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INFECTION CONTROL AND HOsPriTAL EPIDEMIOLOGY

A Pseudo-outbreak in
a Nursing Home

To the Editor:

An outbreak of nosocomial
infectionsis an important medical
problem that has potential eco-
nomic, legal, and politica reper-
cussions.” Infection control
programs have evolved into pow-
erful institutional processes with
formal algorithms for the investi-
gation and control of outbreaks.
Once triggered, these algorithms
must be observed until there is a
high degree of certainty that the
outbreak is resolved. We report a
pseudo-outbreak of senile
hemangioma that falsely trig-
gered the infection control algo-
rithms in a nursing home. The
apprehension among staff proved
difficult to halt and had costly
ramifications for the nursing
home.

In late 1989, a healthcare
worker noticed numerous skin
lesions on an elderly resident on
a psychogeriatric ward of an 800-
bed senior citizens home in Nova
Scotia, Canada. Because the
lesions had never before been
noted, they were considered to be
of recent onset and presumed to
be of infectious or environmental
etiology. Floor staff were alerted.
Over the following two days, al
34 residents on the ward were
examined and found to have a
similar rash. Two staff members
working on the ward aso noted
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similar lesions on themselves,
strengthening the impression of
an outbreak. Other than the pres-
ence of skin lesions, there were
no symptoms or signs among res-
idents or staff.

One elderly resident was
examined by a dermatologist on
day 2 of the outbreak. The initia
clinical diagnosis was senile
hemangioma. However, nursing
home staff were adamant that the
lesions had developed suddenly
and in other residents as well.
The differential diagnosis, there-
fore, included acute infections.

The apparent rapid spread
and high attack rate of the skin
lesions prompted the notification
of public health authorities and
an infectious disease specialist on
day 3. On investigation, an envi-
ronmental toxin seemed a implau-
sible etiology. Evidence against
an infectious etiology included:
no symptoms, signs, or labora-
tory results suggestive of infec-
tion; no changein the skin lesions
over five days, the fact that eight
of eight randomly chosen res-
dents on the ward with no
reported cases had similar
lesions;, and the fact that there
was no known viral exanthem
compatible with the physical find-
ings, clinica progression, histol-
ogy, and epidemiology of the
lesions. Senile hemangioma was
an entirely compatible diagnosis.
It was concluded that there was a
pseudo-outbreak of senile
hemangioma. The cost of the
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investigation (including the con-
sultants' time and the laboratory
tests) was approximately $500.

Despite a rapid investigation
and the discontinuation of out-
break measures on day 4,
requests for work schedule revi-
sions continued from staff through-
out the senior citizens' home, and
especialy by pregnant staff mem-
bers. Staff providing daily care
were suspicious and fearful of
exposure to a pathogen as yet
undiscovered by medical science.
The investigators formally met
with representatives of daily care,
administrative, and nursing staff.
Our assertion that the lesions
were likely present long before
observation was greeted with skep-
ticism. The estimated cost of the
pseudo-outbreak to the senior cit-
izens' home was $10,000 in five
days, mostly caused by work
schedule revisions.

Outbreaks of senile hem-
angioma among hospitalized
patients or nursing home resi-
dents have been described.>3 Sev-
era types of errors contribute to
the labelling of the occurrence of
senile hemangioma as outbreaks.
Initially, there was a mistaken
belief that the lesions were of
recent, rapid onset. This led to a
fase label of “disease” suggested
an infectious or environmental eti-
ology, and may have triggered
outbreak algorithms. The impres-
sion of an outbreak was then
propagated and compounded by
diagnosis suspicion and ascertain-
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ment biases.

Risk factors, the types of infec-
tion, organisms, patterns of trans-
mission, and the nature of the
nursing home staff al have an
impact on the priorities of infec-
tion control programs in nursing
homes.* Outbreak protocols may
be implemented prematurely, on
the basis of a set of circumstances
that would not result in the same
decision in an acute-care hospital .
In our pseudo-outbreak, the nurs-
ing home was dependent upon
external sources of expertise,
such as public health and infec-
tious disease consultants, result-
ing in delays in outbreak assess-
ment.

Nursing home staff is largely
composed of caregivers who have
little medical training and who
are uninitiated in scientific meth-
odology. In our pseudo-outbreak,
the presence of an investigation
team was an unusual event that
actualy may have fueled fears
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among staff. Lack of evidence, as
a means of refuting the existence
of an unknown pathogen, was
confusing and viewed suspi-
ciously. Our findings also were
difficult to accept from a psycho-
logical point of view. In effect, the
staffs power of observation was
being questioned. Acceptance of
our conclusions amounted to a
loss of face.

This pseudo-outbreak dem-
onstrates the momentum of the
infection control ethic, once trig-
gered. The experience highlights
the need for effective communica-
tion regarding infection control
principles to caregivers with little
medical training.
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Correction

Nathan L. Belkin, PhD, is no
longer affiliated with Superior
Fashion Sea as indicated in his
August Letter to the Editor
(1991;12:464-466).
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