
Letters to the Editor

Catheter Irrigation and
Long-term Patients
To the Editor:

A most contentious practice of some
attending physicians involved in long-
term patient care is routine catheter
irrigations using 0.25% acetic acid.
Compounding the  “break” of  the
c l o s e d  s y s t e m  i s  t h e  p r o b l e m  o f
requests for urine cultures and anti-
biotic sensitivity tests. What should the
approach be to these patients!

,
Harry J. Silver, MD

Los Angeles, California

John P. Burke, MD responds to Dr. Silver:

Formal guidelines have not been
developed for  the  management  of
patients with long-term (more than 30
days) indwelling urethral catheters.
However, the same types of catheter
systems are used for both short-term
and extended periods of catheteriza-
tion, and the same types of catheter
hygiene should be used in order to
minimize introducing new organisms.
Maintenance of a closed system and
avoidance of unnecessary disconnec-
tion of the catheter-drainage tube
junction should be practiced for all
patients. In addition, consideration
should be given to recommending the
use of gloves by personnel caring for
drainage systems (Universal Body
Substance Precautions), a technique
that may also help to prevent cross-
infection with bacterial species such as
Providencia stuartii and Morganella
morganii.

Warren has emphasized differing
management goals for short-term ver-
sus long-term catheters.l  For exam-
p l e ,  s t r a t e g i e s  t o  p o s t p o n e  a n d
thereby to prevent bacteriuria are rela-
tively more important in patients with
a short-term catheter, whereas bac-
teriuria is nearly universal in patients
with a long-term catheter; therefore,
prevention of the complications of bac-
teriuria should be foremost. These two
goals are compatible, not mutually
exclusive.

The goal of catheter irrigation is to
diminish obstruct ion as  a  conse-
quence of bacteriuria. However, the
efficacy of such irrigation has not been
demonstrated in appropriate trials.
Indeed,  in  one  randomized,  con-
trolled, cross-over trial, daily irriga-
tion with normal saline was not useful
in reducing the incidence of obstruc-
tion.l On the other hand, irrigation
does interfere with the closed system
and is expected to increase the risks of
introducing new organisms. The prac-
tical consequences for patients with
l o n g - t e r m  c a t h e t e r s  a r e  u n c l e a r
because the reality of the clinical situa-
tion is that these patients are already
bacteriuric.

Routine periodic cultures of urine
from short-term catheters have not
proven useful. Studies to evaluate the
clinical usefulness of culture monitor-
ing of long-term patients have not
been done. However, the availability of
t h e  r e s u l t s  o f  s u c h  c u l t u r e s  m a y
“invite” antibiotic treatment of asymp-
tomatic  bacteriuria. Such treatment
often fails in the presence of an in-
dwelling catheter and has not been

shown to prevent infectious sequelae
such as fever, bacteremia, and acute
pyelonephritis. Even if bacteria were
eradicated from the urine, bacteriuria
will recur if the catheter remains in
place; the original bacteria are often
replaced by strains resistant to the
antibiotics used.’

Is there a “bottom line”? Well,  I
be l ieve  one  can say that ,  for  the
moment, both catheter irrigation and
systemic antibiotic treatment should
be sharply limited to specific clinical
circumstances.
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Emergency
Endotracheal
lntubation
To the Editor:

We would like to comment on the
article by Lowy et al entitled “The Inci-
dence of Nosocomial Pneumonia Fol-
lowing Urgent Endotracheal Intuba-
tion” (Infect Control 8:245-248;  1987).
We are concerned that the authors’
conclusions may lead to inappropriate
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behavior by health care providers that
could be harmful to patients.

The authors state in their abstract,
“Emergency endotracheal intubation
appears to contribute to the overall
incidence of nosocomial pneumonia.”
In the text they elaborate, “The extent
to which emergency intubations, an
increasingly common procedure, con-
tribute to the overall incidence of
nosocomial pneumonia is unknown.
At our 800-bed  institution, approx-
imately 15 to 20 patients require emer-
g e n c y  o r  u r g e n t  i n t u b a t i o n  e a c h
m o n t h .  I f  45%  o f  t h e s e  p a t i e n t s
develop pneumonia, they constitute a
large population of individuals not
previously recognized as being at
increased risk of pneumonia.”

From these statements one might
conclude that whenever emergency
e n d o t r a c h e a l  i n t u b a t i o n  i s  c o n -
templated, it should be considered rel-
ative to an increased risk of pneumo-
nia. What is the evidence? The authors
showed that 45% of all patients who
required emergency endotracheal
intubation during a given time in their
hospital developed either definite or
probable  pneumonia  within  three
days of intubation. There was no control
group comprised of patients with sim-
ilar characteristics but whose tracheas
were not intubated. Yet the authors
attributed the 45% incidence of post-
intubation pneumonia to the intuba-
t i o n  p r o c e d u r e . T h e i r  o w n  d a t a
showed that their patients were highly-
suscept ible  to  pneumonia ,  31’$$  of
whom had antecedent  respiratory
infections. The critical question is
whether the patients would have (sur-
vived and) contracted pneumonia if
their tracheas had not been intubated.

Our principal concern is that poorly
informed persons, fearing the 45%)
incidence of pneumonia attributed by
the authors to the intubation pro-
cedure, might inappropriately with-
hold emergency endotracheal intuba-
t i o n  f r o m  p a t i e n t s  f o r  w h o m  t h e
procedure might be helpful or even
l i fe  saving.  The  high inc idence  of
pneumonia in patients undergoing
emergency endotracheal intubation is
probably related to the fact that these
patients are at high risk for nosoco-
mial pneumonia by virtue of pre-exist-
ing acute or chronic respiratory dis-
ease. Additionally, endotracheal intu-
bation may contribute to the develop-
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m e n t  o f  p n e u m o n i a  s i m p l y  b y
prolonging patients’ lives long enough
f o r  t h e m  t o  d e v e l o p  p n e u m o n i a .
Regardless of why the pneumonia
developed, mortality in this study was
t h e  s a m e  a f t e r  e m e r g e n c y  endo-
t r a c h e a l  i n t u b a t i o n  w h e t h e r  t h e
patient developed pneumonia or not.

Ronald A. Gabel, MD
Professor and Chairman

Department of Anesthesiology
University of Rochester

Rochester, New York

Sandra J. Pfaff, RN, BSN, CIC
Infection Control Practitioner

Strong Memorial Hospital
Rochester, New York

Dr. Lowy and co-authors respond to Dr.
Gabel and Ms. Pfaff:

Dr. Gabel and Ms. Pfaff raise the
issue that some individuals might
withhold emergency intubation from
patients because of the high risk of
pneumonia as a result of our paper.
This was not our intent. As stated in
the text, the patients included were
those who “required” emergency intu-
bation. There was no option in these
cases. For the same reason, there was
no control group.

We attempted to address the issue of
whether  the  pneumonia  was pro-
cedure-related by determining the
o v e r a l l  i n c i d e n c e  o f  p n e u m o n i a
among patients followed for 14 days.
When pneumonia developed, 87.5%
of patients developed it within three
days of intubation, suggesting that the
pneumonia was procedure related. In
the discussion section we also note that
it is unclear whether aspiration occurs
as a result of the intubation process or
the respiratory or cardiac arrest. It was
certainly not our intent to discourage
intubation in patients who require it.
Rather we hoped to identify a pre-
viously  unrecognized group who
appear to be at risk for developing
nosocomial pneumonia.

Franklin D. Lowy, MD
Audrey Adams, RN, CIC

Penelope Carlisle, RN, CIC
Cheryl Feiner, MPH

Montefiore Medical Center
Bronx, New York

Laboratory Directors
Endorse CDC
Recommendations
To the Editor:

A revision of- the Recommendations
for Prevention of HIV Transmission in
Health-Care Settings was issued by the
Centers for Disease Control (CDC) on
August 21,1987. According to the rec-
ommendations, the CDC advises pre-
cautions for all clinical specimens to
prevent the risk of human immuno-
deficiency virus (HIV) fluid infection.
Recommendat ions  are  speci f ica l ly
stated for laboratories, autopsy or
mortician services, dentistry, invasive
procedures ,  d ia lys is ,  and re la ted
health care services.

The CDC recommends that labora-
tories continue to employ those stan-
dard safety  and barr ier  procedures
already well known (ie, gloves, protec-
tive eyewear, laboratory coat ,  face
mask, etc). None of these protective
items should be worn outside the labo-
ratory. Biological safety cabinets must
be used for procedures that are likely
to create aerosols. In addition, the use
of syringes and needles should be lim-
ited to situations where no alternative
exists; avoid mouth pipetting by using
mechanical  devices ;  use  wel l -con-
structed containers with secure lids to
prevent leakage of fluids during trans-
port; and decontaminate work bench 
and laboratory equipment after liquid
spills or after completion of a labora-
tory procedure.

The Association of State and Ter-
r i tor ia l  Publ ic  Heal th  Laboratory
Directors endorses the CDC recom-
m e n d a t i o n s  f o r  t h e  p r o t e c t i o n  o f
health care workers, particularly labo- 
ratory workers, from infect ion by
blood-borne agents. Although CDC
guidelines are voluntary and relate
pr imari ly  to  human immunodef i -
ciency virus, the employer or director
of a laboratory has an obligation to
provide orientation and continuing
education for all employees, to pro-
vide equipment and supplies to mini-
mize  the  r isk  of  infect ion,  and to
monitor employee compliance with
the safety recommendations. An excel-
lent additional laboratory guideline is
the Human T-Lymphotropic Virus
Type IlI/Lymphadenopathy-Associ-
ated Virus Agent Summary Statement
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