Report on
Chloroxylenol-
Containing Antiseptic:
Reference Correction

To the Editor:

I would like to draw your attention
to several points in “Brief Report: The
Antiseptic Efficacy of Chlorxylenol-
Containing vs. Chlorhexidine Gluco-
nate-Containing Surgical Scrub Prep-
arations” (Soulsby et al, Infect Control
1986; 7:223-226). In the discussion on
page 225, the authors state that
“ .. chlorhexidine gluconate-con-
taining formulations are ineffective
against coagulase-negative staphy-
lococci . . . iodophor’s immediate ef-
fect is lost during the initial hour of
use . . .” These statements are refer-
enced, but I am unable to find suppor-
tive evidence in those references. The
Aly et al study cited regarding chlor-
hexidine does not involve any antisep-
tics; the Van De Hoeven et al study
cited regarding iodophors involves
once daily sampling of skin bioload
and therefore cannot describe the first
hour’s effect. While rebound growth
under surgical gloves has been
reported previously with iodophors, 1
had not previously heard that chlor-
hexidine is ineffective against coag-
ulase-negative staphylococci.

David Birnbaum, MPH
Applied Epidemiology
Sidney, British Columbia
Canada
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Dr. Soulsby responds to Dr. Birnbaum’s
letter:

This letter is in response to some
concern about two of the references
listed at the end of the article appear-
ing in the April 1986 edition of Infec-
tion Control titled “Brief Report: The
Antiseptic Efficacy of Chlorxylenol-
Containing vs. Chlorhexidine-Con-
taining Surgical Scrub Preparations.”
Indeed, the wrong referenced article
by Aly et al (#16) was included in the
list of references. The correct article is:

16. Aly R, Maibach HL: Effect of

antimicrobial soap containing
chlorhexidine on the microbial
flora of the skin. Appl Environ
Microbiol 1976; 31(6):931-935.

Furthermore, readers are directed to
the following article for a more direct
description of the rebound growth of
Staphylococcus albus at the incision site
during the initial 15 to 20 minutes fol-
lowing application of a polyvinylpyr-
rolidone-iodine containing surgical
scrub preparation.

3. Crowder HV, Welsh ]S, Born-
side GH, Cohn 1: Bacterial
comparison of hexachloro-
phene and polyvinylpyrroli-
done-iodine surgical scrub
soaps. Am Surg 33(11):906-911,
1967.

Thank you for the opportunity to
reply to these concerns.

Michael E. Soulsby, PhD
University of Arkansas
for Medical Science
Little Rock, Arkansas
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Does Irrigation Prevent
Catheter-Associated
uTi?

To the Editor:

Our hospital has recently had sev-
eral patients admitted requiring uri-
nary catheter irrigation. We use the
three-way closed system of irrigation.
Our irrigation solution is usually Neo-

 sporin, one amp to 1000 ml of normal

saline. We also infuse this solution via *
an IV pump. The question has arisen
of how often the infusion tubing
should be changed. The solution is -
changed every 24 hours. Any informa-
tion you may have pertaining to this
problem will be appreciated.

Jane Goeringer, ICN
Cordell Memorial Hospital _
Cordell, Oklahoma

Dr. Garibaldi responds to Ms. Goeringer’s
letter: ’

Relatively few practices in infection
control have been scrutinized by well-
designed clinical trials. However, the-
issue of bladder irrigation for
catheterized patients is one of the few
topics that has been evaluated in a well-
designed, prospective, controlled
study.!

Investigators in Boston showed that
continuous bladder irrigation with a
neomycin-polymyxin solution admin-
istered via a three-way catheter did not
prevent catheter-associated urinary
tract infection. The overall rates and
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mean daily incidences of bacteriuria
were similar for patients whose
catheters were irrigated and those in
which no irrigation was used. More
frequent disconnections of the
catheter-tubing junctions that allowed
entry of organisms into the bladder
were thought to have neutralized any
beneficial effect of bacterial suppres-
sion in the irrigated drainage systems.
In addition, bacterial isolates that were
recovered from urine cultures of the
irrigated systems contained a greater
percentage of antibiotic-resistant
organisms than isolates from non-irri-
gated systems. This group of inves-
tigators concluded that, on the basis of
their findings, bladder irrigation
using a continuous infusion of an anti-
.microbic solution should not be rec-
ommended. The Centers for Disease
Control’s guidelines for the prevention
of catheter-associated urinary tract
infections endorse this point of view,
stating “Continuous irrigation of the
bladder has not proven to be useful
"and should not be performed as a rou-
tine infection prevention measure
(moderately recommended).”?

1. Warren JW, Plait R, Thomas R], Rosner B, Kass EH: Anti-
biotic irrigation and catheter-associated urinary-tract infec-
tions. N Engl | Med 1978; 299:570-573.

2. CDC Guideline for Prevention of Catheter-Associated Uri-
nary Tract Infections. Infect Control 1981; 2:125-130.

Richard A. Garibaldi, MD
Professor of Medicine
Division of Infectious Diseases
University of Connecticut
Health Center

Farmington, Connecticut

The Susceptibility of
Health Care Workers to
 Varicella-Zoster Virus

To the Editor:

Varicella-zoster infection in hospital
personnel continues to concern us, as
well as other health care workers

" (Gurevich, Infect Control 1986; 7:393).
Use of an immunization certificate
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requirement, however, presents a solu-
tion to only a portion of the problem.

Recently, a nurse caring for a nor-
mal patient (nonimmunocompro-
mised), with localized herpes zoster
infection developed a severe varicella
infection. The index case had been
cared for using disease-specific isola-
tion guidelines as outlined in CDC cri-
teria. Since his personal hygiene was
adequate, private room and mask were
not required nor were they used.
Twelve days after her initial contact
with the infected patient she noted her
first vesicle. Subsequently, she was
hospitalized with disseminated vari-
cella infection.

Employee health records showed
that she had been treated for viral hep-
atitis in another community several
years prior and had been maintained,
until recently, on oral prednisone
therapy. The nurse neglected to share
with our employee health nurse the
fact that she had had long-term steroid
therapy and that it had been stopped
only recently. In addition, she also
neglected to relate that she had been
tested for the presence of varicella
antibody two years ago and had been
found negative.

As a result of this occurrence, we
have not only adopted a new immu-
nization certification program, but
also are reviewing employee applicant
health records to determine past med-
ical illnesses and medical therapy as
they relate to immune competence.
We cannot assume that employees rec-
ognize the importance of reporting
past medical experiences. More
importantly, not everyone is correctly
aware of their viral exanthem history
and may unknowingly assume immu-
nity, when none exists.

Sharing our experience with others
may prevent similar occurrences in
other health care facilities which care
for patients with herpes zoster infec-
tion.

Stephen R. Zellner, MD

Chairman, Infection Control Committee
Fort Myers Community Hospital

Fort Myers, Florida

To the Editor:

We have been using the CDC Guide-
line for Isolation Precautions in Hos-
pitals since its release in July, 1983. In
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normal individuals, precautions for
the transmission of varicella-zoster
virus include the use of a private room
only when the patient’s personal
hygiene is poor. Gloves are recom-
mended when it becomes necessary to
touch infective material.

Although airborne spread of the
varicella-zoster virus is recognized to
occur in hospitals, precautions do not
indicate private room confinement in
every case. We recently had experience
with the spread of herpes zoster infec-
tion from an infected patient to a sus-
ceptible individual across the hall that
is probably the result of the airborne
route. The patient who became
infected was recuperating from a
motor vehicle accident and had been
confined in his room for several weeks.
The zoster patient was admitted
because of her inability to care for her-
self at home. Other than for her zoster
infection, she was in good medical
health. Not only did the traumatized
patient develop varicella infection, but
two employees caring for him during
his confinement period also de-
veloped the infection. They did not
have contact with the index case.

Perhaps the guidelines as stated
should be re-evaluated to include pri-
vate, well-ventilated rooms for all
patients with herpes zoster infection
regardless of their personal hygiene
status and extent of infection. Since
not all patients admitted to hospitals
today have immunity to the varicella-
zoster virus, we should consider all
patients susceptible and use appropri-
ate precautions when caring for the
already infected patient.

Health care workers -have unfor-
tunately developed a complacent
attitude when caring for the zoster
infected patient. Further in-service
education in the management of
patients with herpes zoster infection
may help prevent professional staff
exposure and infection.

It is this approach to the infected
patient that may well allow for contact
and/or airborne spread of the vari-
cella-zoster virus.

Stephen Zellner, MD

Nancy Polley, RN, BA, CIC
Epi-Systematics, Inc., Consultants
Fort Myers, Florida
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