
L E T T E R S TO 
THE EDITOR 

HVFKCTTIOIV 
O K V T R O L 

Salmonella Transmission 
on a Pediatric Ward 

To the Editor: 
A recent outbreak of Salmonella 

enteriditis on our pediatric ward, 
herein reported, demonstrated many of 
the problems that may occur in this 
setting. 

The initial case (Case A) presented 
as diarrhea in a ten-month-old girl. A 
second patient (Case B), admitted 
across the unit from Case A, developed 
bloody diarrhea one week later. Before 
the mother of Case A became sympto­
matic with abdominal cramping and 
diarrhea, she fed a third patient on the 
ward, a three-year-old boy (Case C) 
with infectious mononucleosis, who 
became similarly ill. While all four 
cases cleared their infections (with 
antibiotics required in the infants due 
to the severity of diarrhea and systemic 
symptoms) more children became 
symptomatic: Case B's two-year-old 
brother and a playmate of Case C's, 
who was later admitted with fever to 
10.6° F and severe toxicity thought to be 
compatible with salmonellosis. 

After the initial cases were diag­
nosed, and pending results of second­
ary cultures, strict quarantine measures 
were instituted: these included closing 
the ward to all but emergency admis­
sions and closing common utilities 
such as water fountains. All personnel 
working on the unit were cultured and 
were not found to be carriers. Envi­
ronmental cultures were negative. 

The offending agent was identified 
as Salmonella enteriditis, sensitive to 
all antibiotics tested. How and where 
Case A acquired it is unknown. 
Although new cases arose outside the 

hospital from contact with infected 
patients, no further spread occurred on 
our ward or elsewhere in the hospital. 

Comment: Unlike prior reported 
outbreaks caused by Salmonella,1'3 a 
major contributing cause herein was 
an infected family member. Initial 
isolation procedures were not totally 
effective because this potential for 
transmission of infection was not 
initially considered. This problem 
suggests that parents and/or siblings 
of infected patients should not come in 
contact with other patients until it is 
determined that they are not carriers of 
Salmonella, 

Environmental evaluation, includ­
ing stool cultures of hospital personnel 
and institution of quarantine mea­
sures, was considered to be effective in 
preventing a larger outbreak. 

Since infants exposed to Salmonella 
are at special risk for developing 
septicemia, shock, acidosis, osteo­
myelitis or meningitis,4'5 outbreaks 
like this one demand immediate con­
trol action. 
REFERENCES 

1. Szmuness W, et al. The microbiological 
and epidemiological properties of infec­
tions caused by Salmonella enteriditis. J 
Hyg Camb 1966; 64:9. 

2. Watson I. Salmonella meningitis. Arch Dis 
Child 1958; 33:168. 

3. Epstein H C, et al. Salmonella infections of 
the newborn infant. J Pediatr 1951; 38-723. 

4. Mac Gregor RR and Reinhart J. Person to 
person spread of Salmonella—a problem in 
hospitals? Lancet 1973; 2:1001. 

5. Watt J, et al. Salmonellosis in a premature 
nursery unaccompanied by diarrheal dis­
ease. Pediatrics 1958; 32:689. 

Ernest B. Visconti, M.D. 
Chin-Hak Chun, M.D. 
Margaret Galuzzi, R.N. 

U.S.: Public Health Service Hospital, 
Staten Island, N.Y. 

Prophylactic 
Antibiotics for 
Pediatric Surgery 

To the Editor: 
The recent report by Faden1 provides 

the data for prophylactic antibiotics 
used in pediatric orthopedic surgery. 
The author did not emphasize the 
importance of timing of IV antibiotic 
administration relative to the time of 
surgery. We studied the timing of IV 
antibiotic administration for surgical 
prophylaxis in 31 pediatric patients. 

Of the 22 patients undergoing 
orthopedic surgery, 12 received pro­
phylactic antibiotics. It is important to 
note that 6 of these 12 patients did not 
receive any antibiotic prior to surgery; 
antibiotics were administered only 
during the postoperative period. Of 
the remaining 6 patients, 3 patients 
received the antibiotics at about 1-2 hr. 
before surgery while the other 3 
patients were given antibiotics at 3-4 
hr. prior to surgery. 

Nine patients underwent cardiovas­
cular-thoracic surgery. The antibiotics 
were administered at 3-4 hr. before 
surgery to 6 patients and at about 11 hr. 
prior to surgery to 1 patient. 

This study demonstrates two poten­
tial problems of antibiotic prophy­
laxis: 1) no use of preoperative anti­
biotic; and 2) long time interval 
between the antibiotic administration 
and surgery. It is clear that if antibiotic 
prophylaxis is indicated, the antibiotic 
must be administered prior to sur­
gery.2'3 To achieve peak serum and 
wound concentrations of antibiotics at 
the time of surgery, the interval be-
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tween IV drug administration and 
surgery should not exceed 1 hr.4'5 
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Filter Use for 
Hyperalimentation 
Therapy 

To the Editor: 
I would like to inquire about your 

recommendations regarding the use of 
filters for hyperalimentation therapy. 

The current policy and procedure 
for parenteral therapy at our 246-bed 
hospital includes changing the intra­
venous tubing and the .22 micron filter 
every 24 hours. 

In my clinical practice, I have found 
that before the 24 hours is complete, by 
the process of elimination, occlusion is 

traced to the filter. Therefore, either 
complete tubing change or just the 
filter change is necessary. Obviously, 
only changing the filter breaks the 
system, which is not acceptable. Do 
you recommend a larger size filter or 
none at all? 

I would appreciate your recom­
mendations on this subject, as I am the 
nurse on our Nutrition and Metabolic 
Support Service Team. 

Rosemary Blevins, R.N. 
Nutrition and Metabolic Service 

Medical Center Hospital 
Largo, Florida. 

T h i s letter was referred to Richard A. 
Gar ibaldi , M.D., for his comments . 

A great deal of confusion still exists 
regarding the need for bacteria-tight 
filters with hyperalimentation ther­
apy. In the early 1970s, high rates of 
bacterial and fungal sepsis were asso­
ciated with the administration of 
hyperalimentation.1 Microbiologic 
studies suggested that hyperalimenta­
tion solution was a nutrient media for 
the growth of certain fungi and gram-
negative bacteria.2 At that time it was 
felt, on a theoretic basis, that filters 
could prevent intrinsic contaminants 
from gaining access to the patient's 
bloodstream. Subsequently, as more 
stringent methods for hyperalimenta­
tion administration were developed 
the incidence of hyperalimentation-
associated sepsis has decreased.3 Cur­
rently, it is thought that organisms 
causing sepsis are more likely to gain 
access to the blood stream by migrating 
along the outside of the catheter or by 
contamination of the infusion appara­
tus secondary to breaks in the closed 
system.4 Thus, some groups have felt 
that bacteria-tight filters are unneces­
sary from the point of view of infection 
control, and might actually increase 

the risk of infection because their use 
necessitates frequent filter or tubing 
changes. 

Unfortunately, no large scale, pro­
spective, blinded trial is available 
which evaluates the efficacy of filters 
in preventing hyperalimentation-
associated infections. Thus, the deci­
sion to recommend or not recommend 
filters must be gleaned from indirect 
testimonials and subjective impres­
sions. Each hospital must weigh po­
tential risks against potential benefits. 
It is even more difficult to calculate 
costs associated with using and not 
using filters because data on efficacy 
are not available. In view of the lack of 
supportive data, I think that it is 
reasonable to forego the routine use of 
bacteria-tight filters for hyperalimen­
tation infusions. 

For the purposes of infection con­
trol, I would place a greater emphasis 
on the mechanics of infusate prepara­
tion, catheter insertion, wound care, 
maintenance of a closed system and 
avoidance of other uses for the hyper­
alimentation line such as blood sam­
pling, medication administration or 
transfusions. Clearly, this is a subject 
for which more information is needed. 
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