Scandinavian

Experience Differs

To the Editor,

In the editorial, “Current Hand-
washing Issues,” in the January 1984
issue of Infection Control the author
states that alcohol, though acceptable
as a skin degerming agent, is too dry-
ing for constant use. This is not a Scan-
dinavian experience.

Its acceptability as a skin degerming
agent, in fact its superiority over medi-
cated or non-medicated soaps; has
been well-demonstrated by Rotter et al
both concerning ward use and pre-
operative surgical scrub.!-3 Its skin
acceptability has been demonstrated
by Ojajirvi who states: “Alcoholic solu-
tions with skin caring additives are
well tolerated even in frequent hand
washing and their use should be
encouraged.”*5

In Sweden 70% ethanol with 2%
glycerol has been the recommended
hand disinfectant in wards for more
than a decade. After the studies of
Ojajirvi® and Rotter! we recommend
the use of soap and water before the
alcohol disinfection only when hands
are visibly dirty. Our experience on
the acceptability of this recommenda-
tion is well in accordance with that of
Ojajirvi.*
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Bertil Nystrom, MD

Department of Clinical Microbiology
Huddinge University Hospital
Stockholm, Sweden

Dr. Larson was invited to respond to Dr.
Nystrom’s comments.

In response to Dr. Nystrom’s com-
ments regarding the acceptability of
alcohol for routine use as a hand
cleansing agent, the evidence that
alcohol is efficacious is unquestiona-
ble. Its availability in a form acceptable
for use on clinical units is the problem
in this country. The product that Dr.
Nystrom describes, 70% ethanol with
2% glycerol, would minimize the
problem of skin drying. To my knowl-
edge, however, there are few such
products available for general use in
the US.

One product of which I am aware,
Hibistat (Stuart Pharmaceuticals), is
similar to the product which was tested
by Dr. Ojajirvi in Finland and would
seem to offer excellent antibacterial
activity with minimal skin drying.
There are probably other such prod-
ucts available (I am certainly not trying
to advocate the use of one over others).
These products, however, have not
“taken off” in the US. The reason most
often heard from members of product
evaluation committees in several large
hospitals is that they fear that since the
product can be used without a sink it
will discourage conventional hand-
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washing. Of course, if the product is
efficacious, there would no reason why
it would not be preferred over con-
ventional handwashing. In that case,
we need to provide the decision-
makers with adequate information so
that they can make an informed deci-
sion about handwashing products.

We have good evidence from our
European colleagues that the alcohol-
based foams are not only effective in
reducing numbers of organisms on
the hands, but also in decreasing dis-
semination of microorganisms from
the skin.! I would recommend that we
give careful consideration to the
expanded use, or at least clinical test-
ing, of such alcohol-based products
and I appreciate the opportunity
provided by Dr. Nystréom’s letter to
comment on this issue.
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PPD Skin Tests

for Workers

To the Editor:

In view of the rise in pulmonary
tuberculosis in the Southern Califor-
nia area, what is the advisability of not
repeating PPD skin tests on workers in
the Skilled Nursing and Allied Health
Care fields, who initially had negative
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skin reactions. How often should a
negative skin reactor be retested?

Harry J. Silver, MD
Los Angeles, California

Harvey A. Elder, MD, was tnvited to
respond to Dr. Silver’s query.

Dr. Silver’s concern is well-founded
and must be addressed by every hospi-
tal.

Pulmonary tuberculosis is a con-
tagious disease present in almost every
community in the US and active tuber-
culosis probably presents to every US
hospital at a frequency exceeding once
every several years. Some hospitals are
a common entry into the health care
system for patients with active pulmo-
nary tuberculosis. Such hospitals may
always have hospitalized patients with
active tuberculosis that is unsus-
pected.

An additional factor is the em-
ployee’s potential exposure to patients
with active tuberculosis. Some popula-
tions are less likely to expose
employees to active pulmonary tuber-
culosis and other populations subject
employees to a high rate of exposure to
active pulmonary tuberculosis.

Therefore the employee health pol-
icy regarding PPD skin tests for active
tuberculosis must be hospital, com-
munity, and job description specific.
In some institutions intensive care
nurses should be screened at least
every six months. In others, intensive
care nurses probably do not need to be
screened even annually.

Factors playing a determinitive role
include probable incidence of unre-
cognized tuberculosis in the clients
using the hospital and the probable
role of tuberculosis in the hospital
employee’s culture (a nurse who plays
a large role in helping Vietnamese

refugees has a significantly higher risk
of acquiring active tuberculosis than a
Malasian nurse who has no contact
with recent immigrants).

More important than the general
question of routine screening for
tuberculosis are the specific questions
of correctly performed and inter-
preted skin tests and enforcement of
skin test policy.

The guideline for Infection Control
in Hospital Personnel! is excellent in
this respect. We use it and I believe the
above is consistent with its recommen-
dations.
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LATEST
CDC GUIDELINES
AVAILABLE

In July 1983, the journal INFECTION CONTROL
published the most recent Centers for Disease Control

recommendations:

GUIDELINE FOR ISOLATION PRECAUTIONS IN HOSPITALS
GUIDELINE FOR INFECTION CONTROL

IN HOSPITAL PERSONNEL

These CDC Guidelines will not be published elsewhere
for several months. To receive your own combined
copy(s) immediately, return the Order Coupon below
with a check or money order for $7.00 per copy. (For
quantities over 100 copies, call toll-free 800-257-8290,
Extension 256 for Special Pricing.)

Don’t miss this important opportunity to provide your
staff with an integral reference tool for decision-making

in your hospital.

Original Publication Made Possible by Stuart

Pharmaceuticals
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Send me the combined CDC Guidelines
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Send to: SLACK Incorporated
6900 Grove Road, Thorofare, N.J. 08086

[0 Send me subscription information for the
journal INFECTION CONTROL.
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