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2) The number of o that define the
control limits determines the frequency
of type | and type Il errors.2 “Errone-
ous’ refers to these errors.

3) “Events’ refers to the parts of
the process being measured (such as
surgical site infections) and tallied in
the numerator. The caveat involved
applies both to small numerators and
denominators, since the normal approx-
imation is less accurate with small num-
bers. This limits applicability of the
described SPC charts in such cir-
cumstances.

4) | agree that potentialy useful
information may be hidden within SPC
charts that are “in control.” (I have
greatest concern for small clusters of
events that do not push points beyond
control limits.) The example given by
Dr. Lee highlights an important aspect
of SPC chart theory, the determination
of what is“acceptable” versuswhat is
“in control.” The “departure(s) from
excellent practice’ may be either com-
mon cause or special cause variations,
and SPC charts can help assess the
correction of either.

As | noted in the article, SPC
charts should not be means or ends
unto themselves. With proper inter-
pretation and insight, they clearly pro-
vide a better means of monitoring
processes than “bean counting.”

John A. Sellick Jr, DO
Buffalo General Hospita
Buffalo, New York
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latrogenic Hepatitis B
Infection of Three
Patients in One Family

To the Editor:

In early winter 1992, a family
(father, age 42 years; mother, 33 years;
son, 9 years) visited a general practi-
tioner in abu-Garib, a suburb of
Baghdad, for management of respira-
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tory tract infections. The physician
prescribed some medications and gave
each an injection, using a single syr-
inge that, according to the patients,
already had been used previoudy (a
not uncommon practice in the rura
areas). The family presented to me on
June 18, 1993, with icterus and gastro-
intestinal complaints. Symptoms were
mild for the father and mother, but the
child had anorexia, afever of 38°C, an
enlarged, tender liver, and icterus.!
Urine bilirubin was positive for al
three, strongly so for the child. They
provided serum for hepatitis B virus
(HBV) testing, but refused further
laboratory evaluation or inpatient treat-
ment and were lost to follow-up. Assay
for hepatitis B surface antigen (ELISA
test, Abbot Laboratories, Chicago, IL)
was positive for dl three, as was the
confirmatory test.

This small outbreak of hepatitis B
most probably was caused by their
physician's reuse of an unsterilized
syringe and needle for intramuscular
injection.2 Every physician, especialy
in the developing countries, must keep
in mind that some 350 million people
are chronicaly infected with HBYV;
these carriers are the reservoir for
HBV, and their blood is infectious.*
With the improvement of screening
and detection methods and their wide-
spread use, iatrogenic infection with
blood products has become rare in the
developed countries.3 In less devel-
oped countries, good infection control
practices remain the principa line of
defense.

Abdulsamad A. Abood, MD
Ministry of Research and Higher Education

Foundation of Technica Ingtitutes
Institute of Medical Technology
Bab Al-Moudam-Baghdad, Iraq
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Blunt-Tipped Suture
Needles

To the Editor:

We now have the opportunity to
eliminate approximately two thirds of
the sharps injuries that occur in our
operating rooms and delivery rooms,
through the use of blunt-tipped suture
needles. | now use these for essentially
all obstetrica and gynecological sur-
gery. Most of the remaining one third
of injuries can be prevented by passing
sharps through a “neutral zone.” Sur-
geons, nurses, and technicians can be
protected from bloodborne pathogens,
while hospitals can be saved the high
cost of processing and dealing with
these potentially devastating accidents
and their sequelae.

The new blunt needles, like other
product lines for O.R. safety, still are in
their infancy: the manufacturers are
striving to develop and refine them to
suit the needs of more and more
surgeons in various subspeciaties.
Meanwhile, the Centers for Disease
Control and Prevention expresses
great concern about poor compliance
with safety practices by surgeons. This
isin part due to surgeons resistance
to change; this must be overcome by
education. The other mgjor cause for
noncompliance is surgeons limited
access to safety devices. Too many
surgeons don’t use eye protection or
impervious gowns routingly, nor dou-
ble glove routinely, because of their
perception of these practices as non-
user-friendly; but those surgeons may
not have seen yet the particular devices
that could work for them in a user
friendly manner. No one would deny a
carpenter a given tool if the desired
result is a job well done. No less
consideration should be given the sur-
geon, whose work is held to the high-
est standard. Too often, hospita cost-
containment committees preselect and
[imit the menu of O.R. products. Sur-
geons are creative problem-solvers
with individual needs. They alone
should establish the selection criteria
and must be alowed to choose those
devices they fedl will protect them
best-devices that won't interfere with
their ability to care for patients effec-
tively. Even if extra pennies are spent
to allow this to happen, the savings will
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be measured in dollars and lives.

Mak S. Davis, MD, FACOG
Atlanta Gynecology and Obstetrics, EC.
Atlanta, Georgia

Antibacterial Features
of Lubraseptic Jelly

To the Editor:

Lubrasepticjelly (BakerNorton Phar-
maceuticals, Miami, FL) is a water-
soluble lubricant possessing antimi-
crobia properties. The manufacturer’s
suggested uses include as a lubricant of
catheters and scopes prior to insertion
in urologic, rectal, and vagina exams
and for use as a sterile dressing on
burns, abrasions, and decubitus ulcers.’
The active ingredients are 0.12% amyl-
phenyl phenol complexes and 0.007%
phenyl mercuric nitrate, ingredients that
function as both aloca anesthetic and
an antibacterial.! Initial, limited studies
with this compound® demonstrated
antimicrobial activity against Staphylo-
coccus aureus and Proteus vulgaris. We
evaluated the antimicrobia efficacy of
Lubraseptic and its components against
avariety of contemporary bacterid path-
ogens focusing on urinary tract organ-
isms. Thisis, to our knowledge, the first
report of the broad in vitro antimicrobial
qualities of this product that has been in
use since the 1960s.

One hundred microorganisms
were tested, including a variety of gram-
positive and gram-negative bacteria and
yeast species. Agar dilution methods
with the appropriate medium adjust-
ments as described by the National
Committee for Clinica Laboratory Stan-
dards (NCCLS) were used.” Dilution
series of jelly base aone, jelly base with
1% phenol, and dilution series of the
Lubraseptic active ingredients only were
tested. The initial concentration tested
was a 1:10 dilution of the marketed
product concentration, or a 10% concen-
tration. The additional dilutions tested
were 10 log, dilutions of the initia test
concentration. The range of concentra-
tions tested was 1:10 (10%) to 1:1,024
(0.01%) of the manufactured concentra-
tions of the active components.

The results of testing active com-
ponent-free jelly, phenol-supplemented
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TABLE

ANTIMICROBIAL ACTIVITY OF ACTIVE INGREDIENTS OF LLUBRASEPTIC JELLY,
EXPRESSED AS PERCENTAGE OF FULL-STRENGTH REQUIRED TO INHIBIT GROWTH

OR PROPORTION OF ORGANISMS

MIC* (as % of product concentration)

Organism (no. tested) 50% 90% Range % Susceptible-t

Candida species (10) s0.01 s0.01 S0.01 100

Corynebacterium jeikeium 1.25 1.25 0.6t01.25 100
o1y)]

Corynebacterium  parvum 125 25 125t0 25 100
(10) *

Enterococcus species (10) 5 5 5 100

Staphylococcus aureus (10)  SO0.01  SO.01  SO.01 to 0.02 100

Staphylococcus, coagulase-  SO.01 002 S0.01to 0.02 100
negative (10)

Streptococcus pyogenes (10)  1.25 1.25 0.16t025 100

Escherichiacoli (10) 0.16 0.3 0.16t00.3 100

Proteae (10) co.01 002 GO.01to 0.02 100

Pseudomonas aeruginosa 0.04 008 =0.01t00.16 100
10)

* MIC 50% and MIC 90% refer to the percentage of full concentration of Lubraseptic jelly inhibiting 50% and 90%

of tested strains. respectively.

+ Percentageof organisms susceptible at <10% of the clinical formulation concentration of the activecomponents.

¥ Formerly caled Propionibacterium acnes.

jelly, and the active components are
listed in the Table. No antibacterial or
antifungal activity was observed with
the jelly component alone or the jelly
with added phenol (0% susceptible for
al organisms). The active ingredients
(amyl-phenyl phenol complex and
phenyl mercuric nitrate) were very
potent against al organisms tested, with
a minimum inhibitory concentration
(MIC) range from ~0.01% to 5% of the
concentrations used in the L ubraseptic
formulation. The Proteae Providencia
rettgeri, Providencia stuartii, Morganella
morganii), Staphylococcus species, and
Candida species were the most suscep
tible to the active ingredientswith MICs
of ~0.02% for al isolates tested. The
entemcocci were the least inhibited
organisms, but till were susceptible to
(inhibited by) 5% concentrations of the
active ingredients. The highest L ubrasep
tic MICs observed were the 1:20 (5%)
dilution of the active ingredients.

We observed that the active com-
ponents of Lubraseptic jelly were active
against avariety of bacterial and yeast
pathogens that may be associated with

catheter infection or urosepsis. Thein
vitro antimicrobial properties of this
product were considered noteworthy,
but the contemporary clinica efficacy of
Lubraseptic jelly use in reducing cathe-
ter- or procedure-related infection
remains to be determined in structured,
controlled trials.

MarthaBale, MD

Ronald N. Jones, MD

University of lowa College of Medicine
lowa City, lowa

REFERENCES

1. Lubraseptic jelly package insert. Smithtown,
NY: Guardian Laboratories, Division of United-
Guardian; 1992 Product no. PLOO06.

2. O’'Connor, Vincent J, Sokol JK, Bulkley GJ.
Evauation of a new urethral anesthetic, pre-
liminary report. Quarterly Bulletin Of North-
western University Medical School 1961;35:233-
234,

3. National Committee for Clinical Laboratory
Standards.  Methods for Dilution Antimicrobial
Susceptibility Tests for Bacteria That Grow
Aerobically. 3rd edition, approved standard.
Villanova, PA: NCCLS, 1993. NCCLS docu-
ment M7-A3.



https://doi.org/10.1086/646899

