
the application of pertinent knowl
edge and evades the discipline and 
inconvenience necessary for its effec
tiveness."2 
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David Birnbaum, M P H 
Hospi ta l Epidemiologis t 

Victoria Gene ra l Hospi ta l 
British Columbia , C a n a d a 

To the Editor: 
Recently we read the Edi tor ia l 

"Nosocomial Sexually Transmit ted 
Diseases" by Michael F. Rein, MD.1 We 
discussed the article at our quarterly 
Infection Control Meeting. Many 
questions arose because of the follow
ing statement: ". . . the CDC National 
Nosocomial Infect ion Study has 
chosen to define all neonatal infec
tions as nosocomial." Would you be 
more specific and assist us in answer
ing these questions by informing us of 
guidelines or criteria on which you 
base this study. 
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Maria Eva Casares, RN 
Memorial Hospital 

Gonzales, Texas 

Michael F. Rein, MD, offers the following 
response to the precedng queries. 

I appreciate Birnbaum's interest in 
my Editorial. He notes that I fre
quently recommended the use of body 
discharge precautions in hospitalized 
patients with sexually transmitted dis
eases (STD) and questions whether 
such precautions should be instituted 
on a "d i agnos i s - spec i f i c bas i s . " 
Birnbaum suggests that such precau
tions really constitute basic hygienic 
practice which would be applied pru
dently to all patients regardless of 
diagnosis . His observat ion really 
relates to all infections, not just STD, 
but my response is from the point of 
view of venereology. 

I m u s t in t h e o r y a g r e e wi th 

Birnbaum. Body discharge precau
tions include "strict handwashing 
before and after any contact with 
p a t i e n t a n d / o r s e c r e t i o n - c o n 
taminated ar t ic les ," avoidance of 
direct contact with potentially con
taminated secretions, and proper dis
posal of soiled dressings in waxed 
paper bags.1 As Birnbaum points 
out, many of these elements might 
well be a p p l i e d to any p a t i e n t 
(although routine incineration of all 
used bed linens would rapidly become 
oppressively expensive). In a setting 
where such precautions were routinely 
practiced on all hospitalized patients, 
formal institution of body discharge 
precautions would indeed be unneces
sary. In my experience, however, such 
precautions are not routinely taken 
with all patients. Even the most dedi
cated hospi ta l staff occasionally 
r e q u i r e s r e m i n d e r s w h i c h a r e 
provided by the appropr ia te door 
cards. One might also argue that the 
hospital has a legal and ethical respon
sibility to its staff to indicate the pres
ence of a known infectious risk. 

Are these precautions necessary and 
effective? Frankly we do not know. 
There are few adequately controlled 
studies of any isolation procedure. 
With the exception of ocular pro
phylaxis of the newborn and the use of 
caesarean section for mothers with 
genital herpes, I know of no adequate 
data specifically concerning the pre
vention of nosocomial STD. In the 
absence of good data, recommenda
tions must be based on reasonable, 
theoretical considerations. These are 
the bases for my suggestions. 

Birnbaum notes that applying these 
precaut ions on a disease-specif ic 
basis tends to separate STD patients 
from others, to isolate them in the psy
chosocial sense. This need not be the 
case. Precaution cards do not indicate 
the specific diagnosis, and body dis
charge precautions do not mandate 
private rooms. For most STD (the 
exceptions being viral and chlamydial 
infections), patients become noncon
tagious very quickly after initiating 
therapy, and in general precautions 
can be discontinued within 48 hours. 

At least as important is the concept 
that body discharge precautions, or 
less frequently wound and skin pre
cautions, are probably all that one 
need do. Perhaps because of their 

social consequence the STDs are often 
regarded with fear that is distinctly out 
of proportion to their clinical signifi
cance. Further, these pathogens are in 
some respects different from those 
often involved in nosocomial infection. 
A few Pseudomonas contaminating 
the fingers are unlikely to produce 
disease in normal hospital staff, but a 
few Treponema pallidum or herpes sim
plex viruses may in fact do so. Hospital 
staff may be relieved to learn that by 
taking only relatively limited precau
tions, the risk of infection of health 
care personnel can be essentially elim
inated. Patients with sexually transmit
ted diseases need not be isolated in the 
social or the physical sense. 

Given current standard patient care 
practices, I continue to believe that the 
application of the recommended pre
cautions are rational. 

Nur se Casares raises ques t ions 
about the definition of neonatal infec
tions as nosocomial, and I must apolo
gize for being unclear in the Editorial. 
The Hospital Infections Program 
(Center for Infectious Diseases, Cen
ters for Disease Control, Atlanta, GA 
30333) has developed a Site Definition 
Manual which defines nosocomial 
infections for the Nat ional Nos
ocomial Infections Study (NNIS). 
These guidelines ensure consistency 
in repor t ing practices among par
ticipating hospitals. It was this defini
t ion tha t I c i ted , bu t I d id so 
incompletely. The NNIS regards as 
nosocomial those neonatal infections 
thought to be acquired either intra
partum or during hospitalization. As 
such , gonococca l or ch lamydia l 
ophthalmia neonatorum or neonatal 
herpes simplex virus infection would 
be regarded as nosocomial. On the 
other hand, infections acquired in 
utero by transplacental transmission 
of pathogens would not be regarded as 
nosocomial. Sexually transmitted dis
eases in the latter category would 
i n c l u d e c o n g e n i t a l syphi l i s and 
c y t o m e g a l o v i r u s in fec t ions . T h e 
major significance of these definitions 
is that criteria be applied uniformly. 
They seem reasonable because indeed 
transmission does take place in the 
hospital, and many of these diseases 
are preventable either by diagnosis 
and treatment of maternal infection or 
by suitable prophylaxis applied to the 
neonate. Indeed surveillance data may 
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dictate changes in hospital policy. For 
example, observing a high or increas
ing rate of chlamydial ophthalmia 
neonatorum might suggest a change 
in neonatal ocular prophylaxis from 
silver n i t ra te to e ry th romycin or 
tetracycline preparations. Calling some 
of these infections nosocomial should 
not be taken to suggest that their 
acquisition is somehow the fault of 
hospital personnel. 
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Michael F. Rein, MD 
Associate Professor of Medicine 

Division of Infectious Diseases 
University of Virginia School of Medicine 

Charlottesville, Virginia 

Conjunctivitis 
in Neonates 

To the Editor: 
We read with interest the article 

"Nongonococcal ophthalmitis associ
ated with erythromycin ointment pro
phylaxis of gonococcal ophthalmia 
neonatorum" in the March 1984 issue 
of Infection Control.l We recognized a 
similar situation in our 520-bed com
munity teaching hospital. 

An investigation of conjunctivitis in 
neonates was conduc ted t h r o u g h 
retrospective review by the nurse epi
demiologists. A case was designated as 
conjunctivitis if so indicated directly in 
the clinical notes or a unilateral (or 
bilateral) injected, erythematous con
junctiva with drainage of purulent 
material was described. The period of 
review was 34 m o n t h s . After the 
exc lus ive use of e r y t h r o m y c i n 

ophthalmic prophylaxis was initiated, 
and in March 1982, there were 12 rec
ognized cases of conjunctivitis from a 
total of 4,724 live births over a 20-
month period. In comparison, over a 
14-month period, from January 1981 
through February 1982, there were 
two eye infections from a total of 3,036 
live births during exclusive use of sil
ver nitrate prophylaxis (Figure). The 
attack rates were 0.25% and 0.07%, 
respectively (p = 0.054 by X2). While 
the difference in these rates did not 
quite reach statistical significance, we 
felt that it was clinically important. 
Because the isolated organisms were 
different and cases occurred over the 
entire period of review, a single source 
was unlikely. Ten of the 12 cases had 
cultures of conjunctival exudate taken 
and organisms that were recovered 
included: Proteus species (1), Staphy
lococcus aureus (2), alpha streptococcus 
(2), Serratia marcescens (1), Haemophilus 
influenza (2), Escherichia coli (1), and 
Neisseria gonorrhoeae (1). 

After observing the installation of 
the erythromycin ointment, we postu
late that manipulation with the care
taker's finger necessary to apply the 
ointment was the likely reason that the 
conjunctivitis was occurring at an 
increased rate. In January 1984, we 
changed to 1% tetracycline eye drops 
for p r o p h y l a x i s of n e o n a t a l 
ophthalmic infections. To date we have 
recognized no further cases of neo
natal conjunctivitis. Clearly, longer 
term follow-up will be necessary to 
conclude that 1% tetracycline eye 
drops are safer. 
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Timothy W. Lane, MD 
Faye Dalton Ivey, RN, MSN 
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Figure. Cases of eye infections in newborns by month.' 
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