IV Filter
Debate Continues

To the Editor:

I strongly disagree with Ms. Wein-
stein’s conclusion (Product Commen-
tary, May 1987, pp 220-221) that IV
filters are not only justified but essen-
tial. The article starts out with an
erroneous statement that is not refer-
enced. Unless there is a new guideline
of which I am not aware, the Centers
for Disease Control (CDC) do not
“weakly recommend the use of 1V fil-
ters.” The CDC strongly recommends
against it in a Category 1l statement
from 1981.! For those readers who are
not familiar with the meaning of the
CDC categories, Category Il means
that: “Measures in Category 11 are
supported by highly suggestive clini-
cal studies in general hospitals or by
definitive studies in specialty hospitals
that might not be representative of
general hospitals. Measures that have
not been adequately studied by have a
logical or strong theoretical rationale
indicating probably effectiveness are
included in this category. Category 11
recommendations are viewed as prac-
tical to implement in most hospitals.”

Ms. Weinstein states that many stud-
ies address 1V fluid contamination but
cites only one such study. Actually,
very few infections are due to contami-
nated 1V fluids, and in-line filters may
increase the risk of fluid-related infec-

«tion. Filters would trap the occasional
organism and allow it to multiply on
the filter membrane, resulting in
release of toxins and septic shock.

Most organisms that cause IV-
related infections originate at the 1V
catheter and skin junction and are
from a contaminated catheter. Small
numbers of bacteria that are intermit-
tently shed into the bloodstream from
other body sites, even in healthy indi-
viduals, can become trapped in the
fibrin sheath that forms around the IV

. catheter. They may multiply there and
can then be seeded into the blood-
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stream causing bacteremia, septi-
cemia, and shock. Filters will not pre-
vent these infections.

Another nonissue for the use of fil-
ters is air in the tubing. Nurses have
prevented air from causing problems
in many ways, and can continue to do
so now without a new and costly
device.

IV-related phlebitis is due to many
causes. First and foremost is the low
pH of the 1V solution. Use of catheters
versus steel needles is another cause.
These and other causes have often
been discussed. Also, comments and
critiques regarding Dr. Falchuck’s arti-
cle (cited by Ms. Weinstein) were pub-
lished in an editorial,? and in several
letters to the editor, my own in-
cluded.? Phlebitis, although it can be
very uncomfortable, causes only
minor morbidity in the majority of
patients and does not justify an expen-
diture of $80 to $100 million a year in
this cost-conscious era. Instead,
proven methods of prevention should
be followed. They consist of: (1) large
volume filtration of admixtures in the
pharmacy; (2) adequate dilution of
“piggyback” medications; (3) slow
administration of these additive mix-
tures, and (4) buffering 1V solutions
with heparin or hydrocortisone.

The statement that particulate mat-
ter from IV fluids causes “a myriad of
conditions” is not referenced, nor are
the statements and examples that fol-
low. I am aware of the origins of these
studies. They are old—prior to 1965—
and describe animal experiments.
They have not been corroborated in
the past, are outdated, and are no
longer applicable because particles
such as those described in these stud-
ies are now filtered out during the
manufacturing process. Particulate
matter as a cause of phlebitis also is not
a demonstrated problem in centrally
delivered TPN solutions, especially if
they are filtered at the site of admix-
ing—in the pharmacy. I can, there-
fore, see no advantage to fhlters in that
situation either. 1 would like to recom-
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mend, however, that manufacturers
address the low pH of 1V solutions,
other than by having nurses add buff
ers at the time of administration. The
problem of phlebitis would then prob-
ably disappear and patients would be
spared the discomfort of this con-
dition.

Inge Gurevich, RN, MA, CIC
Infection Control Section
Winthrop-University Hospital
Mineola, New York
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To the Editor:

I am writing about the quality of a
recent article in Infection Control con-
cerning IV flters.! I believe that the
article is so biased and of such poor
scientific quality that it should be fol-
lowed by an opposing view. The article
strongly suggests that IV filters are a
standard of practice and says that the
Centers for Disease Control (CDC)
endorse the use of 1V filters. In fact,
the CDC opposes the use of these fil-
ters (“Using 1V in-line filters is not
recommended as a routine infection
control measure. Category 11.”) 1 am
disturbed by the medical-legal pres-
sure created by the publication of such
an article in a quality scientific journal.
I feel that lawyers will use such an arti-
cle to suggest that filters are a standard
of care, especially since this journal
published another article saying “fil-
ters should be an integral part of the
1V administration set.”? I don’t believe
that filters are a standard of care; 1
suspect that the large majority of
SHEA (Society of Hospital Epide-
miologists of America) members, for
instance, do not work in hospitals that
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routinely use filters. There is a lot of
evidence to suggest that filters are not
necessary.® None of this evidence was
discussed in the recent article about
filter usage. The article, supported by
only six references, seemed most
designed to voice an opinion rather
than generate scientific discussion.
One of the best articles supporting the
use of 1V filters* was not even men-
tioned. I would invite further discus-
sion on this important topic.

Bryan Simmons, MD
Methodist Hospitals of Memphis
Memphis, Tennessee
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Ms. Weinstein responds to Ms. Gurevich
and Dr. Stmmons:

I appreciate the opinions voiced by
Ms. Gurevich and Dr. Simmons con-
cerning my Product Commentary on
IV Filters. 1 will address one of Dr.
Simmons comments first: “The article
is so biased and of such poor scientific
quality that it should be followed by an
opposing view.” Perhaps, Dr. Sim-
mons is unaware of the fact that a
Product Commentary is not, nor is it
intended to be, a “scientific paper.” It
is exactly what it states: “a product
update,” intended to stimulate discus-
sion and interest on the part of the
reader. Also, as familiar as Simmons is
with professional publications, he
must know that published material
does not always reflect the view of the
editor or publisher. If an editor were
to publish only his or her own views,
available reading material would be
quite biased and limited, would it not?
The editor of Infection Control should
be applauded for recognizing the
importance of sharing articles such as
mine and Ms. Chrystal’s with the read-
ership. (Chrystal C: Selecting an 1V
tubing system. Infect Control 1985;
6:384-385.)

Contrary to Gurevich’s interpreta-
tion, the article does not “start out with
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an erroneous statement that is not ref-
erenced.” It begins with a description
of the purpose of 1V filtration, which
is entirely correct. The CDC guideline
states that “using IV in-line filters is
not recommended as a routine infec-
tion control measure.” A Category 11
classification is applied; this classifica-
tion has already been explained by
Gurevich as “that which has not been
adequately studied but has a logical or
strong theoretical rationale indicating
probable effectiveness.” 1 believe that
the question is one of interpretation.
While Gurevich is correct in that the
Category II rating is not a weak recom-
mendation, Category II is also not a
strong recommendation. By her own
admission, a Category II classification
is inconsistent with her statement that
the “CDC strongly recommends
against it in a Category 11 statement
from 1981.” The CDC categorized the
use of 1V filters as “Category 11: mod-
erately recommended for adoption.”
The CDC’s recommendations are
often interpreted as contraindicating
the use of 1V filters, or indicating that
such filters are worthless. It is appar-
ent that the CDC’s main area of con-
cern is infectious disease, transmitted
under normal circumstances. These
comments apply to Simmonss criticism
as well.

While no IV filter can replace good
sterile technique, nor protect a patient
against infection transmitted below it
in the line or on the skin, the filter can
protect against extraordinary, poten-
tially catastrophic contamination of an
IV solution or line by an opportunistic
pathogen. My comments addressed
this issue: “the filter is not a panacea; it
should never be considered a sub-
stitute for quality care and excellent
technique.” The filter additionally can
protect the patient against the particu-
late matter seen in all IV infusions;
this is the primary use of IV filters
today. My article did point out that
“while filters can undoubtedly reduce
phlebitis due to particulate or chemi-
cal substances, studies to prove their
value in clinical infection have not yet
been done.” Gurevich’s concerns
address the subject of clinical infec-
tion; because I stated that these studies
had not yet been done, her criticism
lacks substance.

As far as her comments relevant to
1V fluid contamination, Gurevich
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again misread my material. I cited two
studies, both Rapp (a classic in IV fil-
tration and elimination of which
would have been inappropriate and
unjustified), and Falchuk, whose study
addressed not only phlebitis, but
microparticulate-induced phlebitis result-
ing from particulate contamination of
IV fluids. Again, Gurevich refers only
to infections; infections were not the
subject of my manuscript although 1
briefly addressed the fact that “most
studies indicate that infection is associ-
ated with the insertion site and the use
of the IV cannula, areas that can be
enhanced by excellent technique on
the part of the 1V specialist.” 1 make
no attempt here to weigh the merits of
steel needles over 1V catheters. 1 state.
instead that insertion of any IV infu-
sion device should be limited to those
who have been properly trained in the
use of such products and that the
quality of IV care is enhanced when an
1V team is responsible for the delivery
of such care. As far as the “nonissue
for the use of filters is air in the tub-
ing,” I challenge Ms. Gurevich to pub-
lish “the many ways that nurses have
prevented air from causing problems.”
One need only do a literature search
to recognize the plethora of court
cases citing infusion of air into the
bloodstream as a cause of malpractice
litigation and the patients injury or
demise. I have testified as an expert
witness in several of these cases, and 1
can only assume that Ms. Gurevich is
uninformed on this matter.

Ms. Gurevich is correct that “IV-
related phlebitis is due to many
causes.” I addressed IV phlebitis by
citing studies by Falchuk, Friedland,
and Rusho. [ stated that “according to
Friedland, filters may well have an
important role in selected patient
groups.” My entire article addressed
the use of 1V filters in specific patient
groups! I bring to Gurevich’s attention
a paper by Quercia (Am | Med 1986;
80:364-368) in which a double-blind
study was described. The study
included patients admitted to a sur-
gical intensive care unit; patients were
randomly assigned a final filterset
containing either a 0.22 micron bacte-
rial retention filter (IVEX®-2) or an
identical in-line cartridge without a
filter. The study concluded that “(I) a
significant level of extrinsic contami-
nation of intravenous infusion deliv-
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