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patients in a tertiary-care teaching hospital. A computer
screen displayed, at the time of physician order entry, an
adaptation of the CDC guidelines for appropriate van-
comycin use. The main outcome measures were the fre-
quency of initiation and renewal of vancomycin therapy, as
well as the duration of therapy prescribed on a per pre-
scriber basis.

Compared with the control group, intervention physi-
cians wrote 32% fewer orders (11.3 vs 16.7 orders per physi-
cian; P=.04) and had 28% fewer patients for whom they
either initiated or renewed an order for vancomycin (7.4 vs
10.3 orders per physician; P=.02). In addition, the duration
of vancomycin therapy attributable to physicians in the
intervention group was 36% less than that of control physi-
cians (26.5 vs 41.2 days; P=.05). Analysis of pharmacy data
confirmed a decrease in the overall hospital use of intra-
venous vancomycin during the study period.

The authors concluded that implementation of com-
puter-guided physician order entry decreased vancomycin
use. Computerized guidelines represent a promising tool
for changing prescribing practices.

FROM: Shojania KG, Yokoe D, Platt R, Fiskio J, Ma'luf
N, Bates DW. Reducing vancomycin use utilizing a com-
puter guideline: results of a randomized controlled trial. J
Am Med Inform Assoc 1998;5:554-562.

MRSA Bloodstream Infection and
Mortality

Moreira and coinvestigators from the Universidade
Federal de Sao Paulo, Brazil, have reported a study to iden-
tify the attributed mortality rate of bloodstream hospital
infection by methicillin-resistant Staphylococcus aureus
(MRSA) and its effect on length of hospital stay. In a case-
control study conducted in a 660-bed, tertiary-care teaching
hospital in Sdo Paulo, Brazil, 71 adult patients with hospital-
acquired MRSA bacteremia diagnosed between January 1,
1991, and September 30, 1992, and 71 MRSA-free controls
were matched on age, gender, underlying disease, surgical
procedure, same risk time, and admission date.

MRSA accounted for 73% of hospital bloodstream
infections involving Staphylococcus aureus. Mortality rates
were 56% (40/71) for cases and 11%(8/71) for controls.
The attributable mortality rate was 45% (OR=17.0; CI,
3.58-202.26; P=.000001). The median length of hospital
stay was 32.6 days for the cases and 29.8 for the controls
(P=.32).

The authors concluded that a high proportion of

Staphylococcus aureus bacteremia involved MRSA.
Nosocomial bloodstream infection with MRSA provides a
high level of mortality independently from the patients’ base
disease, without increasing their hospital length of stay.

FROM: Moreira M, Medeiros EA, Pignatari AC, Wey
SB, Cardo DM. The effect of nosocomial bloodstream
infection by Staphylococcus aureus resistant to oxacillin on
the mortality and the length of hospitalization. Rev Assoc
Med Bras 1998;44:263-268.

New Assay for Rapid Detection of MRSA

A multiplex polymerase chain reaction (PCR), involv-
ing detection of the mecA and femB genes, was combined
with a novel immunoassay system capable of detecting spe-
cific PCR products. The resulting PCR-immunoassay was
evaluated in comparison with conventional microbiological
techniques used in the routine diagnostic laboratory for the
rapid identification of methicillin-resistant Staphylococcus
aureus (MRSA), either in pure culture or in overnight broth
cultures obtained following enrichment of patient screening
swabs. Among the 480 purified isolates of staphylococci and
246 enrichment broths examined, only one false-negative
result was obtained by PCR, compared with 18 false-nega-
tive results obtained by conventional methodology and
demonstrated by further conventional examination. Five
demonstrable false-positive results were obtained by con-
ventional methodology, compared with a possible 10 by the
PCR-immunoassay, although it was not certain that these 10
PCR results were true false positives, as, by definition,
MRSA could not be isolated by conventional methodology.

The results indicated that the routine diagnostic labo-
ratory was encountering difficulties in identifying MRSA
correctly and that the conventional microbiological tech-
niques lacked sensitivity. Overall, the PCR technique was
more accurate and sensitive than conventional methodology
in detecting MRSA, and results were available within 24
hours of screening swabs arriving in the laboratory, com-
pared with a minimum of 48 to 72 hours by conventional
techniques. The immunoassay system added to the useful-
ness of the method by allowing the detection of specific PCR
products within 5 minutes of completing the PCR, without
the normal additional step of agarose gel electrophoresis.

FROM: Towner KJ, Talbot DC, Curran R, Webster
CA, Humphreys H. Development and evaluation of a PCR-
based immunoassay for the rapid detection of methicillin-
resistant Staphylococcus aureus. | Med Microbiol 1998;
47:607-613.
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SATURDAY, APRIL 17, 1999 SYMPOSIA:

WORKSHOP 1 HOT ISSUES OF INFECTION CONTROL IN
Update on Antimicrobial Resistance SPECIALIZED PEDIATRIC AREAS

1. New Challenges in the Very Low Birth Weight Infant
WORKSHOP 2 2. Emerging Problems in Immunocompromised Hosts
Emerging Nosocomial Fungi 3. Emerging Controversies in the Pediatric Intensive

Care Areas

WORKSHOP 3
DNA Typing Techniques in Infection Control CUTTING-EDGE CHANGES

IN THE OPERATING ROOM
WORKSHOP 4 1. Surgical Site Infections in Minimally Invasive
How to Apply Clinical Epidemiology and Statistical Surgery (MIS)
Process Control Methods to Measure and Improve 2. Environmental issues in the Operating Room and
Quality of Care their Impact on Surgical Site Infections

3. Surgical Site Infection Prevention in Latin America

APRIL 18-20, 1999 QUALITY ASPECTS RELATED TO

z THE USE OF MEDICAL DEVICES
PLENARY SESSIONS: 1. Introductory Remarks: Systems are changing, where

BIOTERRORISM can they be improved?

1. The Threat 2. How does industry design, evaluate, and demon-

2. Public Health System Response strate the safety and efficacy of a medical device?

3. The Hospital Response 3. How do regulatory agencies ensure release of a safe
medical device?

EMERGING INFECTIOUS HAZARDS 4. Institutional epidemiologists’ role(s) in evaluating

IN THE HEALTHCARE SETTING medical devices

I. Infectious Risks & XenoTransplantation 5. Panel Discussion & Concluding Remarks

2. Infectious Risks of Animals in the Healthcare Setting CONTROVERSIES IN HAND WASHING
3. The Hazards of Prions in the Healthcare Setting 1. Review of the Data

2. Compliance Obstacles and Measures to Increase

IS THE ENVIRONMENT HAZARDOUS Compliance in Traditional and Non-Traditional Areas
TO YOUR HEALTH? 3. Scientific Basis and Controversies Related to
1. Airborne Micro-organisms Waterless Systems
2. Water
3. Inanimate Environment MEET THE CONSULTANT BREAKFASTS
Seven Meet the Consultant Sessions will be offered on
BIOMATERIAL RELATED INFECTIONS the Monday and Tuesday of the Scientific Meeting.
1. Pathogenesis ‘ You can consult with specialists in your field of interest.

2. The Diagnostic Dilemma

3. We Should Use Therapeutic Antimicrobial Agents
Incorporated Into or Onto Biomaterials to Prevent
Infections-Point/Counter Point

For additional information regarding the SHEA Annual
Meeting, please contact:

SHEA Meetings Department

19 Mantua Road

Mt. Royal, NJ 08061

REGISTRATION DEADLINE: Telephone: (609) 423-7222, ext. 350
APRIL 2, 1999 Fax: (609) 423-3420
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