
Reply to Roady

To the Editor—We welcome the engagement and comments of
Ms. Roady in response to our research article.1 We agree that
the use of rapid ATP testing has a growing body of published
support. However, the lack of common acceptance for rapid
ATP testing at this point in time is well expressed in the EPIC 3
Guidelines (2014) from an expert committee in the United
Kingdom.2

Unfortunately, Ms Roady somewhat misses the point
of our paper. In our study, we did not attempt to equate rapid
ATP testing with detection of bacterial contamination. We
showed that the variability that occurs when measuring
responses to controlled quantitated microbial cultures
is the same variability that occurs when controlled con-
centrations of pure ATP solutions are measured. The
issue is therefore not correlation with detection but data
variability.

This variability is undetectable to ATP device users and
applies to all sources of detected ATP. The ATP variability
problem (ie, imprecision in results) that we have outlined in
our most recent paper is common to each of the ATP device
brands we tested. This finding does have implications for
sampling methodology and analysis.3

We set out to validate several branded ATP devices
using a standardized approach and focusing on precision
and accuracy.4 The first issue we encountered was uncon-
trolled variability and the lack of precision at any testing
point. The issue of accuracy is problematic because the
scale of relative light units (RLU) is neither universally
standardized nor standardized among ATP device
suppliers.

We welcome the engagement with the industry. We would
like to see better quality of results for ATP testing devices,
including testing for precision and the development of a
common measurement scale. There remains a tremendous
upside for ATP use once these issues are resolved.
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Infection Control Implications of Protracted
Lengths of Stay With Noninfluenza Viral
Influenza-Like Illnesses in Hospitalized Adults
During the 2015 Influenza A (H3N2) Epidemic

To the Editor—Infection control (IC) precautions for hospi-
talized adults with influenza consist of standard, contact, and
droplet precautions with single rooms recommended or with
patients cohorted, but guidelines for viral influenza-like ill-
nesses (ILIs) are not standardized.1 During the January 2015
influenza A (H3N2) epidemic in our location, the high volume
of patients with ILIs became problematic, creating a major
strain on bed availability.
In January 2015, a total of 54 adults were admitted with

influenza A (H3N2) and 37 adults were admitted with viral ILIs
diagnosed by multiplex polymerase chain reaction (PCR) assay
of nasopharyngeal swab samples. Of the 54 influenza case
patients, 53 (98%) had influenza A (H3N2) and 1 (2%) had
influenza B. One patient had a dual-positive rapid influenza
diagnostic test for influenza A and influenza B, but PCR testing
was positive for influenza A (H3N2).

2–6

Of the 37 adults with viral ILIs, 16 (43%) had respiratory
syncytial virus (RSV), 10 (27%) had rhinovirus/enterovirus
(R/E), 5 (14%) had human parainfluenza virus type 3
(HPIV-3), 4 (11%) had human metapneumovirus (hMPV),
and 2 (5%) had coronavirus (Table 1). Elderly patients, more
commonly admitted for viral ILIs, had longer LOS for viral
ILIs than for influenza. RSV patients were older (mean age,
83 years), with LOS similar to that of influenza patients.
Importantly, HPIV-3 patients had the longest LOS of any viral
ILI (mean, 19 days) and were more seriously ill, with 1 death
due to HPIV-3 pneumonia. Two patients had co-colonization
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with influenza A (H3N2) and another respiratory virus, but not
a worse prognosis.4–6 None of the 37 adults with viral ILIs had
bacterial coinfection at admission or during hospitalization.

Hand hygiene and respiratory hygiene (ie, cough etiquette)
should be maintained for viral ILIs. The Centers for Disease
Control and Prevention’s Guideline for Isolation Precautions
recommends contact precautions for adults with hMPV, RSV,
or HPIV-3 only if they are immunosuppressed. Droplet
precautions and single rooms are recommended during
hospitalization.7 Our viral PCR (FilmArray Respiratory Panel;
BioFire Diagnostics) does not distinguish between rhino-
viruses and enteroviruses (eg, EV-D86). R/E patients were
placed on droplet and contact precautions. Since hMPV, RSV,
and HPIV-3 have been implicated in serious nosocomial
outbreaks in adults, we placed patients with hMPV, RSV, or
HPIV-3 on standard, contact, and droplet precautions for
cough duration and used single rooms when available.8–10

Early in the influenza epidemic here, influenza and ILI
patients were given single rooms. Influenza patients had single
room priority and cohorting was performed whenever possible.
The bed situationwasmaximally stressed by adult admissions for
influenza and ILIs. For patients with viral ILIs, cohorting was of
limited value since patients with the same virus were usually not
in the hospital at the same time.

During an influenza season or epidemic, influenza cocirculates
with ILI viruses.3–5 In our view, because of potential nosocomial
transmission, patients with hMPV, RSV, or HPIV-3 should be
placed on the same IC precautions as those with influenza.

We experienced several unexpected findings during the
January 2015 influenza A (H3N2) epidemic here. First, the
number of adults with viral ILIs approached that of influenza.
Second, relatively few ILIs were due to hMPV and coronavirus,
which were associated with relatively short LOS (4 and 4.5 days,
respectively). RSV (n= 16) was themost common viral ILI with a
mean patient age of 83 years and long LOS (8.1 days). Third,
there was a relatively high incidence of R/E (n= 10), but our PCR
does not differentiate rhinoviruses from enteroviruses. Like RSV,
R/E was most common in elderly patients (mean age, 72.6 years),
and more importantly from an IC perspective, had a prolonged
LOS (8 days) like RSV, impacting our bed utilization. Fourth, the
most surprising finding was the relatively high number (5) of
HPIV-3 patients in nonimmunosuppressed adults (mean age,
76.2 years). From an IC perspective HPIV-3 had an effect on bed
utilization greater than what would be expected from the number
of patients. The HPIV-3 LOS (19 days) exceeded that of all other
ILIs. There was 1 death due to HPIV-3 pneumonia.
Influenza and viral ILIs cocirculate during the winter months

(ie, influenza season). The number of ILIs (37 patients) during
the 2015 influenza epidemic at our hospital approached that
of influenza (54 patients). Admitted adults with influenza
diagnosed by PCR were placed on standard, contact, and droplet
precautions and were given single room priority. Influenza
patients were cohorted whenever possible, but owing to
high volume, single room availability quickly became extremely
limited. Because some viral ILIs (eg, hMPV, RSV, HPIV-3) have
potential for nosocomial spread and serious hospital outbreaks,

table 1. Adults Admitted to Winthrop-University Hospital in January 2015 With a Noninfluenza Viral ILI and a Positive Respiratory
Viral PCR

hMPV RSV Coronavirus R/E HPIV-3

Age LOS Age LOS Age LOS Age LOS Age LOS

33 2 48 4 63 7 47 10 67 21
65 2 60 9 89 2 55 3 74 8
79 7 69 6 56 4 74 27
93 5 82 7 75 3 83 11a

82 6 75 19 83 28
82 8 80 2
86 7 81 10
88 3 82 18
88 7 84 4
88 12 91 7a

90 4
90 9
91 7
93 7
94 7
97 27

Mean
67.5

Mean
4

Mean
83

Mean
8.1

Mean
76

Mean
4.5

Mean
72.6

Mean
8

Mean
76.2

Mean
19

NOTE. hMPV: human metapneumovirus; HPIV-3: human parainfluenza virus type 3; ILI, influenza-like illness; LOS: length of stay in days; PCR,
polymerase chain reaction; R/E: rhinovirus/enterovirus; RSV: respiratory syncytial virus.
aDeceased during hospitalization.
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we thought it prudent to put these ILI patients in single
rooms.9,10 Since the viral etiology of ILIs was known by PCR, it
was thought that cohorting would decrease the bed burden, but
cohorting was of limited value because ILIs of the same type were
not in hospital at the same time. Single room availability was
further limited by the prolonged LOS of some ILI viruses—for
example, RSV (8.1 days) and R/E (8 days). Although there were
relatively few HPIV-3 cases, HPIV-3 LOS was the most pro-
tracted (19 days), with a disproportionate effect on bed avail-
ability. The five HPIV-3 patients were also the most ill, with 1
death due to HPIV-3 pneumonia.

We continued to provide single rooms for ILI patients for
the first 3 weeks of January, but by week 4, bed availability
became critical and we were forced to cohort ILIs of different
viral etiologies as the influenza epidemic self-terminated.
From an IC perspective we prefer diagnostic precision by PCR
testing with ILIs. However, during influenza epidemics,
knowing the specific viral ILI type may not be helpful when
bed availability becomes severely limited.
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The Economics of a Chickenpox Outbreak in an
Oncology Center in Eastern India

To the Editor—There is a lack of robust data on the health,
infection control, and economic consequences of chickenpox
(varicella) among healthcare workers. Chickenpox is poten-
tially fatal, and adults contribute to most cases of chickenpox-
related mortality.1 From 1985 to 1997 there was an average of
9.22 case fatalities per 100,000 population in England and
Wales due to chickenpox.1 Many individuals in the tropics,
especially those coming from rural areas, may be nonimmune
to varicella. For instance, only 5 (3.3%) of 153 urban adults
were seronegative for varicella zoster virus (VZV) immu-
noglobulin G (IgG) in India compared with 74 (30.1%) of 246
rural adults. Ninety-six percent of urban adults were immune
by the age of 25, compared with 42% in the rural group.2

In our center, of the 956 VZV IgG tests performed for
immunity, 593 (62%) were found to be reactive (immune to
varicella) from May 2011 to June 2015; also, 26 samples had
indeterminate VZV IgG reactivity. The live attenuated varicella
vaccine (contraindicated in immunosuppressed or pregnant
patients as well as those with previous anaphylaxis) is relatively
safe with few adverse effects (injection site pain, redness, or
mild rash in 10% of adults).3 Although many developed
countries offer the varicella vaccine (eg, National Health
Service, United Kingdom) to nonimmune healthcare workers,
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