
Letters to the Editor

Pitfalls in Infection
Control

To the Editor:
We would like to share with you

several “pitfalls” in infection control
that we have experienced at our 300-
bed referral center.

Despite our education efforts in
category-specific isolation, we have
observed healthcare students (ie, stu-
dent nurses or respiratory therapists)
violating our isolation guidelines.
Healthcare students often are not
taught the importance and rationale of
isolation, nor of category-specific or
body substance isolation. With patient
care time constraints, the nursing staff
or supervisory personnel often make
infection control education a low prior-
ity, and these students remain naive to
the practice of infection control. Medi-
cal residents are taught at orientation
but often learn infection control princi-
ples by trial and error.

Lapses in infection control prac-
tices have become particularly
problematic for patients in the inten-
sive care unit with organisms resistant
to multiple drugs. Nurses and other
personnel who have been educated in
universal precautions nonetheless occa-
sionally wear gloves while answering
the telephone, answering pages, or
charting; cross-contamination may
0ccur.l

We also have observed patients,
in isolation for multiply drug-resistant
organisms, transferred to the operat-
ing room and returned to the same
floor within 24 hours, no longer in
isolation. Although we label all the
temporary hospital charts of isolated
patients with isolation tape, these
patients still occasionally “slip” out of
isolation.

Isolation tape also is affixed to the
permanent hospital chart of patients
with resistant organisms, to alert all
healthcare providers and the admit-
ting office when these patients are
readmitted to the hospital. We also

have developed patient information bro-
chures for more common drug-
resistant organisms, written in “lay
terms” to educate patients and their
families.

Finally, we require a direct phone
call from the microbiology lab to the
infection control nurse, floor nurse,
and physician in the event of positive
blood cultures or organisms requiring
isolation.

Barry C. Fox, MD, FACP
Teresa Rahn,RN

Carle Clinic
Urbana, Illinois
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To the Editor:
Schulman et al1 have presented

an elaborate Monte Carlo simulation
estimating the potential benefit of a
human immunodeficiency virus
(HIV) screening program for sur-
geons in preventing surgeon-to-
patient HIV transmission. The
sophistication of their analysis
obscures a critical flaw in the data on
which it is based.

The authors’ premise justifying
this analysis is that HIV-infected sur-
geons regularly, if infrequently, trans-
mit HIV to their patients. In fact, a
surgeon-to-patient transmission rate
greater than zero is a required para-
meter for the statistical model. The
authors acknowledge that despite sev-
eral lookback  studies, there are no
known cases of surgeon-to-patient HIV
transmission on which to base a realis-
tic estimate of that transmission rate.
They state that ‘There are currently
no data . .. " when referring to the
negative findings of the lookback  stud-
ies and proceed to substitute an alter-
native transmission rate more suitable

to the requirements of the model.
Negative findings, although subject to
all of the potential limitations of posi-
tive findings, are legitimate data, and
negative findings are all we have at this
time.

Although surgeon-to-patient HIV
transmission is plausible, our cur-
rent best estimate of that rate is zero.
After the first case is documented, if
that occurs, then the transmission
rate and the potential benefit of pre-
vention programs may be estimated.
Until then, (0) - (0) = 0, even in
Monte Carlo.

Janine Jagger, MPH, PhD
University of Virginia

Health Sciences Center
Charlottesville, Virginia
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The author replies.

Dr. Jagger raises an interesting
point in her letter, that of the current
status of the Centers for Disease
Control (CDC) lookback  program.
There have been no confirmed
reports of surgeon-to-patient trans-
mission of human immunodeficiency
virus (HIV) infection yet identified
through this extensive investigative
effort.’ Yet, Dr. Jagger in her letter,
and the CDC in their reports, have
ignored the issue of a type-II (or
false-negative) error in reporting
their results. Their results may indi-
cate a zero rate of transmission of
surgeon-to-patient transmission of
HIV infection, or they may indicate
that the true rate of transmission
may be too low to be detected with
the  cur ren t  number  o f  cases
reviewed. We have used our model2
to develop an analysis of the potential
for a type-II error in the CDC esti-
mates.3  More complete and updated
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