
curtain contamination occurred predominantly in rooms with pre-
existing patient colonization, often with matching isolates.

Privacy curtains serve an important role in healthcare settings, but
they are a potential pathogen reservoir due to large surface area and
frequent contact by HCWs and patients.1–4,6 Prior studies in intensive
care units have reported rapidMRSAorVRE contamination, within 1
week of new curtain placement.4,5 Transmission of bacteria to HCW
hands occurs after 50% of curtain contacts.10 Our study showed the
more common sequence of events to be patient colonization followed
by curtain contamination; however, in some cases in which curtain
contamination preceded the patient colonization, the curtain was a
plausible source of transmission to patients.

In this hypothesis-generating study, we did not assess the direc-
tionality of MDRO contamination or quantify the level of curtain
contamination. Curtain cleaning practices, optimal frequency of
cleaning, and any potential transmission to roommates should
be investigated in-depth. To our knowledge, this is the first inves-
tigation of curtain contamination in nursing home settings, in
which the prevalence of MDRO patient colonization is particularly
high. Widespread curtain contamination has been linked to lack of
regular disinfection or replacement.6 Antimicrobial curtains,
including antimicrobial textile technology, have been studied as
a potential solution.5

Action can and should be taken to decrease curtain contami-
nation, including standard practice guidelines for cleaning or
replacing curtains, and implementation of simple strategies,
such as better handwashing by medical staff, patients, and vis-
itors, while also considering alternative designs, such as remov-
able handles, retractable partitions, and argon glass doors.
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Wither proper evaluation of falls for coexisting systemic infections?

Farrin A. Manian MD, MPH1 and Marine Lipartia MD2

1Department of Medicine, Mercy–St Louis, St Louis, Missouri and 2NUMEO Medical, Lexington, Massachusetts

To the Editor—We read the Society for Healthcare Epidemiology
of America (SHEA) document on the reliability of nonlocalizing
signs and symptoms as potential indicators of the presence of
infection in nursing-home residents1 with great interest. The
authors should be commended for their work aimed at curbing
the overuse of antibiotics by highlighting the problem of frequent
overdiagnosis of bacterial infections in long-term care facilities
based on nonlocalizing signs and symptoms. We believe, however,
that the section addressing falls, a common presentation in the
elderly,2 deserves further discussion.

More specifically, the authors “do not recommend that clini-
cians evaluate a resident who has experienced a fall for the presence
of infection.” Visibly absent in the statement was a qualifier, such
as in the absence of additional signs and symptoms of infection or
“in isolation,” terms used when also recommending against
prompt evaluation for infection in other nonspecific symptoms
(eg, behavioral changes exclusive of delirium, functional decline,
or anorexia). The authors’ argument against evaluation of falls
as a potential sign of an underlying infection seems to revolve pri-
marily around their concern over providers’ overdiagnosis of uri-
nary tract infections (UTIs) in a patient population at high risk of
asymptomatic bacteriuria, which may in turn lead to unnecessary
use of antibiotics for presumed urinary tract infection (UTI). They
also add that their literature search failed to identify studies evalu-
ating the association of falls with other infectious syndromes,
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including pneumonia. We wish to respectfully call attention to 3
other published studies3–5 addressing coexisting systemic infec-
tions (CSIs) in patients who fall, 2 of which seem to have been over-
looked by the authors in their literature review.3,5

In 2017, we published data on 161 hospitalized patients (75%
aged ≥70 years) who presented with falls and were diagnosed with
a CSI.3 Although UTI was the most common CSI, it accounted for
less than one-half (44.1%) of all cases. Even in those with the diag-
nosis of UTI, nearly one-third had concurrent bacteremia, provid-
ing clear evidence that at least in some patients, the bacteriuria was
not asymptomatic. Lower respiratory tract infection, sepsis of
unclear source, and endocarditis led the list of CSIs outside the uri-
nary tract. Interestingly, only 20% of patients with a fall and a CSI
had fever or abnormally low temperatures on presentation; most
(56%) failed to meet the criteria for systemic inflammatory
response syndrome (SIRS). CSI was initially unsuspected by pro-
viders in nearly 40% of cases.

In a more comprehensive study published in 2020 (subsequent
to the literature review period specified in the document) involving
1,456 hospitalized patients (mean age, 72 years) presenting with a
fall, CSI was diagnosed in 20.8% of patients and was more preva-
lent (26.2%) among those aged ≥75 years.4 CSI not related to UTI
accounted for nearly one-half (45%) of all cases, with pneumonia,
skin and soft-tissue infections, and influenza/influenza-like illness
leading the list. Several patient factors (eg, preexisting symptoms,
presence of SIRS, confusion, age 50 years or older, inability to get
up on own, and absence of fracture after a fall) were independently
associated with the presence of CSI. Compared to those without
CSI, fall patients with CSI had longer mean hospital stay (8.8 days
vs 6.5 days; P < .0001) and higher in-hospital mortality (6.9% vs
3.8%; OR, 1.9; 95% CI, 1.1–3.3). More specifically, pneumonia
and bacteremia were independently associated with in-hospital
mortality (OR, 3.5 [95% CI, 1.4–8.5] and OR 7.9 [95% CI, 1.7–
37.0], respectively). Again, CSI was not initially suspected by pro-
viders in a significant proportion (32.5%) of cases.

Collectively, our data suggest that CSIs, including many not
related to UTIs, are not uncommon among older patients present-
ing with a fall, often lack typical signs and symptoms associated
with infections, are frequently overlooked by providers on initial
encounter, and may be associated with a poorer outcome. These
findings highlight the importance of timely diagnosis of infections
in this patient population.

Notably, a 2010 study of patients with dementia on a psycho-
geriatric ward (mean age 80 years) reported that 1 of 5 falls were
thought to have been precipitated by infections.5 In this study, 27%
of infections did not involve the urinary tract; some patients had
been diagnosed with pneumonia.

Physiologically, falls associated with infections (particularly
when severe) may be explained by the impairment of skeletal
(including quadriceps) function through a variety of mechanisms,
including inflammatory cytokines and hypophosphatemia.6

Indeed, one can argue that falls may be a forme fruste of a serious
infection in the elderly.

Admittedly, the scope and nature of CSIs in fall patients
included in the epidemiological studies cited here may not neces-
sarily coincide with those of nursing-home residents who fall with-
out seeking medical care, do not require hospitalization, or do not
have dementia. Nevertheless, nearly one-third of patients with falls
seen in the emergency department may be hospitalized7 and
nursing-home residents frequently suffer from dementia.8 Thus,
we fear that at least some patients for whom evaluation for infec-
tion is not recommended by the current SHEA document may well
have a CSI that would benefit from earlier diagnosis and treatment.
The challenge, of course, is to provide clinicians with reliable tools
that can (after careful examination of relevant patient symptoms
and other factors) help them identify which patients should
undergo evaluation for infection and which may be monitored.
Further studies are clearly needed to advance the science of falls
and infections. In themeantime, the recommendation to not evalu-
ate nursing-home residents who suffer a fall for infection deserves
further consideration.
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