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therefore, we were not able to stratify patients accord-
ing to the lot number. A relationship between the total
volume of polygeline used in the operating room and
the development of adverse reactions was found, sug-
gesting a dose-dependent effect. However, our study
was limited by the relatively small number of cases
included (as evidenced by the wide CI95 for many of the
OR), resulting in a low power of the multiple logistic
regression analysis to identity important variables as
independent predictors.

An alternative explanation for the outbreak was
that those patients requiring higher volumes of plasma
expander were more likely to become hypotensive
because of another unknown underlying process,
which resulted in the requirement for more plasma
expander in the first place. However, the etiologic role
of the polygeline was supported by the biological dose
response trend and by control of the outbreak once
the use of polygeline was discontinued. Furthermore,
the manufacturer was notified of other cases of
isolated mild adverse events (fever and hypotension),
possibly related to polygeline, in several hospitals
from Spain and other European countries (Italy,
France, and The Netherlands).

The contamination of blood, blood products,
intravenous fluids, or drugs is an uncommon source of
epidemics or pseudoepidemics in hospitals. In such
cases, the identification of a risk factor or common
source is not an easy task, and clinicians and epidemiol-
ogists always should be aware of new potential sources
of clusters of adverse events.
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Community Outbreak of Legionnaires’ Disease from Hospital Cooling Tower

by Gina Pugliese, RN, MS
Medical News Editor

From July to September 1994, 29
cases of Legionnaires’ Disease (LD)
were reported to the Delaware health
department. None of the cases were
nosocomial despite the fact that they
were linked to the hospital. A case-
control study was conducted after con-
trol procedures were instituted.
Microbiological assays were performed
on waters from the hospital cooling
towers and from eight nearby cooling
towers. Hospital staff and adjacent cen-
sus tract residents had the highest
incidence of LD pneumonia. Legionella

pneumophila  serogroup 1 (LPl) was
isolated from four case patients and
both hospital cooling towers, but from
none of the other cooling towers. The
isolates were subtyped  by monoclonal
antibody analysis and arbitrarily primed
polymerase chain reaction. The four
cooling tower isolates had the same
patterns as did isolates from two cases
who lived or worked within a mile of the
tower. The other two cases had a differ-
ent subtype and had not been within a
mile of the tower. Twenty-one cases had
worked at or had visited the hospital.
By point of closest contact, the odds
ratio (OR) for illness decreased by 20%
for each 0.1 mile from the hospital.

Each hospital visit increased the OR by
80%, whereas visits to more distant sites
only increased the OR by 29% to 66%.

The investigators concluded that
epidemiologic and typing results iden-
tified the hospital cooling towers as the
source of the community outbreak of
LD, and that increased proximity and
frequency of exposure to the hospital
increased the risk.
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