residing in Montgomery and portions
of Macoupin Counties.

Much of our service area includes
rural homes. Working conditions are
not always sanitary. Our handwashing
procedure varies, therefore. If indoor
plumbing is available and facilities
clean, staff use patient facilities before
and after treatment. We have found a
germicidal hand rinse that can be used
without water. Our question concerns
that of need for vigorous washing
under the stream of water.

I would appreciate any input you
would have concerning this matter.

Kathy Schwab, R.N.

Director of Home Health
St. Francis Hospital
Litchfield, Illinois

Ms. Schwab’s letter was referred to Sue
Crow, Nurse Epidemiologist, for a

reply.

I am not familiar with any well-
developed clinical studies that have
been published that compare hand-
washing with soap and water, friction,
-and running water with the one-step
antiseptics currently available. Be-
cause of the success of using soap and
waler, friction, and running water to
remove most transient microorgan-
isms from the skin I would personally
recommend this method whenever
possible. However, as you stated, there
are some situations where running
water is not available. One-step anti-
septics, such as alcohol based foams,
are acceptable in this type of situation,
however, you must keep in mind that
after repeated use, any antiseptic will
produce a drying effect on the skin. Dry
skin can lead to dermatitis which
increases the microbial skin coloni-
zation.

Also, if I were going to use a one-step
antiseptic hand rinse I would use the
smallest size available in order to
decrease the risk of bacterial con-
tamination of the container.

Sue Crow, R.N.,, M.S.N.
Nurse Epidemiologist

LSU Medical Center
Shreveport, Louisiana

Herpes genualius

To the Editor:
Herpes simplex lesions acquired by
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hospital personnel are of concern to
the Infection Control Practitioner.
Herpetic whitlow has been identifed as
a risk, especially for respiratory thera-
pists and intensive care unit nurses.
This infection has received particular
attention because of significant mor-
bidity, difficulty in diagnosis and
inability to specifically identify the
source of infection in most cases.'
Hospital personnel providing mouth
to mouth resuscitation have contracted
oral herpes by direct inoculation.’
Here we describe two nurses who,
possibly as a result of their work,
developed herpetic lesions at an un-
usual site, the knee.

Case 1 — A nurse on the adolescent
ward noted onset of a cluster of vesicles
over her right patella within several
days after placing her knee on a
patient’s bed so as to stabilize herself
for a dressing change. The patient did
not have any obvious herpetic lesions.
The nurse did not describe any associ-
ated lymph-adenopathy or systemic
symptoms. The nurse was unmarried
and denied sexual activity. Moreover,
she denied any history of herpes
simplex lesions. A dermatologist diag-
nosed herpes and a viral culture grew
herpes simplex which was not further
subtyped.

Case 2 — A nurse in the pediatric
intensive care unit noted a 3 cm cluster
of vesicles over the medial femoral
condyle of her left knee. A clinical
diagnosis was made by a dermatol-
ogist; no culture of the knee lesion was
obtained. A pelvic examination by her
gynecologist revealed no genital her-
petic lesion, and a viral culture of the
cervix did not grow herpes simplex.
The nurse was sexually active, and she
denied any prior history of herpetic
lesions. The nurse had placed her knee
on the beds of several patients during
the two-week period before the onset of
the symptoms. She noted no herpetic
lesions on any of the pauents to which
she was assigned.

The circumstantial data suggest the
possibility that two nurses acquired
herpes of the knee, ‘“Herpes genu-
alius,” as a result of patient care
activities. Both reported placing their
knees on patient bed linen occasionally
in order to stabilize themselves when
restraining patients, administering
medications, or positioning them-
selves for access to dressings. Thus,
direct patient care providers wrestling

https://doi.org/10.1017/50195941700057787 Published online by Cambridge University Press

with patients may acquire a traumatic
inoculation of herpes in a manner
similar to rugby players® or wrestlers.*
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The preceding letter was referred to Dr.
Frederick G. Hayden for a reply.
The accompanying letter describes
two cases of presumed herpes simplex
virus (HSV) infection, which suggest
possible nosocomial acquisition be-
cause of the unusual site of occurrence,
the knee, and because of the work
habits of the affected nurses. The
report provides an interesting Latin
appellation for this condition but, as
correctly emphasized by the authors,
only weak circumstantial evidence to
support the association. Only one of
the cases was confirmed virologically,
and the type of infection (primary vs.
non-primary initial) was not docu-
mented by appropriate serologic
studies or careful search for infection
at other body sites. The lack of
constitutional illness or regional ade-
nopathy suggests that these may not
have been primary infections. Further,
the postulated mode of transmission
was not substantiated by pertinent
historical information (eg, type of
apparel, use of stockings, duration and
type of patient care activity, history of
trauma or prior skin disease) or virol-
ogic data (environmental sampling,
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laboratory evidence of HSV infection
in patients).

Nosocomially acquired HSV infec-
tions in hospital staff are often associ-
ated with considerable morbidity and
loss of work time.' These infections
may have important implications with
respect to patient care activities, eco-
nomic costs, and possible legal action.
For these reasons, careful documenta-
tion of the event and, if possible, the
mode of transmission is warranted.
Differentiation between epidemiol-
ogically related HSV isolates is now
possible through molecular genetic
techniques.? Restriction endonuclease
analysis of HSV DNA extracts has been
used to confirm infant-infant trans-
mission in a neonatal intensive care
unit,’ patient-staff and staff-patient
spread in a pediatric intensive care
unit' and, importantly, to prove lack
of infant-infant transmission in two
cases of epidemiologically related
neonatal HSV infection.*

This report does raise the important
issue of the role of fomites in nosoco-
mial spread of HSV infections. The
importance of inanimate objects,
presumably bedding or sheets in these
cases, In transmission of HSV is
uncertain at the present time. Isolated
case reports, such as the occurrence of

perianal HSV infections in twin boys
treated with topical zinc ointment
which had been used by their father for
treatment of his ““cold sores,””’ suggest
that certain HSV infections may be
spread by fomites. Transmission of
HSV between neonates in the nursery
setting has been documented by mo-
lecular virology techniques,’ but the
means of transmission could not be
determined. One investigator reported
that HSV present in the skin crusts of
patients with eczema herpeticum is
capable of surviving at room temper-
atures for weeks.® Recent studies have
determined that HSV can be recovered
from inanimate objects experi-
mentally exposed to either clinical
HSV lesions’ or HSV-saliva mixtures®
for at least one hour. Under these
conditions infectious virus has been
recovered from skin up to two hours,
plastic up to four hours, cloth up to
three hours, and dry gauze up to 88
hours after experimental HSV ex-
posure.7'9 However, transmission of
HSV infection from these materials
has not been proven.
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That'’s right, movies.
Three of them. Produced
by Kendall. And widely
acclaimed by the nursing
profession as one of the
most comprehensive and
useful film series ever de-
veloped for the purpose
of teaching UTI control
practices.

A unique, in-service
training tool, the series
deals—in-depth and real-
istically—with the prin-

Kendall has discovered a way to control UTL.

ciples and techniques for
catheterization and cath-
eter care.

And movies are just
one example of Kendall’s
total approach to the
control of the most com-
mon and persistent of all
nosocomial infections.

Our CURITY Urologi-
cal Products are among
the most innovative on
the market. From indi-

- vidual catheters and
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drainage bags to com-
plete closed system
catheterization trays and
urine meters, they’re
engineered to guard
against UTL

Of course, products
are only as good as the
people who use them,
and that's where your
Kendall representatives
come in. Available to you
on a three-shift basis,
they(;re trained to provide

Movies.

your nursin§ staff with
professional instruction
on the use of Kendall
urological products and
on overall catheter care.

And ssince people and
products are most effec-
tive when they’re part of
an overall coordinated
effort, we’ve developed
that, too:

People and Products:
A unique new program
that takes a nursin
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process approach to UTI
control. Assessment, plan-
ning, implementation

and evaluation—four
familiar steps toward
better patient care.

For more informa-
tion about the various
ways we're helping hos-
pitals reduce the inci-
dence of UTI, contact
your Kendall representa-
tive. Or write The Kendall
Company, Hospital Prod-

ucts, One Federal Street,
Boston, MA 02101, Attn:
Marketing Services.
You'll find that where
UTI control is concerned,
we present a total picture.

TY

UROLOGICAL PRODUCTS

KENDALL
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ow there’s a surgical scrub
that’s effective.
But notirritating.

Huntington offers you an effective alternative to
irritating surgical scrubs. OR/Scrub® with
Triclosan. The only Triclosan scrub available.

OR/Scrub with Triclosan is a broad
spectrum antimicrobial. And it’s proven
effective against a wide range of

both Gram-negative and Gram-
positive organisms. Even
inside surgical gloves. When
used routinely, OR/Scrub
provides a prolonged
resistance to harmful
bacteria.

OR/Scrub doesn’tirritate
your hands because

of our non-sensitizing for-
mulation. A combination of
three soothing oils and
hydrolized lanolin leaves your
hands soft, smooth and irrita-
tion free. Scrub after scrub
after scrub.

Use a surgical scrub that’s tough
on bacteria not on your hands.
Specify OR/Scrub. For technical
information and test results,
contact your Huntington repre-
sentative or call Robert Vogel
collect at 219/356-8100.

' \Huntington'

boratories, Inc.
’, IN 46750
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