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discharge SSI risk was not observed. If a detection bias 
were present in our surveillance procedure, it would mean 
that the relationship of postdischarge SSI with clean and 
low-risk surgical procedures was even greater than 
observed. Reimer et al also reported that 70% of all post-
discharge SSIs were detected in clean wounds4; Law et al5 

found a similar figure, 65%. Other authors, however, found 
otherwise.2,3 

Regarding the risk factors for postdischarge SSI, our 
results on body mass index agree with the higher frequency 
of postdischarge SSI in obese patients found by Weigelt et 
al.7 Nevertheless, we did not observe their significant 
inverse trends with length of operation and wound class, and 
the relationship with alcoholism. Weigelt et al7 justified in 
part their results on duration of operation and wound class 
by a shorter postoperative stay. We could not confirm their 
observations, as our results did not change after adjustment 
for postoperative stay. In another study, cancer and surgeon 
were suggested as predictors for postdischarge SSI.10 The 
results of this latter study were based on a rather small num
ber of postdischarge SSIs, and the surveillance procedure 
used to identify postdischarge SSI was different. 

In summary, our results suggest that most classic 
risk factors for SSI are not determinants for postdischarge 
SSI (apart from body mass index); patients developing SSI 
after discharge are more similar to patients not developing 
any infection. 

REFERENCES 

1. Burns SJ, Dippe SE. Postoperative wound infections detected during 
hospitalization and after discharge in a community hospital. Am J Infect 
Control 1982;10:60-65. 

2. Rosendorf LL, Octavio J, Estes JP. Effect of method of postdischarge 
wound infection surveillance on reported infection rates. Am J Infect 
Control 1983;11:226-229. 

3. Brown RB, Bradley S, Opitz E, Cipriani D, Pieczrks R, Sand M. Surgical 
wound infections documented after hospital discharge. Am J Infect 
Control 1987;15:54-58. 

4. Reimer K, Gleed C, Nicolle LE. The impact of postdischarge infection on 
surgical wound infection rates. Infect Control 1987;8:237-240. 

5. Law DSW, Mishriki SF, Jeffrey PJ. The importance of surveillance after 

discharge from hospital in the diagnosis of postoperative wound infec
tion. Ann R Coll Surg Engl 1990;72:207-209. 

6. Manian FA, Meyer L. Comprehensive surveillance of surgical wound 
infections in outpatient and inpatient surgery. Infect Control Hosp 
Epidemiol 1990;11:515-520. 

7. Weigelt JA, Dryer D, Haley RW. The necessity and efficiency of wound 
surveillance after discharge. Arch Surg 1992;127:77-82. 

8. Ferraz EM, Ferraz AA Coelho HS, Pereira Viana VP, Sobral SM, 
Vasconcelos MD, et al. Postdischarge surveillance for nosocomial 
wound infection: does judicious monitoring find cases? Am J Infect 
Control 1995;23:290-294. 

9. Simchen E, Wax Y, Galai N, Israeli A Discharge from hospital and its 
effect on surgical wound infections. The Israeli Study of Surgical 
Infections (ISSI)./CWM Epidemiol 1992;45:1155-1163. 

10. Medina-Cuadros M, Sillero-Arenas M, Martinez Gallego G, Delgado-
Rodriguez M. Surgical wound infections diagnosed after discharge from 
hospital. Epidemiological differences with in-hospital infections. Am J 
Infect Control 1996;24:421-428. 

11. Lecuona M, Torres-Lana A Delgado-Rodriguez M, Llorca J, Sierra A 
Risk factors for surgical site infections diagnosed after hospital dis
charge. J Hosp Infect 1998;39:71-74. 

12. Owens W, Felts J, Spitznagel E. ASA physical status classifications: a 
study of consistency of ratings. Anesthesiology 1978;49:239-243. 

13. McCabe WR, Jackson GG. Gram-negative bacteremia, II: clinical, labo
ratory and therapeutic observations. Arch Intern Med 1962;110:856-864. 

14. Haley RW, Culver DH, Morgan WM, White JW, Emori TG, Hooton TM. 
Identifying patients at high risk of surgical wound infection: a simple 
multivariate index of patient susceptibility and wound contamination. 
Am J Epidemiol 1985;121:206-215. 

15. Culver DH, Horan RC, Gaynes RP, Martone WJ, Jarvis WR, Emori TG, 
et al. Surgical wound infection rates by wound class, operative proce
dure, and patient risk index. Am}Med 1991;91(suppl 3B):152S-157S. 

16. Horan TC, Gaynes RP, Martone WJ, Jarvis WR, Emori TG. Centers for 
Diseases Control (CDC) definitions for nosocomial surgical site infec
tions, 1992: a modification of CDC definitions of surgical wound infec
tions. Infect Control Hosp Epidemiol 1992;13:606^08. 

17. Delgado-Rodriguez M, Martinez Gallego G, Medina Cuadros M, Sillero 
Arenas M. Nosocomial infections in surgical patients: comparison of two mea
sures of intrinsic patient risk. Infect Control Hosp Epidemiol 1997;18:19-23. 

18. Mickey RM, Greenland S. The impact of confounder selection criteria 
on effect estimation. Am J Epidemiol 1989;129:125-137. 

19. Garibaldi RA Cushiong D, Lerer T Risk factors for postoperative infec
tion. Am J Med 1991;91(suppl 3B):158S-163S. 

20. Mayhall CG. Surgical infections including burns. In: Wenzel RP, ed. 
Prevention and Control of Nosocomial Infections. 2nd ed. Baltimore, MD: 
Williams & Wilkins; 1993:614-664. 

21. Ferraz EM, Bacelar TS, Aguiar JLA, Ferraz AAB, Pagnossin G, Batista 
JEM. Wound infection rates in clean surgery: a potentially misleading 
risk classification. Infect Control Hosp Epidemiol 1992;13:457-462. 

22. Nichols RL. Wound infection rates following clean operative procedures: 
can we assume them to be low? Infect Control Hosp Epidemiol 
1992;13:455-456. 

OSHA Issues Final Ergonomic Standard 

Gina Pugliese, RN, MS 
Martin S. Favero, PhD 

OSHA published its final ergonomic 
standard in the November 14 Federal 
Register (65 FR 68261). "While OSHA and the 
Clinton Administration herald the new stan
dard, major groups, including a coalition 
headed by the US Chamber of Commerce 
and the American Hospital Association 
(AHA), have filed petitions challenging 
implementation of the standard. 

"There's no underlying science to 

support these standards," said Steve Bokat, 
general counsel for the US Chamber of 
Commerce, in reference to OSHA's new 
standard. OSHA predicts that 460,000 fewer 
workers will suffer work-related injuries 
each year. Industry leaders have disputed 
the agency's cost estimate of $4.2 billion a 
year to employers, saying the figure would 
be considerably higher. The standard will 
go into effect January 16,2001. 

The final rule is significantly changed 
from the proposed rule issued by the agency 
in November 1999. Major changes include 
(1) a shortened period for invoking work-

restriction provisions; (2) a "simple screen
ing tool" for employers to use to determine 
job relatedness when musculoskeletal disor
ders (MSD) or "signs or symptoms" are 
reported; (3) a provision for resolving differ
ences in medical opinion over work removal 
or temporary work restriction; and (4) a 
grandfather clause with fewer specific oblig
ations and a 1-year delay in the requirement 
to have MSD management, which includes 
work-restriction protection, in place. The 
new standard is available from the home 
page of the OSHA web site, at http:// 
www.osha.gov. 
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