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Our survey asked infection con-
trol practitioners if they had
received, reviewed, or adopted spe-
cific recommendations from impor-
tant guideline publications. Its pur-
pose was to measure the extent of
guideline receipt and adoption, not
to evaluate published recommen-
dations themselves. One of these
publications’ states that, as one of
six components of Body Substance
Isolation (BSI), “Gloves are worn
for anticipated contact with all
blood, secretions, mucous mem-
branes, nonintact skin, and moist
body substances for all patients.
Handwashing is unnecessary in
these circumstances unless the
hands become visibly soiled due to
punctures in the gloves. Gloves are
changed before another patient is
treated.”

This departure from the usual
e m p h a s i s  o n handwashing
attracted an editorial response?
“...we are not convinced that chang-
ing gloves between patients elimi-
nated the need for handwashing.”
The phrasing of Lynch et al was
used in our questionnaire but
edited to more concise statements
in publication. It is disturbing that
a large proportion of respondents,
even in hospitals claiming adoption
of BSI, had not read the guideline.

Our support for concepts advo-
cated in the letter by Lynch et al, as
well as a hope that more rational
substitution of hygiene for “isola-
tion,” would encourage improved
understanding of infection control,
precedes the acquired immunode-
ficiency syndrome (AIDS) and Uni-
versal Precautions.3  However, our
recent survey, as well as further
research now in progress, suggests
that today’s focus on protecting
healthcare workers from AIDS has
grossly overshadowed the goal of
protecting patients from noso-
comial infection. Gloving may be
superior to no handwashing in pro-
tecting staff from AIDS (and, more
frequently, herpetic  whitlow and
hepatitis B), but improper use of

gloves has already been implicated
in spreading contamination and
cross infection.4,5
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Home Healthcare

To the Editor:

I read with great interest the
article titled “Infection Control for
Home Health” (1990;11(7):362-
370). Having been an infection con-
trol practitioner for many years
and a home health nurse even
longer, I am always intrigued by
the comments of writers of articles
regarding home healthcare. This
article certainly pointed out the
multiple numbers of home care
programs directly associated with
hospitals since 1980. Home health
is not new to nursing, as a perusal
of the literature will prove. It is,
however, new to hospital support.

Recognizing the need for
updated information for the
healthcare worker in the home, I

wrote, with Marya Grier, the
pocket reference Nurse’s Guide to
Infection Control Practice, pub-
lished in 1988. In this guide, we
discussed the home care principles
for handling infections and infec-
tious material, waste, and environ-
ment for each system of the body.
We have included a section on the
discussion of blood and body fluid
precautions for patients with the
acquired immunodeficiency syn-
drome (AIDS).

I appreciate the references
used in the Simmons et al article,
but would have appreciated even
more the current information from
the guide I have previously
described.

I also question statements not
recommending disinfection using
white vinegar, recommending that
the tracheostomy  cannula be
rinsed in boiled water, and recom-
mending that the suction catheter
can be boiled if used longer than
eight hours. As stated, there is
little-to-no direct research meas-
urement of the effect or non-effect
of vinegar in cleaning respiratory
equipment, particularly cannulas.
There is a preponderance of anec-
dotal information, however, of no
infections with the use of vinegar
in cleaning cannulas. Using boiled
water in certain geographical loca-
tions of the country will leave depos-
its of alkali and heavy minerals on
the cannulas, if they are metal.
Why boil water that is potable in
the first place?

In addition, the use of a dis-
posable catheters do not lend them-
selves to boiling. If the red Robin-
sons are used, I question the feasi-
bility of boiling, because these cath-
eters are loaded with fissures and
cavities that can protect bacteria
during boiling. These red rubber
catheters also become sticky and
deteriorate quickly if boiled. In my
home healthcare practice, I teach
and demonstrate the cleaning of the
reusable catheter with soapy water:

Continued on page 142
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STEP1
Your first step

STEP2
Provide your

1 towarda 1 workers with
1 solution- 1 IsoLysEx”

Educate your “Point-of-
workers to practice Generation Treatment”
“Universal Precautions.” Systems for “high risk”

medical waste.

It’s such a simple idea Treat “high risk” medical waste when and
where it’s generated. Why didn’t someone think of that before.?
Recent studies confirm that infectious liquid waste, sharps, and other blood
contaminated materials are primarily occupational hazards. Almost all
accidental needle sticks and contacts with body fluids are incurred by health
care employees. These accidents occur at many points within the health
care facility, along the route of collection, packing, handling, storage, and
final transportation to the point of final disposal.
ISOLYSINGrM  is a concept “whose time has come.” While many companies
have focused on the final disposal of infectious and hazardous waste
materials, ISOLYSERTM  has focused on helping health care professionals to
reduce the risk of infections and injuries from on the job contact with “high
risk” medical waste. In addition to improving workplace safety, ISOLYSING’”
medical waste makes it safe for incineration or landfill.

ISOLYSER’” can help you to economically treat high risk medical waste
before it leaves the Operating Room, Obstetrical Department, Isolation,
Intensive Care, the Emergency Department wherever it is generated.
ISOLYSER ALDE-XTM  can help you to provide a safer workplace where
Formaldehyde and Glutaraldehyde are in use. And, ALDE-XT”  can help you to
comply with the new EPA “clean waste water” Regulations.

n Stop leaking suction canisters
with ISOLYSER LTS:”

W Control aerosoling and
splashing infectious
liquids-with LTSY

W Treat sharps in the patient
room as they are collected
with ISOLYSER SMS?’

W Save on handling, storing,
and disposal expenses.

n Enhance OSHA and EPA
Regulatory Compliance.

For more information on ISOLYSER?

0 ISOLYSER LTST”  Liquid Treatment

0 zi%LR SMS’” Sharps Manage-
ment Systems

0 ISOLYSER ALDE-XTM Aldehyde
Combinant Technology System
(Formaldehyde, Glutaraldehyde)

0 ISOLYSER T-PakTM Compaction/
Treatment Systems for bulk
disposables, packs, gowns, etc.

Write or Call:

ISOLYSER Customer Service
ISOLYSER COMPANY, INC.
4350 International Blvd. N.W.
Norcross, GA 30093
Phone - (404) 381-7566
FAX (404) 381-7581
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Continued from page 140
running the water through the cath-
eter; rinsing thoroughly with clear
water; rinsing with saline; rinsing
with household vinegar diluted 1:2;
and storing in a presterilized clean
jar. I do teach the method of making
saline at home. The disposable cath-
eter is used for 24 hours and
cleaned as described after each use.
Although anecdotal, the hospitaliza-
tions for pneumonia, respiratory
infections, or tracheostomy prob
lems have been nonexistent for five
years. I know I should do a meas-
ured observation, but somehow
there just isn’t the time when you
are caring for patients.

I really feel that the article was
timely, realistic, and helpful for
practitioners who want to incorpo-
rate some scientific measurements
into their practices. There is no
budget, there are poor facilities,
there are cultural differences, there
are no cleaning products at all,
there are no modern toilets, there
may not be any tables, chairs, or
beds as we know them, and there
may not be a home.

Jacquelyne E. Krikis, RN
Seal Beach, California

The authors were asked to respond to
this letter.

MS Krikis raises several issues
related to “Infection Control for
Home Health” (1990;11(7):362-
370). Vinegar is not recommended
for disinfection because, as the arti-
cle states, products containing vin-
egar do not contain a known, stan-
dard amount of acetic acid (the
active antimicrobial ingredient of
vinegar). Many publications in nurs-
ing journals recommend vinegar
for home disinfection, but at vary-
ing dilutions. We know of no infor-
mation showing that vinegar is
active at the dilutions used in
homes and that it is not contami-
nated with potentially pathogenic
microorganisms. Further, the man-
ufacturers of vinegar cannot rec-
ommend or defend its use as a
disinfectant, since that would be
against the law. Disinfectants pro-
moted for use on medical devices
require approval by the Environ-
mental Protection Agency (EPA).
We do not believe there is ade-
quate evidence that patients using
vinegar disinfection do not get
infected. There are, however, many
alternative methods of disinfection
that have been well studied and are
inexpensive. We hope that home
health nurses accept the challenge
implied in our article and study
vinegar disinfection in a scientific
manner.

Boiling water kills vegetative
bacteria, like Pseudomonas and
Legionella  species, that frequently
grow in potable water. One would
not want to disinfect any device in
boiling water unless it was ther-
mostable. Red rubber catheters
could be disinfected, if reused, by
some of the alternative means of
disinfection mentioned in our arti-
cle.
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Letters to the Editor should be
addressed to Infection Control and
Hospital Epidemiology Editorial
Offices, C41 General Hospital, Uni-
versity of Iowa Hospitals and Clin-
ics, Iowa City, IA 52242. All letters
must be typed, double-spaced, and
may not exceed four pages non
include more than one figure  or
table. The editors reserve the right
to edit for purposes of clarity or
brevity.
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