
Letters to the Editor 

The Value of a 
Streamlined 
Surveillance Method 

To the Editor: 
Following adopt ion of the stream

lined surveillance m e t h o d described 
in " A b b r e v i a t e d S u r v e i l l a n c e of 
Nosocomial Urinary Tract Infections: 
A New Approach,"1 we noted a sub
s tant ia l i nc rease over t h e nex t 11 
months in both the absolute n u m b e r 
of UTIs , as well as U T I rates (calcu
lated pe r 1,000 pa t ien t days). Con
cerned that this increase might be an 
art ifact p r o d u c e d by t h e new sur
veillance system, we e x a m i n e d the 
overestimation of this me thod at ou r 
facility for the m o n t h of D e c e m b e r 
1985. 

Of the 48 positive cultures identi
fied by the abbreviated me thod , tradi
t ional survei l lance ident i f ied 45 as 
being t rue nosocomial infections. This 
represents an overestimation of 6%, 
somewhat less than the 12% reported 
by Costel et al. We did not evaluate 
possible underes t imat ion. 

While o u r compar ison of the two 
methods did not explain the increased 
U T I rate at o u r ins t i tu t ion , it does 
suppor t the findings of Costel et al. 
T h e overest imat ion i n h e r e n t in the 
abbreviated me thod may be even less 
t h a n t h e 12% r e p o r t e d by t h o s e 
authors . We enthusiastically endorse 
the streamlined technique because of 
its time-saving features, and offer this 
experience as fur ther validation of its 
specificity. 
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IV Administration 
and Tracheostomy 
Care in the Home 

To the Editor: 
I read with interest the inquiry in 

Infection Control A u g u s t 1985, p a g e 
299 , r e g a r d i n g g u i d e l i n e s for IV 
Therapy infection control practices in 
the home . 

Ms. Crow r e s p o n d e d by s t a t i ng 
the re a re n o na t iona l o rgan iza t ions 
that have addressed this issue. I would 
like to adv i se y o u r r e a d e r s of t h e 
National In t ravenous Therapy Asso
c i a t i o n ( N I T A ) s t a n d a r d s for IV 
Therapy which include infection con
trol practices and h o m e care. 

N I T A is a na t iona l o rgan iza t ion 
r e p r e s e n t i n g over 3 ,500 Registered 
Nurses who are actively involved in the 
p rac t i ce of IV T h e r a p y , m a n y of 
whom practice totally in the h o m e care 
setting. Many institutions and agen
cies base t he i r IV Policy a n d Pro
cedure on the s t andards of NITA. 

I would like to point out that IV 
tubings need to be changed at 24 to 48 
h o u r intervals and not 48 to 72 hours 
as advised. T h e s t andard of 24 to 48 
hours was established by NITA and is 
in a c c o r d a n c e with the C e n t e r s for 
Disease Control (CDC) Cuidel ines . 

Copies of the above men t ioned stan-
d a r d s \ n a y be obtained by writ ing to 
t h e N I T A office at 87 B l a n c h a r d 
Road, Cambr idge , MA 02138. Major 
s t andard revisions are projected to be 
published d u r i n g 1986. 

Sue Thomson, CRNI 
NITA Sig Committee 

Chairperson on Home Health Care 
IV Therapy Coordinator 

Gettysburg Hospital 
Gettysburg, Pennsylvania 

Ms. Crow responds to Ms. Thomson's com
ments. 

It is t r u e tha t N I T A has g e n e r a l 
guidel ines for IV care in the h o m e 

situation. I look forward to the revi
sions since more specific infection con
trol issues need to be addressed for 
this rapidly expand ing area. 

T h e N I T A r e c o m m e n d a t i o n s you 
referred to state, "IV admixture sets 
should be changed every 24 hours or 
after each IV medication treatment." 
Personally I d o not believe that this is 
practical in today's heal thcare world. 
In fact, there are studies showing that 
48-hour change is safe practice. O n e 
study, at the New England Medical 
Center in Boston, even shows that a 
72-hour change is safe. It is interesting 
to note that with the advent of cost 
c o n t a i n m e n t , m a n y hosp i t a l s have 
b e g u n to c h a n g e IV sets every 72 
hou r s with no increased risk in infec
tion rates. 

R e c o m m e n d a t i o n s from organ iza 
tions such as NITA and the Centers 
fo r D i s e a s e C o n t r o l s h o u l d b e 
r e v i e w e d w h e n e s t a b l i s h i n g a n y 
p a t i e n t c a r e p r a c t i c e . However, we 
must recognize that we live in the real 
w o r l d of cos t c o n t a i n m e n t . C o n 
sequently, we mus t make patient care 
decisions based on studies when avail
able, and c o m m o n sense when there 
are no good studies. 

Sue Crow, RN, MSN, CIC 
Nurse Epidemiologist 

Louisiana State University 
Shreveport, Louisiana 

Correction Noted 

To the Editor 
O u r a r t i c l e " N o s o c o m i a l Funga l 

Infect ion D u r i n g Hosp i t a l Renova
tion" in Infection Control 6(7):278-282J 
contains an error. O n page 279, col
u m n 1, line 29; Rhizopus indicus should 
in fact be Mucor indicus. I apologize for 
the inconvenience. 

Bruce A. Hanna, PhD 
Director, Clinical Microbiology 

Bellevue Hospital 
New York, New York 
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