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Comparison of a Rapid
Readout Biological
Indicator for Steam
Sterilization With Four
Conventional Biological
Indicators and Five
Chemical Indicators

To the Editor:
In comparing the performance

of the rapid readout biological indica-
tor for steam sterilization with four
conventional biological indicators and
five chemical indicators, Dr. Rutala
and colleagues conclude that its sen-
sitivity “parallels” that of the others.1
It is to be noted that, to ensure uni-
form exposure conditions, all of the
indicators were tested simultaneously
(being placed horizontally, evenly,
and without overlap throughout a sin-
gle mesh-bottom surgical tray). For
purposes of this test, this arrange-
ment was most satisfactory.

However, the question that has
to be answered is whether or not any
of the devices truly reflect the operat-
ing efficiency of the sterilizer(s) in
which they may be used.

For example, Dr. Rutala refer-
ences the comprehensive evaluation
of the rapid readout device that was
done earlier.2 In that study, the
device was wrapped in what was
described as a “standard 16-towel
pack recommended by AAMI”
(Association for the Advancement of
Medical Instrumentation) that
weighs 3.3 lbs.3 The level of the chal-
lenge provided by that pack com-
pared to that of the historic 12-lb 12-
in 3 12-in 3 20-in configuration that
in itself contained 12 towels is an
issue of concern.4 The researchers
associated with the initial study of the
rapid readout indicator study have
stated that “a denser and larger test
pack could result in additional posi-
tive indicators at the times we tested,
and we would hope that AAMI will
continue to seek a standard pack that
realistically simulates the actual in-
use conditions of these sterilizers.”5
For whatever reason, that has not as
yet been done. 

In the interim, the state of affairs
in in-hospital packaging practices is
being influenced dramatically by two
factors: (1) the conversion from a time-
related to event-related shelf-life and
(2) the reprocessing of what hereto-
fore have been single-use devices. To

accommodate these trends, an entirely
new generation of “barrier” quality
packaging materials is being intro-
duced. Because the operational specifi-
cations for the steam sterilizer are
predicated on the use of readily per-
meable materials and the indicators do
not even truly reflect the operating
efficiency of the unit, who then can
vouch for the sterility of the products
being processed?

It has been said that “a sterilizer
is nothing more than a piece of equip-
ment that is designed to achieve a
certain level of micro-lethality. What
you need to know is, how was that
determined?”6 Under the circum-
stances, the same could be said about
the devices being used to demon-
strate its operating efficiency.
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The authors reply

We thank Dr. Belkin for raising
the issue of whether the introduction
of new packaging material will
decrease the ability to achieve steril-
ization of materials contained in the
packs. For steam sterilization to occur,
the steam must penetrate to the mate-
rial to be sterilized. We agree with Dr.
Belkin that the ability of current and
new sterilization procedures to pene-
trate the new packaging materials
should be studied rigorously before
these materials are introduced.

Our study compared the sensitiv-
ity of a rapid readout biological indica-
tor for steam sterilization with chemi-

cal indicators and conventional biolog-
ical indicators.1 Our data suggested
that a 3-hour rapid readout biological
indicator was equivalent to standard
48-hour biological indicators and that
chemical indicators do not consistently
perform as well as biological indica-
tors in appropriately monitoring steril-
ization. We believe that the relative
sensitivity of the biological indicators
would not be affected by enclosing
them in either conventional or new
packaging material and would reflect
the true state of sterilization.
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Vancomycin Use in a
University Medical
Center: Comparison With
Hospital Infection
Control Practices
Advisory Committee
Guidelines

To the Editor:
Evans and Kortas recently

reported the use of vancomycin in a
teaching hospital.1 In their study,
only 35% of vancomycin orders writ-
ten were consistent with Hospital
Infection Control Practices Advisory
Committee (HICPAC) guidelines. We
hereby report on our experience on
the use of vancomycin prior to and
after HICPAC recommendations were
available for preventing the spread of
vancomycin-resistant organisms. 

A retrospective survey of van-
comycin use in 27 hospitalized patients
during September 1994 showed that
vancomycin use was appropriate in 16
(59%) of 27. Appropriate use of van-
comycin was defined as using van-
comycin for (1) serious gram-posi-
tive infections in patients with seri-
ous b-lactam allergy; (2) surgical
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prophylaxis in patients with serious
b-lactam allergy; (3) severe cases of
Clostridium dif ficile enteritis; or (4)
severe gram-positive infections sec-
ondary to documented b-lactam-
resistant organisms.

Since the introduction of the HIC-
PAC guidelines,2 we adopted a policy
of restricting vancomycin use and
encouraged the prudent use of van-
comycin. The intensive-care unit was
exempt from the vancomycin restric-
tion policy. After instituting these
changes, we surveyed all patients
receiving vancomycin during the
month of February 1996. Vancomycin
was used appropriately in only 26
(37%) of 70 patients. Of the 44 patients

who received vancomycin without jus-
tification, vancomycin was discontin-
ued in 26 (59%) after the third day
(based on the vancomycin restriction
policy). Eighteen patients, located
mainly in intensive-care areas, contin-
ued to receive vancomycin after the
third day with no justification.

This information allowed us to
identify the areas where efforts need
to be intensified to guide and educate
healthcare workers properly in the
prudent use of vancomycin. From
our experience, it appears that the
success of vancomycin restriction
guidelines will depend on monitoring
all sections of the hospital, including
the intensive-care areas, for adher-

ence to these guidelines.
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TABLE 1
RESPIRATORY VIRUS SHELL VIAL CULTURE RESULTS BY SPECIMEN TYPE, ALL PATIENTS*

Group Specimens Submitted Specimens Positive % Positive

NP wash 337 76 22
BAL 178 19 11
Throat swab 53 8 15
All specimens 568 103 18
All patients 340 66 19

Abbreviations: NP, nasopharyngeal; BAL, bronchoalveolar lavage.
*November 1, 1992, through June 30, 1993, and November 1, 1993, through June 30, 1994.

Correction

It has come to our attention that there was an error in
Table 1 of the article “Rapid Identification of Respiratory
Viruses: Impact on Isolation Practices and Transmission
Among Immunocompromised Pediatric Patients” by

Beekman et al (1996;17:581-586). The numerical values
were reversed for the column headings  “Specimens
Submitted” and “Specimens Positive.” The corrected
Table 1 follows.

Rapid Identification of Respiratory Viruses:
Impact on Isolation Practices and Transmission Among

Immunocompromised Pediatric Patients
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