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* * * * *

I have read a draft of AORN’s “Recommended Practices for High-level Disinfection” and have a few comments.  In short, I am proposing a change to the current standard of care.

Of concern and contrary to my published recommendations, AORN does *not* recommend drying the endoscope after high-level disinfection (and water rinsing) throughout the course of the day - only before storage.  I disagree with this AORN stance, because failure to dry the endoscope throughout the course of the day (e.g., after reprocessing between patient procedures) using 70% alcohol and forced air will necessitate the introduction of, for example, a wet bronchoscope into a potentially immuno-suppressed patient's lungs, or a wet arthroscope into a patient's knee, or a wet laparoscope into a patient's peritoneal cavity. 

My concern is especially significant, in light of the fact the AORN in this draft recommends reprocessing endoscopes "immediately before reuse" - a practice that all but guarantees the endoscope will be wet when introduced into the patient’s viscera. I do not believe the recommendation to use wet endoscopes is in conformance with AORN's published position, which states that its recommended practice on high-level disinfection represents "an optimal level of practice" ((see: http://www.aorn.org/Proposed/disinfection.htm). In my opinion, use of wet endoscopes on patients does not represent an optimal level of practice.  

Clinical use of reprocessed rigid and flexible endoscopes that are wet with rinse water is of particular concern to patient safety, because the water used to rinse the endoscope after immersion in the liquid chemical germicide (LCG), even if labeled to be “sterile,” is not generally microbiologically monitored. Currently, save for a few including the writer of this article, no professional organization including the Centers for Disease Control and Prevention recommends monitoring the rinse water.  Failure to monitor the terminal water rinse, however, prevents determination of the microbial content and quality of the rinse water, thereby precluding assurance that the reprocessed endoscope was not re-contaminated with waterborne bacteria during rinsing and the claim associated with the LCG – that is, “high-level disinfection” or “sterilization” – successfully achieved. Indeed, whether a wet endoscope after reprocessing is safe for clinical use or contaminated with waterborne bacteria is dependent on, among other factors, the microbial quality of the rinse water: Contaminated rinse water yields contaminated and potentially unsafe endoscopes irrespective of the potency, strength, or effectiveness of the LCG.

In summary, I question as potentially unsafe and dubious the recommendation to introduce into a patient a wet endoscope. I express this same concern with AORN's “Recommended Practice” for reprocessing endoscopes published in the February 2003 issue of the AORN Journal. 

It is unclear why AORN does not recommend drying, a practice that is simple, inexpensive, and crucial to patient safety.  It is also unclear what the FDA's position is with regard to the labeling of automated endoscope reprocessors that do not instruct the operator to dry the endoscope after reprocessing (and water rinsing) and before its introduction into the patient's viscera.

Regards,

Larry

Lawrence F Muscarella, PhD

Director, Research and Development

Chief, Infection Control

Editor-in-Chief, The Q-Net Monthly
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