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reflex response that healthcare workers are neglectful
of hand hygiene, which, far from helping, only demor-
alizes them further.
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Nosocomial infections are an
important cause of preventable mor-
bidity and mortality among residents
of nursing homes. Outbreaks of infec-
tious disease in nursing homes also
have been reported frequently, and
most of these outbreaks involve respi-
ratory or gastrointestinal infections.
Prevention of outbreaks of communi-
cable diseases in nursing homes is
especially important, because infec-
tions, and especially respiratory or
gastrointestinal infections, may spread
rapidly in these settings and involve
many residents.

Researchers from the State
University of New York at Albany and
the New York State Department of
Health recently reported the result of a
case-cohort study of nursing homes in
New York State in 1993 that looked at
the institutional risk factors that were

found to be associated with the occur-
rence of nosocomial respiratory and
gastrointestinal disease outbreaks.
Facility size, staffing patterns, and
employee sick-leave policies were
found to be the principal risk factors in
an unconditional logistic regression
model. The risk of having respiratory
or gastrointestinal disease outbreaks
was greater in larger nursing homes
for each 100-bed increase in size, for
nursing homes with a single nursing
unit, or for those with multiple nursing
units with shared staff. The risk was
less for nursing homes with paid
employee sick-leave policies. Other
potential risk factors that were not sig-
nificantly associated with the risk of
disease outbreaks included the ratio of
beds per unit, type of sponsorship,
daily review of laboratory test results,
and the proportion of private beds and
patient-to-staff ratio. 

Nursing homes with single units
(wards) or with multiple units and
shared staff were found to have twice
the risk of communicable disease out-
breaks as those with multiple units

with separate staff on each unit. The
authors suggest that this might be due
to a greater number of patients and
staff coming into contact in the former
settings, thus increasing the risk of
both introduction and transmission of
disease. Shared staff on all shifts, or at
night and weekends, also may increase
the number of different staff with
which the patient comes in contact.

Based on these findings, the
authors recommend that increased
emphasis be placed on proper infec-
tion control measures, especially in
large nursing homes. The institution of
policies for paid employee sick leave
and the development of separate
staffing patterns in different nursing
units also may be beneficial to prevent
communicable disease outbreaks in
long-term–care facilities.
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