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directly by antibiotic pressure, acute-care hospitals with
teaching programs or trauma or burn units (ie, with severe-
ly ill patients) need to be especially vigilant for increases in
nosocomially acquired antimicrobial-resistant pathogens.!

Our study reveals some of the potential errors that
may be included in state-based passive surveillance systems
if appropriate definitions, proficiency testing, and passive
reporting validation are not incorporated into the system.
Since all or most state-based infectious diseases surveil-
lance systems are initiated passively, these errors, which
could cause both inaccuracies and underreporting of
pathogens, are likely to occur. Our results suggest that
state-based surveillance systems should be assessed peri-
odically for accuracy and completeness of passive reporting
and for proficiency at identifying the pathogen sought and
its antimicrobial susceptibility. Our data suggest that report-
ing of VRE and other infectious agents through state-based
passive reporting systems may considerably underestimate
the incidence of these agents.
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Trends in Nosocomial Pneumonia in Surgical Patients
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Crabtree and colleagues from
the University of Virginia Department
of Surgery, Charlottesville, conducted
a study to compare outcome and prog-
nostic factors of pneumonia in surgical
patients. They prospectively studied
all episodes of nosocomial infection at
all sites in 1997 on the surgical ser-
vices at a single hospital. Pneumonia
accounted for 74 of 287 episodes of
infection. The crude mortality for
pneumonia was 31.1% versus 12.2%
for all other infections (P<.001).
Pneumonia patients had a higher
severity of illness compared with
those with infections at other sites
(18.7+0.8 vs 14.0+0.5; P<.001). Crude

mortality remained higher in pneumo-
nia patients when compared with an
infected control group matched for
severity of illness and age (31% vs 15%;
P=.02). Staphylococcus aureus (15%)
was the most common isolate, fol-
lowed by Pseudomonas aeruginosa
(9%). Resistant gram-positive cocci
accounted for 7% of all isolates, but
was associated with a 60% mortality
versus 28% with other organisms (not
significant; P=.1).

The Acute Physiology and
Chronic Health Evaluation (APACHE)
II score for patients with resistant
gram-positive cocci was 22=1 versus
18=1 with other organisms (P=.03).
Nonsurvivors of pneumonia were
older (58*2 vs 51+3; P=.03), had a
higher APACHE 1II score (23*1 vs
17%1; P<.001), and were diagnosed
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later in their hospital course (18+4
days vs 11=1; P-.05) compared with
survivors. Pneumonia-associated mor-
tality in surgical patients remains high
compared with other infections even
when correcting for differences in
severity of illness. Although resistant
gram-positive cocci appear to be
increasing in frequency, they may rep-
resent markers of severe illness rather
than true pathogens. Increasing age,
severity of illness, and length of stay
before diagnosis were all associated
with a worse prognosis.
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