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Isolation Techniques for
Hospital Patients with
Viral Hepatitis:

New Guidelines Premature

In spite of the many hepatitis studies performed
between World War II and the mid 1960s, there were
significant gaps in our knowledge of the epidemiology
of hepatitis A and hepatitis B until serologic tests for
the specific diagnosis of each type became available.
The discovery of Australia antigen by Blumberg and
his colleagues' in the 1960s and the application of
immune electron microscopy to the study of hepatitis A
by Feinstone and his co-workers’ in the early 1970s led
to rapid development of sensitive serologic tests for the
diagnoses of hepatitis A and hepatitis B. Prior to
availability of these tests, it was known that hepatitis A
was transmitted by the fecal-oral route and that
hepatitis B could be transmitted by administration of
blood and blood products. However, the durauon of
viremia and fecal shedding of virus in hepatitis A, and
the possibility that hepatitis B could be spread by feces
and body fluids other than blood, remained uncertain.

As a result of these uncertainties, the Center for
Disease Control (CDC)® had recommended that both
blood precautions and enteric isolation be enforced for
the duration of hospitalization of any patient with viral
hepatitis. However, many studies carried out in the
past decade have shed new light on the epidemiology
of viral hepatitis. With new information available,
Favero and his colleagues® at the CDC recently
recommended new guidelines for the isolation of
hospital patients with viral hepatitis. The new
guidelines call for fewer precautions, emphasize
techniques aimed at preventing transmission by blood
and blood products, and suggest that formal enteric
isolation be eliminated for all types of viral hepatitis.

When possible, minimizing precautions for patients
isolated for communicable diseases is desirable.
Limiting the number of precautions when patients are
isolated fosters better patient care, because health care
personnel tend to avoid entering isolation rooms when
isolation technique is cumbersome. Furthermore,
eliminating unnecessary measures makes isolation more
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cost-effective. Thus, simplifying isolation techniques is
desirable, but only when there is evidence that it is safe
to do so.

It is with interpretation of epidemiologic data by
Favero et al.’ that I take issue. In their discussion of
fecal shedding of virus in the course of hepatitis A
virus infection, their interpretation of the data is that
virus is shed for only a short time and in low
concentrations after onset of symptoms. They cite only
one study’ that is at variance with their interpretation,
but there is another report that also conflicts with their
conclusions. Dienstag et al.® found viral particles in
feces of 10 of 27 patients for as long as ten days after
the onset of jaundice.

Favero et al. also suggest that the low concentrations
of virus in stool after onset of jaundice indicate that
feces of patients are less infectious after onset of
symptoms. However, the reference they cite’ does not
make a strong case for a direct relationship between
concentration of viral particles in stool and degree of
infectivity. Further, it is widely accepted that hepatitis
B is highly infectious, with only one or two viable viral
particles needed to initiate infection. Although the
hepatitis B virus has a different portal of entry and
differs in other significant ways from the hepatitis A
virus, further studies are needed to determine how
many infections particles would be needed to initiate
infection with the hepatitis A virus.

The contention of Favero et al. that the similar
incidence of hepatitis A in health care workers and in
first-time volunteer blood donors indicates that medical
personnel are not at significant risk from patients
hospitalized with hepatitis A can be questioned. It is
possible that health care workers do not have a
detectable increase in incidence of hepatitis A infection
because relatively few patients with hepatitis A are
admitted to general hospitals. Thus, a serologic survey
may be an insensitive indicator for the risk of
transmission of hepatitis A to medical personnel. The
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(Editorial continued)

absence of an increased risk in hemodialysis patients
and associated personnel is predictable because, while
blood is easily transmitted between patients and
personnel, there is little contact with stool in a
hemodialysis unit. The authors cite the apparent
absence of transmission of hepatitis A in a liver unit’
where several thousand patients were admitted over 10
years. However, observations in a highly specialized
unit, where there is a high level of awareness of the
danger of transmitting hepatitis and where specially
trained personnel care for patients, are not applicable
to a general hospital. That hepatitis A can be
transmitted in the hospital is amply documented by
Favero et al. Thus, in my opinion, the authors have
failed to make their case that the feces of patients
hospitalized with hepatitis A are unlikely to be
important in transmitting hepatitis A to health care
workers.

One can also take issue with the assessment of Favero et
al. of the data about the epidemiology of non-A, non-B
hepatitis. First, they conclude that non-A, non-B
hepatitis is transmitted in a manner similar to that of
hepatitis B. However, in the absence of serologic
markers for the one or more viruses that cause non-A,
non-B hepatitis, little is known about possible modes
of ransmission other than by blood, and whether virus
is present in feces or other body fluids is not known.
That non-A, non-B hepatitis can be spread by means
other than transfusion of blood is indicated by the
report of Villarejos et al.® These authors documented
non-A, non-B hepatitis in 12 patients who had not had
blood transfusions and concluded that they had
acquired the disease through person-to-person
transmission. Whether person-to-person spread of non-
A, non-B hepatitis takes place by contact of infectious
serum and secretions with skin and mucous
membranes, or by the fecal-oral route, or by both
routes, remains unknown. Thus, it cannot be
concluded that feces from patients with non-A, non-B
hepatitis pose no risk to medical personnel.

The principal concern with the new guidelines is
that they eliminate formal enteric isolation for hepatitis
A and non-A, non-B hepatitis. As noted above, these
recommendations are not supported by the currently
available epidemiologic data. Even though Favero and
his colleagues from the CDC have concluded that feces
from patients with these two types of viral hepatitis
provide a minimal risk to health care workers, they do
caution that feces from these patients be handled
carefully, i.e., “The usual precautions practiced with
urine and feces of all other hospitalized patients should
be used with those of hepatitis patients. For example,
when directly handling urine and feces or containers
with urine or feces, personnel should wear gloves; and
urine and feces should be flushed directly down the
toilet.” Except for pediatric patients and uncooperative
or fecally incontinent adult patients, general
application of the latter measures would obviate the
need for isolation for every disease for which the CDC
currently recommends enteric isolation.’
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However, it would not be appropriate 10 discontinue
formal enteric isolation for any of the enteric diseases for
which it is currently practiced, including hepatitis A
and non-A, non-B hepatitis. Although careful handling
of the feces of all patients would effectively prevent
transmission of enteric diseases from patient-to-patient
or patient-to-personnel, many personnel will not be
careful in handling stool and urine from all patients.
In a large number of hospitals throughout the country,
there is a shortage of nursing personnel. When the
level of staffing is inadequate for the patient load, some
of the first short cuts taken include elimination of good
infection control practices such as hand washing
between patients and the use of gloves when handling
hazardous or potentially hazardous materials. Indeed,
practice of good isolation technique may be all that
one can hope to achieve on many nursing units.
Therefore, all patients with communicable diseases
should be placed on appropriate isolation, and the
medical and nursing staffs should be reminded
constantly that practicing good infection control
techniques with these patients is particularly vital.

Patients admitted with suspected or proven hepatitis
A should be placed on blood precautions and formal
enteric isolation. Enteric isolation should be continued
until peak levels of serum enzymes have been achieved.
Most studies of fecal shedding of hepatitis A virus agree
that the virus cannot be detected in feces later than the
day of peak serum enzymes.*’”

I concur with Favero et al. that hepatitis B 1s not
transmitted by feces, and additional evidence can be
cited in support of this position.'”"* Therefore, it is
appropriate that patients with suspected or proven
hepatitis B be cared for using only blood precautions.
However, patients with grossly bloody feces should be
under formal enteric isolation until the bleeding
has ceased. Although enteric isolation is not indicated
for most patients with hepatitis B, Favero et al. should
have advised that personnel wear gloves when coming
into contact with other body fluids such as saliva, bile,
cerebrospinal fluid, and pleural fluid. The risk posed
by contact with such fluids has not been defined but, as
the authors pointed out, HBsAG has been detected in
all body fluids, and the presence of hepatitis B virus in
saliva and semen has been documented experimentally.
Another recommendation that should have been made
was that glasses or goggles, as well as masks, be worn
to protect the face and eyes when it is anticipated the
blood may be splashed. This type of accident may
occur in areas outside of the hemodialysis unit.

Any patient with suspected non-A, non-B hepatitis
should be placed on blood precautions and formal
enteric isolation for the duration of hospitalization.
Gloves should be worn when contact with any body
fluid is anticipated, and glasses or goggles and masks
should be worn when blood or feces may be splashed.

The principal difference between the new guidelines
and those published previously by the CDC’ is that
formal enteric isolation has been eliminated for all
types of hepatitis. Apparently, an enteric isolation sign
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would not be placed on the door to the patient’s room,
and gloves and gowns would be used only for direct
contact with the patient’s blood or feces. However, to
avoid transmission of hepatitis by feces in the hospital,
it is necessary to do more than advise personnel to
follow ‘“The usual precautions practiced with urine
and feces of all other hospitalized patients...”.* If
hepatitis A and non-A, non-B hepatitis can be
transmitted by feces in the hospital, they probably will
be, just as have Escherichia coli and Salmonella.

The only way to prevent transmission in most
hospitals is to isolate patients with communicable
diseases appropriately, raise the staff’s level of
awareness of the danger posed by these patients,
instruct personnel in proper technique, and monitor
compliance as frequently as possible. Using formal
enteric isolation with signs, gloves and gowns will
accomplish two goals: (1) it will raise the level of
awareness to the potential danger and (2) it will insure
that, every time personnel come into contact with
patients’ blood and feces, their hands and clothing will
be protected. Formal enteric isolation should not be
abandoned for patients hospitalized with hepatitis A and
non-A, non-B hepatitis unless and until the evidence
against fecal transmission becomes as solid for the latter
diseases as it is for hepatitis B.
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