
We urge that the hepatitis B vaccine, 
which has an excellent safety and 
effectiveness record to date,5 , 6 and 
which may pay for itself in the long-
run,3 , 7 be offered to high-risk hospital 
employees at no personal expense. 
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Establishment of 
International 
Federation of 
Infection Control 

A w o r l d - w i d e effor t to b r i n g 
together representatives in infection 
control was accomplished at the multi-
disciplinary International Conference 
in 1978 at the World Health Organiza
tion, Regional Office—Copenhagen, 
Denmark. International secretaries 
representing various infection control 
organizations have, as a result of this 
meeting, formed a Planning Commit
tee to develop a strategy for establish
ing a multidisciplinary International 
F e d e r a t i o n of In fec t i on C o n t r o l 
(IFIC). 

The aim of IFIC is proposed to be: 
To promote international exchange 
of knowledge, information, ideas 
and support in the control of hospi
tal-associated infections by: 
a) gathering and disseminating 
resource information among the 
associations, societies and other 
groups forming the Federation, 
b) regularly arranging international 
multidisciplinary congresses, 
c) providing individuals, in coun
tries without infection control 
organizations, with information and 

assistance for forming such organ
izations. 
Organizations and groups wishing 

to be placed on a mailing list for future 
information should send the name 
and address to: 

Mrs. Kirsten Engler 
Secretary, Planning Committee 

International Federation of 
Infection Control 

Store Kongensgade 23 
1264 Copenhagen K 

Denmark 

Non-random or 
Non-uniform? 

To the Editor: 
I read with interest the Editorial by 

Allen B. Kaiser, MD in the August 
1984 issue of Infection Control. I agree 
with his conclusion that rise and fall of 
infection rates may well occur inde
pendently of the activities of the infec
tion control or other personnel and 
that unidentified factors influence this 
rise and fall. The use of the word 
"non-random" is, however, unfortu
nate. I believe that Dr. Kaiser means 
"non-uniform" distribution of infec
tions. His point, in fact, is that the 
distribution of infections is random 
and that the fluctuation is consistent 
with a randomly occurr ing event. 
Hypothesis testing often addresses the 
q u e s t i o n w h e t h e r a d e g r e e of 
observed fluctuation is, in fact, consis
tent with random occurrence. 

Joel Spalter, MD 
South Broward Infection Control 

Consultants 
Hollywood, Florida 

Allen B. Kaiser, MD, was invited to 
respond to Dr. Spatter's letter. 

I appreciate Dr. Spalter's expressed 
interest in my evaluation of postopera
tive infections. In describing the rise 
and fall of infection rates which have 
occurred at Saint Thomas Hospital 
over the past several years, the use of 
the word "non-random" was carefully 
chosen. As noted in the Editorial, 
" a p p a r e n t c lusters of infections" 
charac te r ized t he plot of s ternal 
wound infections.1 It is precisely 
because the infections appeared to be 
" n o n - r a n d o m " tha t causes were 
sought. One point of the Editorial was 

to emphasize that state of the art sur
veillance techniques are inadequate to 
identify many of the causes of clusters 
of wound infection. 

Dr. Spalter has, however, empha
sized an important problem in hospi
tal epidemiology. Namely, when do we 
decide whether an increase in the rate 
of infection represents merely a "non
uniform" distribution of infections or, 
in fact, a "non-random" occurrence or 
outbreak? In the majority of instances, 
currently available statistical tech
niques are simply unab le to dis
tinguish "non-uniform" from "non-
random" changes in nosocomial infec
tion rates. Although the recent liter
ature has discussed this problem and 
offered possible solutions,2 4 the hos
pital epidemiologist is often left to his/ 
her own devices (ie, "eye-balling the 
data") before deciding whether to 
launch an intensive investigation. 
Hopefully, as epidemiologists begin 
collecting prospectively identified risk 
factors on hospitalized patients, the 
observed fluctuations in infection 
rates will be amenable to sound statis
tical evaluation. 
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Associate Professor of Medicine 
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Note: The affiliation of T. 
Donald Marsh, PharmD, was 
incorrectly listed in "Clinical 
Pharmacology of Antibiotics" in 
the February issue of Infection 
Control 6(2):83. 

Dr. Marsh's correct affiliation 
is: Clinical Pharmacist, Mercy 
Hospital, Charlotte, North Car
olina. We regret any inconve
nience this may have caused Dr. 
Marsh or Mercy Hospital. 
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