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time the catheter is in the patient's urinary tract system. 
Silver alloy catheters may not be cost-effective if used by 
patients who are catheterized only for short term. 

Another example of an evenly distributed response is 
to the statement, "Everything in the room of a patient 
placed on Isolation Precautions should be considered con
taminated and should be discarded or disinfected when the 
patient is discharged." If this statement is true, everything 
from all patient rooms (isolation or non-isolation) should be 
considered contaminated and should be discarded or disin
fected when the patient is discharged, because there is no 
evidence that patients on isolation consistently shed more 
organisms than patients not on isolation. If this statement is 
not true, different criteria should apply for patient-care 
items, such as those that are likely to be soiled and those 
that are likely to be touched just before contact with a 
patient's mucous membranes or nonintact skin. The CDC's 
position on this controversy is stated in the "Guideline for 
Isolation Precautions in Hospitals" as stated below,12 

Contaminated, reusable critical medical devices or 
patient-care equipment (ie, equipment that enters normally 
sterile tissue or through which blood flows) or semicritical 
medical devices or patient-care equipment (ie, equipment that 
touches mucous membranes) are sterilized and disinfected 
(reprocessed) after use to reduce the risk of transmission of 
microorganisms to other patients; the type of reprocessing is 
determined by the article and its intended use, the manufac
turer's recommendations, hospital policy, and any applicable 
guidelines or regulations. Noncritical equipment (ie, equip
ment that touches intact skin) contaminated with blood, body 
fluids, secretions, or excretions is cleaned and disinfected 
after use, according to hospital policy. Contaminated dispos
able (single-use) patient-care equipment is handled and trans
ported in a manner that reduces the risk of transmission of 
microorganisms and decreases environmental contamination 
in the hospital; the equipment is disposed of according to hos
pital policy and applicable regulations.12 

The CDC has developed evidence-based guidelines 
for prevention and control of nosocomial infections since 
the early 1980s. Therefore, it is surprising that many of the 
respondents still believe in some of the dogmas not based 
on evidence, such as daily perineal care reducing the risk 

of catheter-associated urinary tract infections or protective 
isolation being an effective method to reduce risk of cross-
infection to immunocompromised patients. This suggests 
that old dogmas die hard and old habits are hard to break. 

This is the first evaluation of perceptions of infection 
control practices or dogmas of participants in a conference 
on healthcare-associated infections and provides a good 
baseline of infection control professionals' perceptions of 
various infection control practices. This can be beneficial 
in planning for education and research priorities on infec
tion control and prevention. Efforts need to be made to 
clarify which dogmas have evidence of their efficacy or 
non-efficacy, as we educate infection control professionals 
to prevent healthcare-associated infection in the most cost-
beneficial fashion. 
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Hospital-Acquired Malaria Transmitted by Contaminated Gloves 
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Piro and colleagues recently 
described two cases of malaria occurring 
in a malaria-free zone in two in-patients, 2 
weeks after a case of Plasmodium falci
parum malaria, acquired in Burkina Faso, 
had been admitted to the same ward. After 

reviewing the techniques used by nursing 
staff, they concluded that transmission 
probably occurred via gloves contaminat
ed following manipulation of venous can-
nulae and drip lines of the patient with 
Burkina Faso-acquired malaria, which 
were not discarded before manipulating 
the intravenous lines of the other two 
patients. 

The authors suggest that nosocomial 

transmission of unusual and potentially life-
threatening infections should be taken into 
consideration in those settings where com
pliance with Universal Precautions is not 
rigorous. 
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