
Chickenpox in
‘Immune’ Hospital
Employees

To the Editor:
We read with interest the

letter to the editor from Gurevich
et al (1990;11(10):510-512)  regard-
ing chickenpox in apparently
immune hospital employees.
Over the past two years, we have
had similar experiences involving
two healthcare workers in our
500-bed  university-affiliated hos-
pital. In each case, one a nurse
and one a pediatric resident,
screening had been performed by
an indirect fluorescent antibody
(IFA)  method (VZ Test Kit, Zeus
Scientific, Branchburg, New Jer-
sey). Sera were reactive at a dilu-
tion of l:lO, which was considered
reflective of pm-existing immu-
nity. Both employees subse-
quently developed chickenpox,
the diagnoses of which was con-
firmed by at least one member of
the infectious diseases division.

We can offer no plausible
hypothesis to account for these
occurrences beyond those put
forth by Gurevich and colleagues.
Since neither of the employees
had a history of chickenpox and
the diagnoses were reliable, it
seems most likely that the “posi-
tive titers” were, in fact, “false-
positives,” either due to cross-
reactions with antibodies to
closely related viruses or an inher-
ent lack of specificity in the test
kit.

Elliot Frank, MD, FACP;
Nancy Wilson, MPH;

Kathleen K. Casey, MD
Jersey Shore Medical Center

Neptune, New Jersey

Letters to the Editor

MRSA in Long-Term
Skilled Nursing
Facilities

To the Editor:
In three long-term skilled

nursing facilities in Los Angeles,
California, there has been an
increased awareness of meth-
icillin-resistant Staphylococcus
aureus (MRSA) in infected as well
as colonized patients. We are
using the approved Centers for
Disease Control as well as Los
Angeles County Department’s
recommendations for co~.;act  iso-
lation. In three cases, two died
and one required transfer to an
acute-care hospital. What precua-
tions are needed for removing the
expired patients on transfer to the
mortuaries when one had large
stage Cdimensions  decubiti, and
the other had both eye and uri-
nary tract MRSA infection?

Harry J. Silver, MD
Los Angeles, California

This letter was referred to Ian M.
Smith, MD, Professor and Direc-
tor, Geriatric Program, Depati-
nzent  of Internal Medicine, and
Director, Iowa Geriatric Edu-
cation Center, The University of
Iowa Hospitals and Clinics, Iowa
City, Iowa, for a reply.

This  ques t ion  revolves
around contact isolation control
of infection and preventing
dissemination of the infection in
the long-term care facility and the
mortuary. Staphylococcus aureus
is a very successful parasite. It
frequently breaks out from the
hygienic and antibiotic control
imposed upon it by humans. It
spreads faster in institutions than
it does in the general community.

The primary source of the organ-
ism is the anterior nares of men
and women, and it is transfered
usually by hand contact. In the
late 1930s  S aureus became resis-
tant to the sulfonimides, and in
the late 194Os,  to penicillin G. In
1961, methicillin-resistant S
aureus (MRSA) was described,
and in the 197Os,  a methicillin-
resistant organism also resistant
to the aminoglycosides was
described.

Sometimes this organism is
difficult to identify because it may
be a small subpopulation within a
sensitive group of S aureus.
Identification is on a high-salt
medium that is incubated for at
least 24 hours at 30°C. The
medium should contain nafcillin
or oxacillin, which is more stable
than methicillin. Careful attention
to detail is necessary in the labo-
ratories surveying for this organ-
ism.

Various surveys in nursing
homes have shown that 5% to 15%
of patients are colonized or
infected, although higher figures
have been quoted. The coloniza-
tion rate is about four times as
high as it is in the community.
Colonization may be twice as high
in the residents as it is in the staff,
being approximately 12% and 7%,
respectively. Risk factors for
being colonized or infected with
MRSA are the passage of nasogas-
tric tube, the random use of sev-
eral antibiotics, discharge from
an acute-care setting (particularly
from an intensive care unit), hav-
ing burns, being elderly, having
surgical wounds, or having
venous access sites. In some stud-
ies, about one-half of the carriers
have had significant illness due to
their S aureus. Acquisition is usu-
ally in the acute-care hospital, but

(Continued on page 78)
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No more broken
crit tubes.

There are scientific reasons why you
should measure hemoglobin rather than
spin hematocrits. * With the existence of
the HemoCue” blood hemoglobin test,
there are also hygienic reasons.

It reduces the exposure to blood.
The little red box. Instead of glass tubes that can break

and leak, you use an unbreakable plastic microcuvette.
After inserting it into the Little Red Box you get a lab
quality hemoglobin value in
15 - 45 seconds!

You can try it free by calling
800-323-1674.

In Canada 705-426-4282.
FR~!~M~C~

Blood Hemoglobin Testing
HemoCue  Inc., Mission Viejo,  CA
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(Continued Tom page 76)
it can be in the community, partic-
ularly from drug abusers. The
organism colonizes all types of
healthcare personnel in the long-
term care unit, but especially phy-
sicians and nurses. Environ-
mental contamination is uncom-
mon.

Environmental control is the
usual means for controlling any
infectious disease. It is based on
surveillance and on an accurate
knowledge of the presence of car-
riers and infected cases. Scrupu-
lous handwashing is necessary.
Special high-risk patients can be
identified and can be nursed in
separate rooms. When an acute
infection occurs, strict isolation in
a single room is necessary. Carri-
ers who can be discharged to
home should be sent there.
Healthy people are less risk for
contamination. A system of
cohort admissions is recom-
mended. New employees should
be screened because some of
them may be moonlighting in

acute-care facilities. Decontami-
nation of inanimate objects is prob-
ably best done with phenolics.
The MRSA strains tend to be
resistant to acradine and quater-
nary ammonium compounds,
including chlorhexadine, but not
to hexachloraphine.

Carriers are primarily tem-
porary carriers related to nasal
carriage and hand transfer. Their
treatment is difficult but has been
tried with various compounds like
bacitracin, rifampin, and mupi-
rocin. All the organisms may
seem to be sensitive to clindamy-
tin and chloramphenicaol, but
these are generally ineffective.

The treatment of an estab-
lished infection is with van-
comycin. This is inconvenient to
give, as it is intravenous and has
to be done twice a day. It is also
toxic and expensive. It has been
suggested, however, that MRSA
is a very expensive infection for
any institution, costing up to hun-
dreds of thousands of dollars per
year for an acute-care institution.

Therefore, the control of out-
breaks is worthwhile and preven-
tion is important.

In summary, a careful sur-
veillance program is indicated.
Reinforcement of routine hygi-
enic measures among the per-
sonnel, and identification and iso-
lation of susceptibles as well as
those infected is indicated. Phe-
nolic compound terminal dis-
infection also is indicated.

Ian M. Smith, MD
The University of Iowa

Hospitals and Clinics
Iowa City, Iowa

Letters to the Editor should be addressed
to INFECTION CONTROL AND HOS-
PITAL EPIDEMIOLOGY Editorial
Ojices, C41 General Hospital, Univer-
sity oflowa Hospitals and Clinics, Iowa
City, IA 52242. All letters must be
typed, double spaced, and may not
exceed four pages nay include more
than one figure or table. The editors
reserve the right to edit for purposes of
clarity or brevity.
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