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MANHASSET'S NORTH SHORE UNIVERSITY HOSPITAL

Unclean record of disinfecting

BY DAWN MACKEEN
STAFF WRITER

June 27, 2004

When North Shore University Hospital admitted earlier this month it may have compromised 177 patients' health by not properly cleaning instruments used for gastrointestinal endoscopies, state records show it was not the first time the Manhasset hospital has had problems with its disinfection process.

Three years ago, while looking into how a patient had contracted hepatitis C, the state Health Department found the hospital was not disinfecting the endoscopes according to manufacturer's recommendations, as required by state regulations.

"We are aware of the past maintenance issues related to the hospital's sanitizing of endoscopic instruments that were identified in 2001 and we will consider these aspects as a part of our current investigation," said Rob Kenny, a spokesman for the state Health Department.

Although the risk of disease is small even when cleaning guidelines are breached, North Shore-Manhasset had urged all 177 patients who had the procedures between April 28 and May 10 to be tested for hepatitis B, C and HIV. A daily log had lacked signatures that the concentration level of the disinfectant was at the appropriate level and the solution was changed after the recommended 14-day interval.

So far, hospital officials say, 114 people have tested negative for the viruses, and another round of letters were mailed to the remaining patients to encourage them to be tested.

The patient in the 2001 case did not contract hepatitis C through endoscopy, but an epidemiologist with the state found that the concentration of disinfectant was not being measured appropriately and cleaning filters weren't being changed as often as the manufacturer specified.

Many patients undergo gastrointestinal endoscopies to check for colon cancer or other abnormalities in the esophagus, stomach and small intestine. The procedure is done by sliding a thin scope through the mouth for an upper endoscopy, another through the rectum for a colonoscopy. Between each use, the scopes are supposed to be disinfected to prevent the transmission of infection.

A spokesman for the hospital, Terry Lynam, said the hospital changed its procedures in response to the 2001 notification from the health department, and added that what happened then with the type of filters used and what occurred recently are separate issues. "What's in question is our own staff in carrying out those tests," Lynam said about the recent incident involving the 177 patients. "It's human error."

Kenny of the state Health Department said there were no diseases transmitted as a result of the 2001 practices in endoscopy.



Cleaning practices

When gastrointestinal endoscopes are cleaned, disinfected and dried properly, doctors say, there is virtually no risk of infection. It's when technicians don't follow the established cleaning guidelines that there's a small chance of transmission. In the past, patients elsewhere have contracted hepatitis B and C; however, no patients have reported getting HIV, the virus that causes AIDS, this way. 

In the 2001 North Shore case, the in-line filters were being replaced every three months instead of the recommended six to eight weeks. "What can happen is those filters can retain debris," said Lawrence Muscarella, director of research and development at Custom Ultrasonics ICS, a manufacturer of units that clean endoscopes. "And you end up with an inadequately cleaned and disinfected endoscope that can transmit disease." 

To ensure that the disinfectant glutaraldehyde is at the appropriate concentration level, technicians test with indicator strips. In 2001, North Shore-Manhasset was using ones that tested for 1 percent concentration, instead of the recommended 1.5, state records said. Each time the endoscopes are disinfected, the agent's concentration can decrease. That's why doctors say it's crucial to check it every day.

Some researchers believe that hospitals have become complacent with the way their scopes are cleaned because the risk of infection is so small. In recent years, there have been questions about whether many hospitals nationwide are following the cleaning guidelines.


Setting up 'perfect storm'

As a result, more than 2,000 patients in California, Washington and now New York have been notified just this year that they may be at risk of contracting infection after undergoing an endoscopy or colonoscopy. 

"It's the perfect storm in the making," said Muscarella. "The hospitals are not allocating sufficient education, training and funding to its own staff." 

Doctors fear this may scare patients from undergoing a life-saving procedure. "The problem here is not somebody is going to get infected, the problem here is the system broke down," said Dr. David Peura, president-elect of the American Gastroenterological Association. "It's a wake-up call for the unit." 

There is no systematic surveillance system tracking how often these lapses may occur. New York's health department only investigates based on complaint. It's up to the hospital's own quality control to monitor such areas. While North Shore-Manhasset told the health department about the possible breach, it wasn't required to do so.

Physicians say proper cleaning kills viruses such as hepatitis B, C, and HIV relatively easily. 

"We're not seeing infections out of these bad practices," said Ian Williams, epidemiologic research team leader in the Centers for Disease Control and Prevention's division of viral hepatitis. "But you know these bad practices are going on in other places." 

He said oversight of those in charge of disinfecting the scopes needs to be improved. In the wake of the incident at North Shore-Manhasset, nurse managers are now responsible for reviewing the daily log. "Most places are doing a good job," Williams said. "It's a minority that aren't." 
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