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ing blankets. If any of this equipment had been con-
taminated, the case-patient surgeries would be
expected to have occurred in only one operating
room, because this equipment was not moved from
room to room; however, case-patient surgeries
occurred in both operating rooms. In addition, no
water from these sources comes in direct contact
with the patient’s bloodstream. Two environmental
surveys, conducted by CDC and hospital personnel,
failed to identify another source.

Samples from the water-disinfectant system
grew only P aeruginosa of a different serotype than
case-patient isolates. However, our samples were
taken 3 weeks after the last case-patient’s surgery. If
the tap water was contaminated intermittently with
various common water organisms, it is not unexpected
that we could not recover the identical case-patient
organisms. Similarly, the negative results from the
pressure-monitoring equipment are not unexpected.
No cultures were obtained from in-use case-patient
pressure-monitoring equipment or intravenous lines.
Our results are consistent with intermittent contami-
nation; even during the outbreak period, no more than
two OHS patients developed GNB during any week.

While numerous epidemics of nosocomial BSI
have resulted from contaminated quaternary ammo-
nium solutions contacting pressure-monitoring
equipment, our outbreak did not involve a contami-
nated quaternary ammonium solution, but rather
resulted from direct water contamination.1,6 

Although one study demonstrated that nondis-
posable pressure-monitoring equipment can be pre-
pared in central supply days before use without con-
tamination, such a practice requires scrupulous

attention to aseptic precautions and assumes the
pressure-monitoring equipment will not be exposed
to subsequent contamination.8 This outbreak under-
scores the importance of adhering to the CDC guide-
lines that pressure-monitoring (or other) equipment
should not be assembled hours or days before the
time of actual need nor prefilled with flush solution
and stored, even to prepare for a possible emer-
gency.9 Adherence to these guidelines may help pre-
vent future outbreaks involving preassembled and
preflushed patient equipment.
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In a recent case heard by the US
Occupational Safety and Health
Review Commission, a judge ruled
that a hospital that provided surgical
masks rather than respirators for
workers exposed to tuberculosis (TB)
did not violate federal requirements.

In a 1992 case (Secretary of Labor
v Columbia Presbyterian Hospital, New
York City), OSHA cited the hospital
for not providing its employees with at
least a dust-mist-fume (DMF) respira-
tor, required at that time by OSHA’s

Region II office. Judge Irving Sommer
noted that, early in 1990, there was not
clear, consistent guidance for the
healthcare community from federal
and state agencies regarding employ-
ee respiratory protection against TB.
Further, Judge Sommer ruled that
OSHA guidelines were not consistent
with the recommendations of other
governmental bodies in health care,
noting that the CDC TB guidelines did
not specify a DMF respirator. The
court ruled that the burden was on
the Secretary of Labor to show that
Columbia Presbyterian Hospital had
noticed that surgical masks were not

adequate protection and that the New
York City hospital had taken adequate
precautions at that time. The court
noted the hospital’s use of other rec-
ommended infection control mea-
sures, such as early identification of
potential TB patients and negative-
pressure isolation rooms, as well as its
comprehensive documentation of con-
version rates, which all supported the
efficacy of the respirators selected.
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