characteristics differ between adults and
newborns, so specific terms were developed
to describe sleép states in newborns.
Whereas the classification of sleep states in
adults was developed solely on the basis of
electroencephalograph patterns, poly-
graphic recording became the accepted stan-
dard for sleep-state classification and devel-
opmental physiology studies of neonates.
Unfortunately, despite a considerable wealth
of information, evaluation of existing data
is complicated by the lack of standardiza-
tion of infant sleep studies. As was the case
with adult polysomnography, infant sleep
studies have evolved and systems for data
acquisition and analysis have differed, de-
pending on (he purposes and resources avail-
able to scientists and clinicians,

This atlas makes available the standard-
ized infant polysomnography procedures
used by the Collaborative Home Infant Mon-
itoring Evaluation (CHIME) study group.
This atlas is very valuable because it offers
researchers and clinicians the benefit of the
CHIME experience with nocturnal infant
polysomnography and demonstrates that
high-guality recordings of sleep and cardio-
respiratory variables can be obtained, mea-
sured, and analyzed. If infant polysomno-
grams done at different sites are derived
with comparable data acquisition and mea-
surement techniques, then those data can be
accomulated to address multiple issues re-
lated to ontogeny and normal development.

This atlas is a necessary resource for sleep
researchers who work with infants from 35
weeks conceptional age to 6 months post-
term. Because it addresses fundamentals of
infant polysomnography, it is essential to
all pediatric sleep laboratories and all sleep
centers that study infants. Because this atlas
is unigue in terms of the age range addressed
and the depth of the fllustrations of infant
polysomnography variables, sleep states,
and the transition to sleep stages, as well as
other physiological events that occur during
sleep, it is essential readirg for all profes-
sionals interested in infant sleep.

Following a brief introduction, the atlas
is divided into 3 sections: Basics of Physi-
ological Signal Acquisition and Processing
for Infant Polysomnography; Infant Poly-
somnography Recording Procedures; and
Infarit Polysomnography Scoring Proce-
dures. The first section presents the funda-
mentals of obtaining and processing infant
polysomnogram signals. The section is well
done and will be useful for polysomnogra-
phers and polysomnography technicians.
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The next section focuses on methods and
considerations of preparing for and conduct-
ing irifant polysomnography. Again this is
important reading for technicians and other
personnel in the sleep center. It emphasizes
that good preparation and well trained tech-
nicians are essential to achieving optimal
recordings in infants.

The final section covers the identifica-
tion and scoring of awake and sleep states
for infants < 3 months of age post-term,
sleep stages for infants > 3 menths of age
posi-term, transient arousal, cardiorespira-
tory events, and final summary reports. Nu-
merous high-quality figures are provided to
illusirate the points made in the text. Itis in
this section (Chapter 4} that the reader gets
the full value of the CHIME experience.
Thie CHIME researchers are currently ac-
tive in long-term sleep recordings and have
contributed the latest available electronic
and beliavicral information. )

This atlas is weli organized, well written,
and has high-quality illustrations and fig-
ures. It is reasonably priced, considering the
wealth of information and the breadth of
knowledge and experience it contains.

Ronald M Perkin MD MA
Department of Pediatrics
Brody School of Medicine
East Carolina University
Greenville, North Carolina

Prevention and Control of Nosocomial
Infections, 4th edition. Richard P Wenzel
MD MSe, editor. Philadelphia: Lippincott
Williams & Wilkins. 2003. Hard cover, il-
lustrated, 642 pages, $149.

In the late 1950s particularly aggressive
Staphylococcus aureus nosocomial infec-
tions caused many deaths and also brought
closures of hospital surgical and maternity
centers, including nurseries. There was Tit-
tle information at that time about what fac-
tors might be increasing the infection risk,
how the infectious agents might be trans-
mitted, or what data about their occurrence
might be useful in predicting or preventing
infections. :

From that gloomy period the field now
called hospital epidemiology was formed.
By the end of the 1960s some United States
and British hospitals had formed infection
control committees, gencraily headed by a
pathologist or pediatrician, and had ap-
pointed someone on the staff, usually anurse
or laboratorian, to organize data about nos-
ocomial infections and to direct prevention

strategies. The National Commuinicable Dis-
ease Center was formed, and it Iater became
the Centers for Disease Control and Preven-
tion. Tt provided training and impetus for
excellence. The American Hospital Associ-
ation supported publication of books ot the
subject and publications to guide isolation
policies and procedures. The Joint Commis-
sion on Accreditation of Healthcare Orga-
nizations began to take a regulatory interest
il infection prevention. At that time the few
tiny paperback books (devoid of references)
that were available about hospital infection
control perpetuated the myth that isolation
should be the main approach to reducing
infection risk. The weaknesses in knowl-
edge and in patient care prdctices became
dreadfully apparent as the years bronght nos-
ocomial outbreaks due to improperly ster-
ilized instruments, fluids, and supplies. Fre-
quently, the outbreaks were associated with
respiratory care and mechanical ventilation.
Health care workers wére also at risk for
hospital-acquired infections, including oc-
cupational hepatitis B and, some years later,
hepatitis C and human immunodeficieney
virus. ‘ .

By the time Richard Wenzel began his
career, 4 considerable amount of science had
come to the field of infection control. The
tiny paperbacks became great big books:
this new edition of Wenzel’s Prevention
and Control of Nosocomial Infections
weighs about 5 pounds. There are 3 other
major texts on infection control:

» Hospital Infections,' by Bennett and
Brachman, 2 Centers for Disease Control
and Prevention pioneers, is also in its 4th
edition; it focuses on United States hos-
pitals.

s APIC Infection Control and Applied Ep-
itlemiology: Principles and Practices,” by
the Association for Professionals in In-
fection Control and Epidemiology
(APIC), is available in paper and com-
pact-disc versions. It is for infection-con-
trol personnel in health care facilities; it
covers the science and provides many de-
tailed infection-control procedures.

Hospital Epidemiology and Infection Con-
trol 3 by Glen Mayhall, is similar to Pre-
vention and Control of Nosocomial In-
fections.

Wenzel covers nosecomial infections in
United States hospitals and includes infor-
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mation on public heaith issues (bioterror-
ism, long-term care, cost, and cost-benefit
assessment) and infection control in facili-
ties that have fewer resources. Many of the
57 authors are from countries other than the
United States and Canada, so the perspec-
tive is broad. The intended readers are well-
educated professionals in infection control
who are quite flient in technical English.
The text covers important clinical issues ad-
equately and shines when presenting tech-
nical subjects and management of infection
control programs. Some chapters would be
more interesting than others to readers of
RESPIRATORY CARE, such as the chapters on
nosocomial pneumonta, occupational expo-
sure to blood-bome pathogens, prion dis-
eases, and issues about reprocessing equip-
ment and instruments, )

The book has several strengths: it is
meticulously referenced and indexed,
many of the chapters are by several very
experienced authors (rather than one), and
the material is well organized, Readers
who want to know what data support the
authors’ recommendations will be very
pleased with the quality of research cited.
That said, there are many unanswered re-
search questions. In the 13-page chapter
entitled “Nosocomial Pneumonia”, 202
references are cited, and still nearly a page
of text is filled with controversial issues
that are as yet insufficiently investigated.
For example, how is the cost/benefit for
invasive pulmonary diagnostic tests cai-
culated? Should tap water or sterile water
be used to rinse reusable, semicritical, dis-
infected respiratory devices? Should we
rinse small nebulizers used on the same
patient? What should be the change fre-
quencies for various items, such as breath-
ing circuits? Ts it sufficient to put on ¢clean
gloves just before contact with mucous
membranes of ventilated patients, or
should sterile gloves be used? These ques-
tions reflect major research gaps, not faults
in the chapter.

The book is divided into 5 parts:

* Part I offers perspectives on the history of
infections associated with health care,
global issues, cost, evidence-based med-
icine, the role of the infection-control
nurse, long-term care, and bioterrorism.

Part I presents information resources, in-
cluding a wonderful compendium of valu-
able Internet sites, surveillance systems,
epidemiologic methods and mathematical
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modeling, telemedicine for hospital epi-
demiology, and managing antibiotics.

e Part I covers specific diseases and or-
ganisms, vancomycin and beta-lactamase
resistance, hepatitis C, tuberculosis, prion
diseases such as Creutzfeldt-Jakob dis-
ease, and the potential for gene therapy in
infection control,

* PartIV covers infections at the major sites:
catheter-associated infections of the uri-
nary tract and bloodstream, nosocomial
pneumonia, infections at surgical sifes, in-
fections associated with mechanical cir-
culatory devices, opportunistic infections
n transplant patients, and preventing in-
fections in neonatal intensive care units.

¢ Pait V describes new approaches to prob-
lems that infection control programs fre-
quently face: immunization programs for
personnel, managing occupational blood
exposures, outbreak investigation, molec-
ular epidemiology, hand hygiene, repro-
cessing items, medical waste manage-
ment, and ambulatory care.

As is always true with books that have
many contributors, the chapters differ in
quality and organization, so the book is op-
timally wseful for readers in a hurry. For
example, even a relatively inexperienced in-
fection control professional could extract
enough information from Chapter 31, “Ef-
ficient Management of Outbreak Investiga-
tions,” to conduct an investigation of an ep-
idemiologic cluster of possibly related
infections. However, that chapter doesn’t ad-
dress managing a similar circumstance on
which infection control personnel spend
cansiderably more time: investigating ex-
posures among patients and personnel,
Readers could use Chapter 27, “New Vac-
cines and Vaccination Programs for Hospi-
tal Staff Menbers,” to evaluate or plan a
hospital immunization program, but Chap-
ter 23, “Modern Approaches to Preventing
Surgical Site Infections,” would not be as
useful for evaluating a program to prevent
surgical site infections. Chapter 25 is inter-
esting and well written, but like several oth-
ers, not as useful as it could be.

The final chapter is an inspiring section
by Richard Wenzel, entitled “Leadership and
Management for Healthcare Epidemiol-
ogy.” He advocates a consensus-driven strat-
egy that integrates the financial health of
the enterprise (whether it be a business, de-
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partment, or program) with customer satis-
faction, solid internal business procedures,
and employee satistaction. This results in a
balanced environment and generates philo-
sophical discussion. In a nutshell, this is the
heart of Wenzel’s scholarly, academic ap-
proach to infection prevention and to man-
agement of health care epidemiology pro-
grams in health care facilities.

Semicritical procedures (ie, that involve
contact with intact mucous membrane) and
critical procedures (ie, that enter normally
sterile tissue) increase the risk of nosoco-
mial infections among patients and person-
nel, and every health care department that
conducts those procedures should have a
good infection-prevention reference in their
library.

Patricia Lynch RN MBA.
Epidemiology Associates
Seattle, Washington
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For much of human history medical care
for the spriously ill, if available at all, oc-
curred in ‘one’s residence or possibly else-
where, but not in a hospital. Even by the
1750s when Dr Thomas Bond and Benjarnin
Franklin solicited funds for a place to house
and treat the sick and poor in Philadelphia,
the only people receiving medical care out-
side the home were those residing in alms
houses and prisons. Hospitals had a longer
history in Europe, going back to ancient
Greece and Rome, but for much of their
existence they mostly served the poor, and
many were primarily religious institutions
that offered treatment of the soul rather than
the body. Although conditions differed lo-
cally and historically, staying home for ill-
nesses was probably safer, since infections
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