Letters to the Editor

Infection Control and
Emergency Care

To the Editor:

As author of Infectious Disease Hand-
book for Emergency Care Personnel |
would like to comment on the review
published in the May issue. Reviewing
works published is a difficult task and
often in the process one can lose sight
of important factors (eg, intended
audience focus and date of publica-
tion).

It would be wonderful if books sub-
mitted for publication could be out
within the year they are written; unfor-
tunately, such is not the case. This
work was written in 1985, submitted
for publication in January, 1986, and
released in print in January, 1987.
Thus, some of the material is “out-
dated.” | am the first to admit that.
However, “outdated” is very different
from “inaccurate,” the term used by
the reviewers.

In addition, it should be noted that
emergency medical personnel do not
have training in infectious diseases or
in infection control. This work was
designed to be a quick, simple refer-
ence manual, not a text, and this is
stated in the preface. Emergency per-
sonnel do not know a patient diagnosis
at the time they render care; therefore,
many hospital-oriented guidelines
cannot be directly applied to this work
situation. For example, the reviewers
addressed protective attire for rabies,
which would be impractical in an
emergency situation. Personnel would
not have a diagnosis unless the patient
was a hospital transfer, in which case
protective attire could be used. For
field care, guidelines must be modi-
fied and be symptom related, not diag-
nosis related.

Emergency medical personnel are
also, in many instances, firefighters.
Therefore, they are fire rescuers, and
hence, pre-employment physicals
include chest film. Based on exposure
to smoke, they are followed yearly in
most cases. This is very different than

being followed for exposure to TB in
the hospital setting.

Information in this book is pre-
sented in this manner applicable to
the emergency field setting. Hand-
washing is addressed, and in fact, alter-
native means for field handwashing
are addressed. It is true that informa-
tion is not given regarding individuals
at high risk for TB, but it is not given
for individuals at high risk for HIV or
hepatitis B. The idea was to avoid ster-
eotyping. Again, personnel are directed
to use protective measures based on
symptoms presented. It should be
noted that all situations address glove
usage and handwashing and this was
before universal precautions were
introduced (1985-1986).

Several chapters that were not com-
mented on offer useful information in
1988. The chapter on hospital, ICP,
and emergency medical service inter-
action is an example. Many states (14)
have had to pass legislation requiring
hospitals to notify emergency person-
nel of exposure situations. The com-
munication model offered in this
chapter has assisted many areas in
addressing this issue. The chapter on
cost containment offers some useful
information to help hospitals and
emergency groups work together in
reducing the cost of patient care.

Another part of the review process is
to address other groups that might
benefit from this work. Infection con-
trol practitioners, for example, could
gain insight into the concerns and
needs of the field care provider.

Katherine West, BSN, MSEd, CIC
Infection Control Consultant
Springfield, Virginia

To the Editor:

Regarding infection control refer-
ences for emergency care personnel
(book review, May, 1988), readers
would be well advised to add to their
resources: (1) Benenson AS (ed): Con-
trol of Communicable Diseases in Man.
American Public Health Association,
1985; and (2) the American Academy
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of Pediatrics Report of the Committee on
Infectious Diseases, 1986 Red Book.

Diane M. Fiore, MT (ASCP), MPH, CIC
Epidemiologist

Division of Epidemiology

and Infection Control

St. Joseph’s Hospital and Medical Center
Paterson, New Jersey

APACHE Il Update

To the Editor:

This letter is in response to the arti-
cle “Description of Case-Mix
Adjusters by the Severity of IlIness
Working Group of The Society of Hos-
pital Epidemiologists of America
(SHEA)” (July 1988). The professional
staff of APACHE Medical Systems,
Inc. (AMS) feels that providing com-
parative information on case-mix
adjusters for those interested in utiliz-
ing such systems is very useful and we
are pleased that SHEA accomplished
such a project.

The intent of this letter, however, is
to both update and clarify the infor-
mation given on the APACHE Il
(Acute Physiology and Chronic
Health Evaluation) Severity of lliness
System so that your readers are not
misinformed. Our points will cover
two main areas. The first relates to
marketing and cost, the second to
APACHE ITIs validated capabilities.

AMS now holds the licensing rights
to the APACHE system and represents
the service company for the system.
The APACHE system and its com-
puter applications are not in the public
domain. The software package dis-
cussed in the article is no longer avail-
able. AMS is currently marketing the
APACHE Il Comprehensive Evalua-
tion System which includes two soft-
ware packages, APACHE IIB and
APACHE Il (version 2.0).

The Comprehensive System is avail-
able for a licensing fee of $5,000 for
the first year. The APACHE IIB soft-
ware is the hospital-wide application
of the APACHE system. The APACHE
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1B program currently adjusts severity
for four hospital-wide disease catego-
ries (pneumonia, CHF, stroke, and
acute myocardial infarction).
APACHE 11B predicts severity-
adjusted risk of death, computes
observed mortality rates and predicts
hospital length of stay (LOS). The pro-
gram will compute mortality ratios
(observed v predicted) and whether
there is a statistically significant dif-
ference between them. This software
application can be used to respond to
the Health Care Financing Admin-
istration’s (HCFA) annual mortality
data releases scheduled for the fall of
1988 and as an ongotng severity and
quality of care measure for all hospi-
talized patients. The hospital’s data
will be included in a national nor-
mative data base for all hospitalized
patients, which will enable the hospi-
tal to compare itself to the national
average, as well as other hospitals of
similar size and by geographic loca-
tion.

APACHE Il (version 2.0) software
provides an in-depth mechanism to
evaluate the utilization and quality of
care in the intensive care unit (ICU).
This software is an upgrade of the
original ICU software package and has
numerous advanced capabilities. It is
available for $975 if purchased sep-
arately. Both software programs
include user manuals, raw data forms,
and access to the AMS professional
staf’f via a toll-free number.

Kegarding the system’s capabilities:
the premise on which the APACHE
score is based, as stated in the article, is
on objective, commonly measured phys-
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iologic variables, in addition to
chronic health status and age.
Although the measurements them-
selves are not disease-specific, all
patients regardless of diagnosis are
scored in the same manner. The same
APACHE score does not carry the
same predicted risk of death across
different diseases. Therefore. the pre-
dicted risk of death is applicable to all
disease and accounts for APACHE’s
applicability to all hospitalized
patients.

Initial validation of APACHE Il in
hospitalized patients has been com-
pleted. The Rand Corporation used
APACHE Il to accurately risk stratify
hospitalized patients in certain disease
categories (N Engl J Med, 1987; 317:
1674-1680). HCFA collected admis-
sion APACHE data in establishing
their national data base for the sever-
ity-adjusted rnortality methodology. In
these studies, APACHE data was easily
and reliably collected with relatively
few missing values. With APACHE
11B, AMS will establish a national nor-
mative data base, expanding the
number of disease categories, using
both Medicare and non-Medicare
patients.

APACHE is also a valid measure of
efficacy and efficiency of care.
Because APACHE provides an accu-
rate measure of pretreatment risk of
death, the prediction of outcome can
be used to evaluate efficacy of subse-
guent therapy received. The monitor-
ing of physiologic changes over time
can track morbidity, therefore, the
effects of the implementtion of treat-
ment regimens can be assessed. In

Downloaded from https://www.cambridge.org/core. 06 Dec 2025 at 06:53:18, subject to the Cambridge Core terms of use.

addition, APACHE can be used
among hospitalized and ICU patients
to predict length of stay while control-
ling for patient outcome, which is a
true measure of efficiency.

I hope | have clarified some of the
capabilities of the APACHE system
along with its applications and avail-
ability. It is requested that all inquires
be directed to the address provided
below and not to the office at George
Washington University. We would be
happy to answer any questions. Thank
you for the opportunity to update your.
readers.

Elizabeth A. Draper, RN, MS

Executive Vice-President

APACHE Medical Systems, Inc.

1901 Pennsylvania Avenue N.W. Suite 900
Washington,DC.

Correction

The extended abstract entitled
“Perinatal Testing: Issues and Objec-
tives” by Anne Willoughby, MD, MPH,
which appeared in the August issue of
the journal contains an error. In the
table, the column labeled “No. Positive
per 100” should read “No. Positive per
1,000.” The author regrets the error.
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