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To the editor: 
Following much concern, discussion 
and debate over the article by Favero et 
al., "Guidelines for the Care of 
Patients Hospitalized with Viral Hep
atitis" in the December Annals, your 
recent editorial [Mayhall CG. Edi
torial: Isolation techniques for hos
pital patients with viral hepatitis: New 
guidelines premature. Infect Control 
1980; l(2):71-74.] was certainly appre
ciated. [Dr. Mayhall's] approach was 
well organized and concise, addressing 
the issues that caused most confusion. 

I would like to ask your opinion on 
two situations we face with some 
frequency. First, what precautions 
would you recommend, if any, in 
handling the hospitalized patient who 
is chronically HBsAg-positive? Sec
ondly, what precautions would you 
recommend for the patient with a 
recent (past year) history of non-A, 
non-B hepatitis? Since there is no 
serologic diagnosis available, infec-
tivity is difficult to determine. 

I will appreciate your consideration of 
my questions. Thank you again for 
your timely and enlightening editorial. 

Emily R. Smith, R.N. 
Nurse Epidemiologist 

Cleveland Clinic 
Cleveland, Ohio 

This letter was referred to Dr. Mayhall, 
who wrote the following reply: 

It is well known that chronic carriers 
of HBsAg may transmit hepatitis B 
virus to others. Many health care 
personnel who develop acute hepatitis 
B have no history of exposure to 
patients known to have HBsAg-
positive blood. In most instances, they 

probably acquire the disease after 
exposure to blood from asymptomatic 
patients who are unidentified carriers 
of HBsAg. 

Thus, isolation precautions for 
chronic carriers of HBsAg should be 
the same as those used for patients with 
acute hepatitis B. Chronic carriers 
should be placed on blood and needle 
precautions, and body fluids should be 
handled with care. As with acute 
hepatitis B, formal enteric isolation is 
needed only when there is gross 
gastrointestinal bleeding. 

The second question is more diffi
cult to answer, because there are no 
serologic markers for the one or more 
viruses that cause non-A, non-B hepa
titis and there is a resultant lack of 
information on the epidemiology of 
non-A, non-B hepatitis. It is well 
established that this type of hepatitis 
can be transmitted by blood and that 
infection with non-A, non-B hepatitis 
virus(es) can be followed by develop
ment of a chronic carrier state. How
ever, what percent of patients with 
acute cases become chronic carriers is 
unknown. Also unknown is whether 
these viruses are excreted in feces and 
body fluids other than blood and, if so, 
for how long. 

Fortunately, many patients who 
have recovered from acute non-A, non-
B hepatitis never need to be hospital
ized. For those admitted, there is no 
way to determine whether they are 
carriers of non-A, non-B hepatitis, 
because carriers may be asymptomatic 
and may have normal liver function 
tests. Therefore, any patient with a 
history of non-A, non-B hepatitis who 
is admitted to the hospital should be 
placed on blood and needle precau
tions. Although it is certainly appro
priate to place patients with acute non-
A, non-B hepatitis on formal enteric 

isolation, it would be impractical to 
institute formal enteric isolation for a 
patient with a history of non-A, non-B 
hepatitis for the duration of each of 
multiple hospitalizations. However, 
health care personnel must be in
formed that feces and other body fluids 
from such a patient may be infectious 
and should be handled with care. It 
would be appropriate to place any 
patient with a history of non-A, non-B 
hepatitis and gross gastrointestinal 
bleeding on formal enteric isolation. 

C. Glen Mayhall, M.D. 
Division of Infectious Diseases 

Medical College of Virginia 
Richmond. Virginia 

To the Editor: 
[These are some] ideas I have after 

working 40 years in Boston Hospi
tals—most recently at the Lahey 
Clinic, from which I retired several 
years ago. 

A number of things come to mind 
concerning infection control on a 
hospital-wide basis and I hope that 
your publication will direct vigorous 
attention to these: 
(1) Hospitals lack housewifely clean
liness. This is a very complex problem 
and its solution should be the primary 
goal. Housekeeping, laundry, main
tenance, dietary, pharmacy, doctors 
and nurses, the O.R., recovery room, 
intensive care, respiratory and I.V. 
therapy departments—all are in the 
picture. Your article on dirty fiber
optic scopes and cocaine used with 
them is an example. 
(2) A tried and proven way to clean 
hospital floors should be advocated, 
for in this area we find the poorest paid 
workers, many with language barriers, 
who are poorly if at all indoctrinated 
in the proper way this most important 
aspect of hospital cleaning should be 
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done. Who trains these people, and for 
how long are they trained? What care 
and bacteriologic checks are made on 
their mops, buckets and vacuum 
cleaners? 
(3) What bacteriologically proven 
method is there for the care of carpets 
in halls and patient's rooms? 
(4) Are there time-tested methods for 
cleaning of patients' rooms? Are these 
effective when properly applied to 
adequately clean the entire room and 
bathrooms? 
(5) What cleanliness standards apply 
to the plastic material issued to each 
new patient on admittance to hos
pitals? Should these items be re-
sterilized—and if so, after how many 
days? Is it safe to allow patients to take 
these used items (cups, wash basins, 
urinals, etc.) home with them? 
(6) How is the hospital laundry 
checked to make certain the workers 
are handling soiled material so as not 
to infect themselves, the area or the 
equipment? How often and by what 

methods are the laundry trucks (which 
transport both dirty and clean laun
dry) checked and sanitized? 
(7) Should the hospital bacteriologist 
visit and observe the areas from which 
cultures are received regularly, i.e., the 
OR, ICU, recovery room? Should the 
bacteriologist be responsible for pre
scribing the method of taking cultures 
and for delivering them? 
(8) Who should be responsible for the 
safe bacteriologic operation of hos
pital air conditioning systems? Are 
there proven, effective methods in use 
that will allow an ongoing assurance 
that these potentially dangerous sys
tems are clean? 
(9) Who should be responsible for an 
ongoing evaluation of the dietary 
department and all of its equipment? 
(10) With truckloads of disposable 
equipment coming into hospitals 
daily, what are the hazards? Who 
checks to be certain that items labeled 
sterile are really sterile? These plastic 
items are used in patients rooms, in 

heart operations and after cataract 
surgery—and most hospitals assume 
they are sterile, but I'm not sure they 
verify that they are. Also, since more 
storage area is needed and used by 
hospitals for this constantly arriving 
material, who checks to make certain 
that the cartons as well as the storage 
area are not contaminated? How is the 
storage area checked and by whom? 
(II) Is there a hazard to patients from 
interns, residents and staff doctors 
with beards and long, dirty hair to go 
along with their dirty clothes? I do not 
believe such people should be allowed 
in ORs or patients' rooms. 

As far as I am concerned, the day-to
day management, investigation and 
constant checking of the above points 
has more to do with reducing hospital 
acquired infections than anything else 
we can do or have done. 

Sincerely, 

Morris J. Nicholson 
Sun Cily, Arizona 

How many people do you know 
who have had open heart surgery? 

Meet another. 

She's not 50 or 60. She's only 8. 
And this is her third operation. The 
open heart surgery will help her 
lead a normal life. Each year, 
25,000 children are born with heart 
defects which can disable them 
for life. 

The American Heart Association 
is fighting to reduce early death 
and disability from heart disease 
and stroke with research, profes
sional and public education, and 
community service programs. 

But more needs to be done. 
You can help us save young lives 

by sending your dollars today to 
your local Heart Association, listed 
in your telephone directory 

Put your money where 
your Heart is. 

^ ^American 
• •Heart 
^ ^ Association 
WE'RE FIGHTING FOR YOUR LIFE 
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With sterilization indicators, you get what you pay for. And what you pay 
for is accuracy. Reliability. Trust. If you pay next to nothing, next to nothing is 
what you get. 

PROPPER Universal OK1'' Monitor Strips may cost a little more than 
bargain indicators. But look how much more they give. They're abso
lutely trustworthy. Printed uniformly from lot to lot. From strip to strip. . 
With a specially developed, highly sensitive ink that lets you see *m 
instantly whether pure saturated steam has penetrated the 
pack. And only PROPPER Universal OK,M Monitors are 
pre-printed with a clear, jet black standard. Just com- A 
pare the sensitive arrow and "K" with the pre-printed 
"0". And you know.. .whether it's go or no go. 

If you're paying a lot less for sterilization 
indicators, you're getting less than <** 
PROPPER security. And that's no bargain! 
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pSeurity I want 
_ , security, not 
^ bargains. 

Please send me 
more information about 

PROPPER Universal 
•p>- OK™ Monitor Strips. 

_m^' Name 
B * Title 

Institution. 

Address. 

- F City. 
B? State .Z ip. 

_W PROPPER MANUFACTURING CO., INC. 
W '36-04 SKILLMAN AVENUE, LONG ISLAND CITY, NEW YORK 11101 
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You need to 
know now! 
Delayed results from culture tests are fine, but you also need Diack* 
and Vac controls to tell you instantly if something has gone wrong 
during sterilization. No waiting. No guessing. No worrying. As soon 
as you open that pack, a glance tells you if something is wrong. 
It may be a human error or a sterilizer malfunction . . . but Diack is 
there to tell you on the spot. Reliably. Simply. If the glass-enclosed 
pellet hasn't melted, something is definitely wrong. Diacks: 250° F. 
Vacs: 270° F. Simply reliable . . . reliably simple. 

Write For 
Free Samples 

• * 

Diack and Vac are trademarks for products 
manufactured exclusively by 

Smith and Underwood Laboratories 

D I A C K INCORPORATED 
7755 NARROW GAUGE ROAD, BEULAH, MICHIGAN 49617 
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