; Bertrand, X.; Talon, D. The role of water fittings in intensive care rooms as reservoirs for the colonization of patients with Pseudomonas aeruginosa. Intensive Care Med. 2008, 34, 1428–1433. [Google Scholar] [CrossRef] [PubMed]

	17. 
Cuttelod, M.; Senn, L.; Terletskiy, V.; Nahimana, I.; Petignat, C.; Eggimann, P.; Bille, J.; Prod’hom, G.; Zanetti, G.; Blanc, D.S. Molecular epidemiology of Pseudomonas aeruginosa in intensive care units over a 10-year period (1998–2007). Clin. Microbiol. Infect. 2011, 17, 57–62. [Google Scholar] [CrossRef] [PubMed]

	18. 
Leprat, R.; Denizot, V.; Bertr, X.; Talon, D. Non-touch fittings in hospitals: A possible source of Pseudomonas aeruginosa and Legionella spp. J. Hosp. Infect. 2003, 53, 77. [Google Scholar] [CrossRef] [PubMed]

	19. 
Rogues, A.M.; Boulestreau, H.; Lashéras, A.; Boyer, A.; Gruson, D.; Merle, C.; Castaing, Y.; Bébear, C.M.; Gachie, J.P. Contribution of tap water to patient colonisation with Pseudomonas aeruginosa in a medical intensive care unit. J. Hosp. Infect. 2007, 67, 72–78. [Google Scholar] [CrossRef] [PubMed]

	20. 
Chaidez, C.; Gerba, C.P. Comparison of the microbiologic quality of point-of-use (pou)-treated water and tap water. Int. J. Environ. Health Res. 2004, 14, 253–260. [Google Scholar] [CrossRef] [PubMed]

	21. 
Motoshima, M.; Yanagihara, K.; Fukushima, K.; Matsuda, J.; Sugahara, K.; Hirakata, Y.; Yamada, Y.; Kohno, S.; Kamihira, S. Rapid and accurate detection of Pseudomonas aeruginosa by real-time polymerase chain reaction with melting curve analysis targeting gyrb gene. Diagn. Microbiol. Infect. Dis. 2007, 58, 53–58. [Google Scholar] [CrossRef] [PubMed]

	22. 
Vianelli, N.; Giannini, M.B.; Quarti, C.; Bucci Sabattini, M.A.; Fiacchini, M.; de Vivo, A.; Graldi, P.; Galli, S.; Nanetti, A.; Baccarani, M.; et al. Resolution of a Pseudomonas aeruginosa outbreak in a hematology unit with the use of disposable sterile water filters. Haematologica 2006, 91, 983–985. [Google Scholar] [PubMed]

	23. 
Warburton, D.W.; Bowen, B.; Konkle, A. The survival and recovery of Pseudomonas aeruginosa and its effect upon salmonellae in water: Methodology to test bottled water in canada. Can. J. Microbiol. 1994, 40, 987–992. [Google Scholar] [CrossRef] [PubMed]

	24. 
Ortolano, G.A.; McAlister, M.B.; Angelbeck, J.A.; Schaffer, J.; Russell, R.L.; Maynard, E.; Wenz, B. Hospital water point-of-use filtration: A complementary strategy to reduce the risk of nosocomial infection. Am. J. Infect. Control 2005, 33, S1–19. [Google Scholar] [CrossRef] [PubMed]

	25. 
Charron, D.; Bédard, E.; Lalancette, C.; Laferrière, C.; Prévost, M. Impact of electronic faucets and water quality on the occurrence of Pseudomonas aeruginosa in water: A multi-hospital study. Infect. Control Hosp. Epidemiol. 2015, 36, 311–319. [Google Scholar] [CrossRef] [PubMed]

	26. 
Hota, S.; Hirji, Z.; Stockton, K.; Lemieux, C.; Dedier, H.; Wolfaardt, G.; Gardam, M.A. Outbreak of multidrug-resistant Pseudomonas aeruginosa colonization and infection secondary to imperfect intensive care unit room design. Infect. Control Hosp. Epidemiol. 2009, 30, 25–33. [Google Scholar] [CrossRef] [PubMed]

	27. 
Johansson, E.; Welinder-Olsson, C.; Gilljam, M. Genotyping of Pseudomonas aeruginosa isolates from lung transplant recipients and aquatic environment-detected in-hospital transmission. APMIS 2014, 122, 85–91. [Google Scholar] [CrossRef] [PubMed]

	28. 
Schneider, H.; Geginat, G.; Hogardt, M.; Kramer, A.; Durken, M.; Schroten, H.; Tenenbaum, T. Pseudomonas aeruginosa outbreak in a pediatric oncology care unit caused by an errant water jet into contaminated siphons. Pediatr. Infect. Dis. J. 2012, 31, 648–650. [Google Scholar] [CrossRef] [PubMed]

	29. 
Davis, R.J.; Slade, O.J.; Van Hal, S.; Espedido, B.; Gordon, A.; Farhat, R.; Chan, R. Whole genome sequencing in real-time investigation and management of a Pseudomonas aeruginosa outbreak on a neonatal intensive care unit. Infect. Control Hosp. Epidemiol. 2015, 36, 1058–1064. [Google Scholar] [CrossRef] [PubMed]

	30. 
Quick, J.; Cumley, N.; Wearn, C.M.; Niebel, M.; Constantinidou, C.; Thomas, C.M.; Pallen, M.J.; Moiemen, N.S.; Bamfor, A.; Oppenheim, B.; et al. Seeking the source of Pseudomonas aeruginosa infections in a recently opened hospital: An observational study using whole-genome sequencing. BMJ Open 2014, 4, e006278. [Google Scholar] [CrossRef] [PubMed]

	31. 
Van Mansfeld, R.; Jongerden, I.; Bootsma, M.; Buiting, A.; Bonten, M.; Willems, R. The population genetics of Pseudomonas aeruginosa isolates from different patient populations exhibits high-level host specificity. PLoS ONE 2010, 5. [Google Scholar] [CrossRef] [PubMed]

	32. 
Li, W.; Raoult, D.; Fournier, P.E. Bacterial strain typing in the genomic era. FEMS Microbiol. Rev. 2009, 33, 892–916. [Google Scholar] [CrossRef] [PubMed]

	33. 
Van der Bij, A.K.; Van Mansfeld, R.; Peirano, G.; Goessens, W.H.F.; Severin, J.A.; Pitout, J.D.D.; Willems, R.; Van Westreenen, M. First outbreak of vim-2 metallo-β-lactamase-producing Pseudomonas aeruginosa in the netherlands: Microbiology, epidemiology and clinical outcomes. Int. J. Antimicrob. Agents 2011, 37, 513–518. [Google Scholar] [CrossRef] [PubMed]

	34. 
Sobral, D.; Mariani-Kurkdjian, P.; Bingen, E.; Vu-Thien, H.; Hormigos, K.; Lebeau, B.; Loisy-Hamon, F.; Munck, A.; Vergnaud, G.; Pourcel, C. A new highly discriminatory multiplex capillary-based mlva assay as a tool for the epidemiological survey of Pseudomonas aeruginosa in cystic fibrosis patients. Eur. J. Clin. Microbiol. Infect. Dis. 2012, 31, 2247–2256. [Google Scholar] [CrossRef] [PubMed]

	35. 
Jabalameli, F.; Mirsalehian, A.; Sotoudeh, N.; Jabalameli, L.; Aligholi, M.; Khoramian, B.; Taherikalani, M.; Emaneini, M. Multiple-locus variable number of tandem repeats (vntr) fingerprinting (mlvf) and antibacterial resistance profiles of extended spectrum beta lactamase (esbl) producing Pseudomonas aeruginosa among burnt patients in tehran. Burns 2011, 37, 1202–1207. [Google Scholar] [CrossRef] [PubMed]

	36. 
Turton, J.F.; Turton, S.E.; Yearwood, L.; Yarde, S.; Kaufmann, M.E.; Pitt, T.L. Evaluation of a nine-locus variable-number tandem-repeat scheme for typing of Pseudomonas aeruginosa. Clin. Microbiol. Infect. 2010, 16, 1111–1116. [Google Scholar] [CrossRef] [PubMed]

	37. 
Vu-Thien, H.; Corbineau, G.; Hormigos, K.; Fauroux, B.; Corvol, H.; Clement, A.; Vergnaud, G.; Pourcel, C. Multiple-locus variable-number tandem-repeat analysis for longitudinal survey of sources of Pseudomonas aeruginosa infection in cystic fibrosis patients. J. Clin. Microbiol. 2007, 45, 3175–3183. [Google Scholar] [CrossRef] [PubMed]

	38. 
Li, L.; Mendis, N.; Trigui, H.; Oliver, J.D.; Faucher, S.P. The importance of the viable but non-culturable state in human bacterial pathogens. Front. Microbiol. 2014, 5, 258. [Google Scholar] [CrossRef] [PubMed]

	39. 
ASTM D5246-15. Standard Test Method for Isolation and Enumeration of Pseudomonas aeruginosa from Water; ASTM International: West Conshohocken, PA, USA, 2015; p. 5. [Google Scholar]

	40. 
Onteniente, L.; Brisse, S.; Tassios, P.T.; Vergnaud, G. Evaluation of the polymorphisms associated with tandem repeats for Pseudomonas aeruginosa strain typing. J. Clin. Microbiol. 2003, 41, 4991–4997. [Google Scholar] [CrossRef] [PubMed]

	41. 
Crivaro, V.; Di Popolo, A.; Caprio, A.; Lambiase, A.; Di Resta, M.; Borriello, T.; Scarcella, A.; Triassi, M.; Zarrilli, R. Pseudomonas aeruginosa in a neonatal intensive care unit: Molecular epidemiology and infection control measures. BMC Infect. Dis. 2009, 9, 70. [Google Scholar] [CrossRef] [PubMed]

	42. 
Kotay, S.; Chai, W.; Guilford, W.; Barry, K.; Mathers, A.J. Spread from the sink to the patient: In situ study using green fluorescent protein (gfp)-expressing escherichia coli to model bacterial dispersion from hand-washing sink-trap reservoirs. Appl. Environ. Microbiol. 2017, 83, e03327-16. [Google Scholar] [CrossRef] [PubMed]

	43. 
Salm, F.; Deja, M.; Gastmeier, P.; Kola, A.; Hansen, S.; Behnke, M.; Gruhl, D.; Leistner, R. Prolonged outbreak of clonal mdr Pseudomonas aeruginosa on an intensive care unit: Contaminated sinks and contamination of ultra-filtrate bags as possible route of transmission? Antimicrob. Resist. Infect. Control 2016, 5, 53. [Google Scholar] [CrossRef] [PubMed]

	44. 
Bédard, E.; Prévost, M.; Déziel, E. Pseudomonas aeruginosa in premise plumbing of large buildings. MicrobiologyOpen 2016, 5, 937–956. [Google Scholar] [CrossRef] [PubMed]

	45. 
Dwidjosiswojo, Z.; Richard, J.; Moritz, M.M.; Dopp, E.; Flemming, H.-C.; Wingender, J. Influence of copper ions on the viability and cytotoxicity of Pseudomonas aeruginosa under conditions relevant to drinking water environments. Int. J. Hyg. Environ. Health 2011, 214, 485–492. [Google Scholar] [CrossRef] [PubMed]

	46. 
Bédard, E.; Charron, D.; Lalancette, C.; Déziel, E.; Prévost, M. Recovery of Pseudomonas aeruginosa culturability following copper- and chlorine-induced stress. FEMS Microbiol. Lett. 2014, 356, 226–234. [Google Scholar] [CrossRef] [PubMed]

	47. 
Blanc, D.S.; Nahimana, I.; Petignat, C.; Wenger, A.; Bille, J.; Francioli, P. Faucets as a reservoir of endemic Pseudomonas aeruginosa colonization/infections in intensive care units. Intensive Care Med. 2004, 30, 1964–1968. [Google Scholar] [CrossRef] [PubMed]

	48. 
Garvey, M.I.; Bradley, C.W.; Tracey, J.; Oppenheim, B. Continued transmission of Pseudomonas aeruginosa from a wash hand basin tap in a critical care unit. J. Hosp. Infec. 2016, 94, 8–12. [Google Scholar] [CrossRef] [PubMed]

	49. 
International Organization for Standardization (ISO). Water Quality—Detection and Enumeration of Pseudomonas aeruginosa—Method by Membrane Filtration; International Organization for Standardization: Geneva, Switzerland, 2006; p. 12. [Google Scholar]

	50. 
Lee, C.S.; Wetzel, K.; Buckley, T.; Wozniak, D.; Lee, J. Rapid and sensitive detection of Pseudomonas aeruginosa in chlorinated water and aerosols targeting gyrb gsene using real-time pcr. J. Appl. Microbiol. 2011, 111, 893–903. [Google Scholar] [CrossRef] [PubMed]

















© 2017 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access article distributed under the terms and conditions of the Creative Commons Attribution (CC BY) license (http://creativecommons.org/licenses/by/4.0/).







nav.xhtml


  pathogens-06-00036


  
    		
      pathogens-06-00036
    


  




  





media/file1.png
8L AUIS - 6 UIS

yun aaed
JAISUI U § UIG

JRUOAN / JUIS

DRI 9 NUIg

ArpuneT g yuig

A193ang § yuig

jun aaed

IAISUUJ € UIG

Detailed location of environmental isolates

A30100uQ) T quIg

S FIDS F/IDS FIDS FIDS F|IDS FIDS FIDS F|DS F

©
7))
2 ||

lfo..u —
DI [ UIS g
- =
$9)L[0SI [LJUIWULOII AUD ~ m..
] quinpn =
$9}e[0SI =

[EDTUI[D JO JAqUINN | sl

.m Ol || —= ]|l |=H

adAousn s 2 |E|R[E|E[E]E

25 R NS NS NN NSNS

Clinical unique genotypes (18)

|ST01 -ST05, ST07-ST09, ST12, ST14-ST18, ST20, ST25-ST28






media/file2.png





media/file0.jpg
LIS - 6 uIs

nun azes
Qarsuatu] g yuis

TeU0aN £ Ui

|
h

uiean 9 yuis

Gpune ¢ yus

!

Aiaflang pyuig

un ae>

anisuau] € Yuig

Detailed location of environmental isolates.

A80103u0 7 yuis

SFDSEDsFDSFDsFDs F[Ds FDs F[Ds F

Suenan [ yuis

Environmental unique genotypes (6)

-
S TS .,
- el e -
]
Jeoruga jo saquiny |~ 0 5
sdsions| < o] ]| o £ [2 [ 2 B[

‘Clinical unique genotypes (18)

[STO1-5105 STo7-109 STz STH 45738 5720 STE55738





