
Editorial

“At the hospital the ambulance is unloaded and then thoroughly
disinfected; the nurse changes her outer clothing, and all blan-
kets are left at the hospital for washing. … Besides this disinfec-
tion at the hospital … the nurses and officers bathe and change
their clothes before they are allowed any leave of absence. There
is not much fear, we apprehend, of the station becoming a cen-
tre of infection.”1

For most of their history, hospitals were but a refuge
for the destitute and dying, places that the wealthy
avoided. In the 19th and early part of the 20th cen-

tury they were used to treat (and contain) infectious diseases
such as smallpox (as in the account just cited). But for the
past 100 years or so, and especially toward the second half of
the last century, hospitals have become a showcase for med-
icine’s miracles and some pretty impressive technology.
They are also dangerous places, in part because of the com-
plexity of medical knowledge — multiple drugs and inter-
ventions, multiple specialists and multiple, complex systems
of care delivery. Mistakes are made, systems break down.2

Constant demands for resources to fund new and costly
technology strain the budgets of even the best hospital ad-
ministrators. To operate new scanners or purchase additional
stents they must squeeze cash out of core operating budgets.
And yet, at the same time, they can’t neglect the underlying
basic services to patients, or the environmental risks to which
patients and staff are daily exposed. The risks are not trivial.

Some nosocomial hazards are carefully monitored and
controlled. Staff working with radioactivity wear monitors
to continuously scan the environment in which they work.
Systems to monitor and red-flag drug doses and interac-
tions are becoming standard in most institutions. Other so-
phisticated systems using bar codes and product (and pa-
tient) microchips are being evaluated to control a variety of
potential hazards.

But the monitoring of an expanding array of increas-
ingly resistant microbiological agents is still in the Dark
Ages. Patients and staff are not screened routinely for these
agents, there are but flimsy reporting procedures; contain-
ment, once these infections are in place, is makeshift and
constrained by a hospital infrastructure that all too often is
a century out of date: multiple patients crowded in single
rooms, with but one toilet and a single sink (also used by
staff) is the normal set-up in most Canadian hospitals.

SARS was a new organism for which we were unpre-

pared.3 But outbreaks of C. difficile, an organism for which
there is a highly sensitive and specific test, should not have
surprised us. Automated laboratory report systems in most
hospitals should have alerted hospital infection control teams
and hospital administrators. Public health officials should
have been notified. These devastating outbreaks of C. difficile
have been reported in other countries over the past few
years. Last year an expert group in the UK published a com-
prehensive report on the detection and management of C.
difficile-associated diarrhea in hospitals, including the recom-
mendation that reporting be mandatory for this organism.4

“A wake-up call,” we said after SARS. But we slumbered
on. The outbreaks of C. difficile demonstrate that Canada
needs a hospital-based national nosocomial infection sur-
veillance system that functions in real time and is available
on the Web to the public, such as the one in the UK.5

Refurbishing hospitals and building new ones to meet
these new environmental risks is urgent but will take time
(and money). While we wait we will also have to cope. The
report by Jacques Pepin and colleagues6 in this issue sug-
gests that vancomycin may be the drug of choice for treat-
ment of C. difficile infection. Because of the high case fatal-
ity rate of C. difficile-associated diarrhea, and because of the
risk of creating vancomycin-resistant organisms, the Cana-
dian Institutes of Health Research (CIHR) should consider
releasing emergency funds for this research. To contain
these ongoing outbreaks of resistant organisms we need
new systems that detect new or unusual rates of infection
and provide surveillance information that can be quickly
and widely disseminated. — CMAJ
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