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Jonathan Freeman Scholarships

The scholarships for the SHEA/CDC Hospital
Epidemiology Training Course have been named in memo-
ry of Jonathan Freeman, a devoted faculty member of the
training course for over 10 years. During his 10 years as part
of the faculty, Dr. Freeman taught the basics of epidemiolo-
gy and statistics to more than 2,000 infectious disease fellows
and practitioners in infection control and hospital epidemiol-
ogy. He died on May 23, 2000, from complications of lym-
phoma. Dr. Freeman received his first academic appoint-
ment at Harvard Medical School in 1972, joined the Harvard
School of Public Health in 1990, and led the Interdisciplinary
Program in Infectious Disease in recent years. Seven
Jonathan Freeman Scholarships in the amount $1,000 each
will be awarded to infectious disease fellows to attend each
training course. The SHEA/CDC Hospital Epidemiology
Training course is currently held twice a year.

FDA Slides on Reprocessed
Single-Use Devices Available on Web

The FDA has posted on their web site a slide presen-
tation entitled “Enforcement Priorities for Single-Use
Devices Reprocessed by Third Parties and Hospitals.” It
can be downloaded from http://www.fdaweb.com/
default.asp?section=login&ArticleID=B10030015.

FDA Says Hospitals Reusing Single-Use
Devices Are Manufacturers

On August 14, 2000, the FDA issued its final guidance
on the reprocessing and reuse of devices intended for single-
use (SUDs). Hospitals that reprocess SUDs are defined as
manufacturers and will have similar requirements as compa-
nies that reprocess. These requirements include the premar-
ket requirements of either a 510K (premarket notification) or
a PMA (premarket approval). In addition, nonpremarket
requirements for all entities include registration as a
reprocessor, medical-device reporting and tracking, product
corrections and removals, quality system programs, and
labeling. These requirements do not apply to healthcare
facilities that are not hospitals or to open and unused, per-
manently implantable pacemakers or hemodialyzers. For
more information and the FDA enforcement procedures, go
to www.fda.gov/cdrh/reuse/index.shtml.
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Influenza Pandemic Preparedness
Planning Software

Influenza pandemics have occurred three times dur-
ing the 20th century: 1918, 1957, and 1968. Experts predict
that another influenza pandemic is likely, if not inevitable.
Prepandemic planning is essential if influenza pandemic-
related morbidity, mortality, and social disruption are to be
minimized. To help state and local public health officials
and policy makers prepare for the next influenza pandemic,
the CDC has developed FluAid 2.0, a specialized software
that estimates the number of deaths, hospitalizations, and
outpatient visits that may occur during the next pandemic.
The software also will help planners calculate the potential
burden of an influenza pandemic on healthcare resources
(eg, number of hospital beds required and doctors avail-
able to see outpatients as a percentage of existing capacity).

FluAid 2.0 is available from the National Vaccine
Program Office’s web site, http://www2.cdc.gov/od/
fluaid/default.htm. The software can be downloaded or can
be accessed as an online calculator. A manual is provided
explaining the software, required data inputs, and sugges-
tions for data sources. FluAid is in the public domain and
available free of charge.

FROM: CDC. Notice to readers: availability of influenza
pandemic preparedness planning FluAid 2.0. MMWR
2000;49:791.

Needle and Sharps Safety Bills in
Congress

Two needle and sharps safety bills were introduced in
Congress in mid-September. The House bill (HR 5178),
sponsored by Representatives Cass Ballenger (R-NC) and
Major Owens (D-NY), would require employers to consid-
er and implement the use of “safer medical devices,” aterm
that refers to needles and other medical instruments with
built-in mechanisms to reduce or eliminate employee expo-
sure to sharp points and edges. The legislation would
require OSHA to revise its Bloodborne Pathogen Standard
and require hospitals and other employers to identify, eval-
uate, and use these “safer medical devices.”

Senator James Jeffords (R-VT) introduced the Senate
version of the Needlestick Safety and Prevention Act (S
3067) that mirrors the House legislation (HR 5178) recently
passed by the Workforce Protections Subcommittee. Both
bills needed to be approved by legislative committees before
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they can go to a vote in the full Senate and House. Both bills
require maintenance of a sharps-injury log and emphasize
training, education, and the participation of workers at risk
for sharps injuries in evaluating and selecting safer devices.
In March 2000, the CDC estimated that 384,325 percuta-
neous injuries from contaminated sharps occur annually
among healthcare workers in the United States.

Skin Tolerance and Effectiveness of Two
Hand-Decontamination Procedures

Hand decontamination is crucial to control nosocomi-
al infections. The utility of hand decontamination is related
not only to its antimicrobial effectiveness but also to its
acceptability by hospital staff. Winnefeld and colleagues
from Marseille, France, conducted a study to assess skin
tolerance and antimicrobial effects of two widely accepted
hand-hygiene measures under in-use conditions. Fifty-two
nurses were randomly assigned for an 8day period to
either an alcohol-based disinfectant or a hand wash with a
non-antiseptic soap. At baseline and at the end of the test
period, microbiological hand samples were obtained both
before and after a hand-hygiene procedure, and skin toler-
ance was assessed using clinical scores and measurement
of transepidermal water loss.

Self-assessment of skin condition and grade of skin
damage worsened significantly more in the group using soap
than in the group using alcoholic disinfectant (P=.004 and
P=.01, respectively). The alcohol-based rinse was significant-
ly more effective than liquid soap in removing transient con-
taminant microorganisms (P=.016). Twenty of 50 hand wash-
es with non-antiseptic soap apparently resulted in bacterial
contamination of the hands. At the end of the study, the total
bacterial count increased with the increasing number of
hand washes in the soap group (P=.003) and with the degree
of skin damage (P=.005) in the antiseptic group.

The authors concluded that, in everyday hospital prac-
tice, alcohol-based disinfectant is more effective and better
tolerated than non-antiseptic soap; soap is at risk of spread-
ing contamination; and skin comfort strongly influences the
number and the quality of hand-hygiene procedures.

FROM: Winnefeld M, Richard MA, Drancourt M,
Grob JJ. Skin tolerance and effectiveness of two hand
decontamination procedures in everyday hospital use. Br J
Dermatol 2000;143:546-550.

Endemic P aeruginosa Infection in an NICU

Nosocomial infections due to Pseudomonas aeruginosa
have been well described, but the environmental reservoir
of the organism varies. Foca and coinvestigators from New
York-Presbyterian Hospital and Columbia-Presbyterian
Medical Center, New York, conducted an epidemiological
and molecular investigation of endemic P aeruginosa infec-
tion among infants in a neonatal intensive care unit (NICU)
that was associated with carriage of the organisms on the
hands of healthcare workers (HCWSs). In August 1998, col-

https://doi.org/10.1017/50195941700044295 Published online by Cambridge University Press

onization or infection with P aeruginosa was identified in 6
infants. Surveillance cultures were obtained from the other
27 infants in the unit, and possible environmental reser-
voirs also were assessed. The hands of HCWs were inspect-
ed, cultures were taken, and risk factors for P aeruginosa
colonization were evaluated. Isolates were analyzed for
clonality by pulsed-field gel electrophoresis.

Surveillance cultures showed that 3 additional infants
were colonized with P aeruginosa. Cultures of environmental
specimens were negative, but cultures of the hands of 10
(6%) of 165 HCWSs were positive for P aeruginosa. Increasing
age (P=.05) and a history of the use of artificial fingernails or
nail wraps (P=.03) were both risk factors for colonization of
the hands. From January 1997 to August 1998, 49 infants
were infected or colonized with P aeruginosa. Pulsed-field
gel electrophoresis demonstrated that 17 of these infants
and 1 HCW who had onychomycosis had the same clone.
Infants who were exposed to this HCW in August 1998 were
at greater risk of having this clone than infants who were not
exposed to this HCW (odds ratio, 41.2; 95% confidence inter-
val, 1.8940.0; P=.006).

The authors concluded that an increased rate of infec-
tion and colonization with P aeruginosa among infants in
NICUs should be investigated by assessing potential reser-
voirs, including environmental sources, as well as patients
and HCWs.

FROM: Foca M, Jakob K, Whittier S, Della Latta P,
Factor S, Rubenstein D, et al. Endemic Pseudomonas aerug-
inosa infection in a neonatal intensive care unit. N Engl |
Med 2000;343:695-700.

Antimicrobial Resistance of S preumoniae

Among antimicrobial agents that have been consistently
efficacious in treating infections due to specific bacteria over
extended periods of time, there are few better examples than
Streptococcus pneumoniae and penicillin. Until recently in the
United States, this combination had remained nearly uniform-
ly effective. The sole issue mitigating for or against use of peni-
cillin (or ampicillin) in the management of systemic pneumo-
coccal infections or oral ampicillin (or amoxicillin) in treating
localized, non-life-threatening pneumococcal infections was
the penicillin allergy status of the patient. In the nonallergic
patient, penicillin or its congeners have been the drugs of
choice largely because resistance to these agents remained
uncommon. All of that changed dramatically in the United
States during the early part of the 1990s with the emergence
of high rates of antimicrobial resistance with S pneumoniae
and concomitantly the recognition of diminished efficacy
when certain other antimicrobials were used to treat pneumo-
coccal infections. A recent issue of Seminars in Respiratory and
Critical Care Medicine included a thorough discussion of the
problem of antimicrobial resistance with S preumoniae. The
discussion, edited by Dr. Gary Doern of the University of lowa
Hospitals and Clinics, includes a question and answer format.

FROM: Doern GV. Antimicrobial resistance with
Streptococcus pneumoniae in the United States. Sem Respir
Crit Care Med 2000;21:273-284.
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