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“WE KNOW 
OF NO OTHER 
MEDICATION 

THAT’S ROUTINELY 
USED FOR A 
NONFATAL 

CONDITION THAT 
KILLS PATIENTS SO 

FREQUENTLY.”

HCWs on frontlines of risk in 
national opioid epidemic
Drug diversions increase, infected patients go uncounted

By Gary Evans, Senior Staff Writer

In terms of availability, access, and 
cruel temptation, healthcare workers 
are on the front lines of addiction 

risk in a national opioid epidemic that 
has reached epic proportions.

“Today and every 
day this year, more 
than 40 Americans 
will die from a 
prescription opioid 
overdose in this 
country,” CDC 
Director Tom 
Frieden, MD, said 
at a recent press 
conference. “We 
know of no other 
medication that’s 
routinely used for a 
nonfatal condition that 
kills patients so frequently. … Almost 
all the opioids on the market are just as 
addictive as heroin.”

According to public health officials, 
the number of accidental overdose 

deaths from prescription opioids has 
nearly quadrupled from 1999 to 2013. 
More than 29,000 deaths in 2014 were 
due to opioids. While the CDC tries 
to rein in opioid pain treatment misuse 

and overuse in the public 
health arena, recurrent 
cases of drug diversion, 
patient exposures, and 
outbreaks underscore 
that addicted 
healthcare workers are 
putting themselves and 
certainly their patients 
at risk. In an all-too-
familiar scenario, a 
surgical technician 
who was recently 
charged with diverting 

drugs in Colorado had 
a history of moving from hospital 
to hospital, prompting several other 
facilities to advise thousands of patients 
to get tested for bloodborne pathogens. 
(See related story, page 52.)
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“Travelers and agency workers 
do tend to be at higher risk,” says 
Kimberly New, RN, JD, founder of 
Diversion Specialists in Knoxville, 
TN. “We know that based on what 
we see across the country. It’s not that 
travelers and agency workers are bad 
— it’s just that people who are intent 
on diverting get drawn to that type 
of work because they can hit and run. 
They can come in and move on.”

Indeed, many of the recent 
diversion events identified by the 
CDC have involved “technicians — 
not doctors and nurses,” says Joseph 
Perz, PhD, team leader of quality 
and safety at the CDC’s Division 
of Healthcare Quality Promotion 
(DHQP).

“Perhaps there are ways to better 
evaluate these types of healthcare 
professions when they are applying 
for work, and be mindful that 
people who don’t have direct access 
to the medications may resort to 
more dangerous practices to obtain 
them,” he says. “As with this recent 
Colorado case, the [2012] case in 
New Hampshire and in several others 
people are resorting to swapping a 
‘decoy’ syringe for a real syringe of 
fentanyl.”

Diversion increasing?

This type of diversion appears to 
be increasing as hospitals adopt more 
oversight on drug supplies, meaning 
in part that something cannot be 
taken without being replaced.

“I am onsite at hospitals almost 
every week of the year and I think it 
is unrecognized and underreported,” 
New says. “I think that the [overall 
diversion] incidence is increasing, 
I really do. Also [increasing is] the 
incidence of diversion by tampering 
and substitution. Perhaps one of 
the reasons why more providers 

are turning to tampering and 
substitution is that they know that 
we have sophisticated analytics and 
can monitor what is what is taken 
out of a drug cabinet, so they look 
for other methods to divert that will 
remain undetected.”

More than 100 patient infections 
and nearly 30,000 potentially 
exposed patients via drug diversion 
have been reported in U.S. healthcare 
facilities over the last decade, 
according to the CDC.1 Most of 
the infections in these cases involve 
HCV, but a variety of bacterial 
infections have also occurred. (See 
timeline, page 53.) Regardless of 
subsequent infection, the patient 
suffers harm when their medication 
is stolen and then put at further 
risk by whatever contagion may be 
in the dummy syringe. Due to a 
history of drug use, the diverter is 
often infected with HCV or other 
bloodborne pathogens, which may 
contaminate syringes and solutions 
and lead to an outbreak among 
patients.

Disturbingly, the reported 
outbreaks of infections related to 
drug diversion by healthcare workers 
represent only a portion of the actual 
infections occurring. In the absence 
of an outbreak and subsequent 
lookback investigations, many 
patient infections are not likely to be 
linked to a drug diversion incident.

“I think that is unsettling and it 
is reasonable to conclude,” Perz says. 
“An infection like hepatitis C often 
has mild or no symptoms during 
the initial phase, so those are not 
diagnosed and reported and they are 
not investigated.”

Compounding the problem, 
hospitals fearing liability in drug 
diversion incidents may be reluctant 
to report and prosecute diverters. 
Typically, diverters have been fired 
or allowed to resign — which could 



50   |   HOSPITAL EMPLOYEE HEALTH® / May 2016 HOSPITAL EMPLOYEE HEALTH® / May 2016   |   51

leave them free to find work in 
another facility if their history is not 
detected.

“I think [failure to report] is a big 
contributor to some of these more 
devastating patient harm cases,” New 
says. “Facilities are worried about 
their reputation, so they don’t report 
these cases to law enforcement. This 
is motivated by the fear that there will 
be negative publicity and regulatory 
authorities will come in and raise 
hell. So facilities don’t want to go that 
route.”

The CDC hopes that by 
highlighting the threat of drug 
diversion and the infection risks 
to patients, healthcare facilities 
will realize they have a “moral 
responsibility” to protect patients, 
Perz says.

“There is never ‘no harm’ in this 
context,” he says. “If the drug that 
was intended for the patient did not 
reach the patient, then they were 
harmed. But for whatever reason, 
healthcare facilities — I’m speculating 
here — [may have] a sense that they 
don’t have hard evidence, that patients 
were not harmed in a substantial way 
or in a way that they can prove, so 
they kick the can down the road. The 
easiest course of action may be to fire 
the person and the healthcare worker 
may also quit and walk out the door 
after being identified.”

If diverters are identified they 
should be removed from the 
clinical environment, barred access 
to controlled substances pending 
further investigation, and tested 
for bloodborne pathogens, the 
CDC recommends. The U.S. Drug 
Enforcement Agency requires 
healthcare facilities to report theft or 
loss of a controlled substance within 
one business day of the incident using 
DEA Form 106.

“The medical community and 
public health at large have work to 

do to educate institutions about 
their responsibilities for not just 
reporting but for managing these 
incidents and assessing potential risks 
to patients including infection risks,” 
Perz says. “We have been advocating 
communication from the health 
departments to the communicable 
disease programs if there has been 
tampering with injectable drugs. 
We really wish we could move the 
prevention activities upstream to be 
less reactive.”

That would require, in part, 
prosecuting identified diverters or 
at least making it clear to future 
employers that a firing was a result 
of drug diversion. Without proper 
reporting, diverters may move from 
facility to facility, continuing to harm 
patients, New emphasizes.

“Regarding background checks: If 
cases are reported to law enforcement, 
and they take some action, that can 
assist subsequent employers,” she 
says. “Diversion of any amount of a 
controlled drug is a felony.”

Outreach to workers

Employee health professionals can 
play a role in identifying addicted 
workers and even possibly getting 
them into treatment before a drug 
diversion incident results in an 
outbreak, New says.

“We need to be letting nurses and 
other healthcare workers know that 
they are at risk,” she says. “Tell them 
that there are resources to help them 
if they find they are getting into 
trouble. It is so important to seek 
help and self-report before you cross 
that line and commit a felony.”

In addition to drug access and 
availability, there are more subtle 
occupational issues that may 
contribute to a diversion incident.

“Certainly, access and availability 

are really the biggies, but I think 
there are other things that come into 
play,” New says. “The fact that I am 
a nurse and I see the medication 
being used day in and day out. I see 
how effective it is and I can become 
desensitized to the risks associated 
with it. So I may be more inclined to 
abuse drugs I find at work — drugs 
I’m familiar with, I understand, and 
I consider to be relatively benign 
substances”

Of course that is profound error 
in judgement, as the little data 
available on the subject shows that 
drug diverters are clearly at risk of 
fatal overdose. In a study of resident 
anesthesiologists, 44 (11%) of 384 
clinicians with drug addiction to 
opioids or other substances died 
of drug-related causes.2 Most of 
the deaths occurred in residency 
training, but 14 anesthesiologists 
died later after suffering a relapse. 
The researchers found that just under 
1% of the 44,612 residents in the 
study had drug use and addiction 
problems. The researchers note that 
there is no rigorous data showing 
anesthesiologists have more addiction 
problems than other health worker 
groups.

“We are seeing an increase in 
[drug diversion] in nurses who 
are coming back from medical 
leave or who have had a workers’ 
comp claim and had a legitimate 
prescription,” New says. “Many 
nurses start diverting after a 
legitimate prescription. They no 
longer have their prescription because 
their injury has passed, but they are 
coming back to work and they feel 
they can’t do without the medication. 
Then they are presented with access 
to that drug and they divert. That is 
something that employee health and 
occupational nurses can look at.”

While there may be opportunities 
to educate and intervene, there is 
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also the fact that addicts can be very 
high functioning and have often 
developed behavior patterns designed 
to evade and elude oversight.

“As compassionate as it may seem 
to ‘reach out’ to addicted employees 
in healthcare, those who have such 
problems distrust anyone remotely 
connected with administration out 
of fear of reprisal, sanctions, and loss 
of job,” says William G. Buchta, 
MD, MPH, medical director of 
the Employee Occupational Health 
Service at the Mayo Clinic in 
Rochester, MN. “Someone prone 
to diversion, which is fortunately 
rare, is certainly not likely to be one 

to self-identify. We have found the 
best solution is to devise systems to 
disincentivize diversion.”

One such approach is to ban 
“wasting” of unused controlled 
medications, requiring that they 
all be returned to the pharmacy for 
random testing to detect substitution.

“We have seen a large drop in 
such cases after this administrative 
control measure,” he says. “The 
bigger challenge is with employees 
who inject themselves or swallow 
their patients’ medications while 
documenting administration to the 
patient. However, I do not advocate 
random urine drug testing as an 

effective deterrent as some of the 
most likely abused drugs are not 
likely to show up on a screen and the 
process is both costly and bad PR for 
the 99.9% of employees who don’t 
divert.”
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Thousands of patients seek testing after HCW 
charged with drug diversion
Hospitals in at least four states alert patients

In an all-too-familiar scenario, 
a hospital worker charged with 

diverting drugs in Colorado had a 
history of moving from hospital to 
hospital, prompting several other 
facilities to advise thousands of 
patients to get tested for bloodborne 
pathogens.

According to a federal 
indictment,1 Rocky Allen, 28, 
a former surgical technologist 
at Swedish Medical Center in 
Englewood, CO, is charged with 
tampering with a consumer product 
and obtaining a controlled substance 
by deceit. On January 22, 2016, 
Allen allegedly took a syringe 
containing fentanyl citrate and 
replaced it with a similar syringe 
containing another substance, the 
indictment charges.

As a result, Swedish Medical 
Center has advised some 3,000 
patients who had surgery between 
August 17, 2015, and January 22, 

2016, to be tested for HIV, hepatitis 
B, and hepatitis C. The charges set 
off patient notifications in several 
other states and hospitals, some of 
which had apparently fired Allen 
for alleged drug diversion. These 
include two hospitals in Washington 
state and hospitals in Arizona and 
California, bringing the total of 
potentially exposed patients to more 
than 5,000. According to published 
reports, Allen pled not guilty, 
surrendered his passport, and is out 
on a $25,000 bail. A judge ordered 
him to stay at a halfway house and 
get drug treatment.

Authorities have confirmed 
that the worker has a bloodborne 
infection, but have not identified 
which one. Typically, these cases 
involve HCV, but patients are also 
being advised to be tested for HIV 
and hepatitis B. There are reports of 
two former Swedish surgical patients 
testing positive for hepatitis, but it 

was not immediately clear if they 
were infected during care or had pre-
existing infections.

Lawsuit filed

On March 8, 2016, former 
patients at Swedish filed a class-
action lawsuit charging that “despite 
Rocky Allen’s well-documented 
drug addiction and erratic and … 
suspicious employment history, 
defendants hired him as a surgical 
technician.” The suit accuses the 
hospital and its corporate parent 
of negligence in hiring and failing 
to properly supervise Allen; failing 
to take steps to prevent employees 
from drug diversion, and subjecting 
patients to significant risk and 
anxiety by potentially exposing them 
to a life-threatening bloodborne 
pathogen. (The lawsuit can be viewed 
at: bit.ly/22I7hr0.)
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CDC timeline of drug diversion outbreaks

The CDC assisted state and local health departments in the investigation of the following infection outbreaks 
stemming from drug diversion activities that involved healthcare providers who tampered with injectable drugs. 

(For more information, please visit: 1.usa.gov/1RJhjjs.)
1985: There were 3 cases of Pseudomonas pickettii bacteremia associated with a pharmacy technician at a Wisconsin 

hospital.
1992: There were 45 cases of HCV infection associated with a surgical technician at a Texas ambulatory surgical 

center.
1999: There were 26 cases of Serratia marcescens bacteremia associated with a respiratory therapist at a Pennsylvania 

hospital.
2004: There were 16 cases of HCV infection associated with a certified-registered nurse anesthetist at a Texas 

hospital.
2006: There were 9 cases of Achromobacter xylosoxidans bacteremia associated with a nurse at an Illinois hospital.
2008: There were 5 cases of HCV infection associated with a radiology technician at a Florida hospital.
2009: There were 18 cases of HCV infection associated with a surgical technician at a Colorado hospital.
2011: There were 25 cases of gram-negative bacteremia associated with a nurse at a Minnesota hospital.
2012: There were 45 cases of HCV infection associated with a radiology technician at hospitals in New Hampshire, 

Kansas, and Maryland.
2016: A surgical tech charged with drug diversion in an Englewood, CO hospital leads to testing of thousands of 

patients in several other states where he previously worked.  n

The suit alleges that an employee 
at Swedish Medical observed Allen 
taking a syringe filled with fentanyl 
and replacing it with another syringe 
in an operating room. The employee 
told investigators that Allen walked 
into Operating Room 5, spoke with 
other individuals, then went to the 
Pyxis station, picked up a syringe, 
and replaced it with another one 
before quickly leaving the room. 
Allen, who was apparently scheduled 
to be in Operating Room 12 that 
day, later tested positive for fentanyl, 
the lawsuit alleges.

According to the suit, Christy 
Berg, a special agent for the Food 
and Drug Administration, testified 
on February 19, 2016, that Allen 
was terminated from numerous jobs 
for drug related reasons. In 2011, 
Allen was court-martialed by the 
United States Navy and pled guilty 
to making a false official statement, 
wrongfully possessing approximately 

30 vials of fentanyl, wrongly 
possessing a syringe containing 
fentanyl, stealing fentanyl, and 
stealing a syringe containing 
fentanyl, the lawsuit claims.

Other specific incidents cited in 
the lawsuit include that Allen was 
fired in June 2013 by Scripps Green 
Hospital in La Jolla, CA, after he was 
caught switching a fentanyl syringe 
with a saline-filled syringe. Scripps 
said in a statement that it notified 
the U.S. Drug Enforcement Agency 
after taking the action. However, 
Allen was able to move and find 
subsequent employment at John C. 
Lincoln North Mountain Hospital 
in Phoenix, where he was fired 
in September 2014 after testing 
positive for fentanyl, the lawsuit 
alleges.

The case is similar to one 
discovered in a New Hampshire 
hospital in 2012, when an HCV-
infected traveling radiology 

technician was linked to a cluster 
of HCV patient infections. The 
subsequent investigation uncovered 
a large HCV outbreak spanning 
several years, involving more than 
a dozen hospitals and affecting 
thousands of patients in eight 
states. The technician was stealing 
syringes filled with narcotics, self-
injecting, refilling them with saline, 
and placing them back into the 
procedure area, officials reported. 
He was sentenced to 39 years in 
prison.
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Look for weak links to prevent drug diversion
Consider drug audits by pharmacy staff

K imberly New, RN, JD, founder 
of Diversion Specialists in 

Knoxville, TN, who frequently 
consults with healthcare facilities on 
drug diversion, cites the following 
common areas of weakness in 
diversion prevention programs:

• Lack of internal controls over 
controlled substances stored in 
emergency kits for trauma or urgent 
needs.

• Pain response documentation 
not regularly reviewed for patterns.

• Inadequate segregation of duties.
• End user passwords not changed 

per hospital policy.
• End users not terminated 

from system after job changes/
responsibilities, termination.

• Discharged patient list remaining 
available for hours after discharge.

• Drug testing not done at pre-
employment screening; drug testing 
not performed randomly for staff 
with drug access.

• Staff with little or no training/
competency on system (poor 
practices).

• Built-in system controls “turned 

off”— too cumbersome.1

Signs of HCW diversion/
impairment:

• Tardiness, unscheduled absences 
and an excessive number of sick days 
used.

• Frequent disappearances from 
the work site and taking frequent or 
long trips to the bathroom or to the 
stockroom where drugs are kept.

• Volunteers for overtime and is at 
work when not scheduled to be there.

• Arrives at work early and stays 
late.

• Pattern of removal of controlled 
substances near or at end of shift.

• Work performance alternates 
between periods of high and low 
productivity, may suffer from 
mistakes, poor judgment, and bad 
decisions.

• Interpersonal relations with 
colleagues, staff, and patients suffer. 
Rarely admits errors or accepts blame 
for errors or oversights (denial).

• Insistence on personal 
administration of injected narcotics to 
patients.

• Heavy or no “wastage” of drugs.

• Pattern of holding waste until 
oncoming shift.

CDC prevention tips:2

• Prepare medications as 
close as possible to the time of 
administration.

• Properly label pre-drawn 
syringes to include patient name.

• Consider use of tamper-resistant 
and tamper-evident syringes and 
automated dispensing cabinets with 
security and tracking features.

• Conduct audits by pharmacy 
staff, with testing to verify the 
identity or concentration of unused 
drugs that are returned to the 
pharmacy or discarded by healthcare 
workers.
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Better late than never? FDA proposed ban on 
powdered gloves welcomed, questioned
The right thing to do — a long time ago

The FDA’s recently proposed 
rule1 to ban powdered latex 

gloves was welcomed by occupational 
health advocates, but there was some 
sentiment that the FDA was finally 
addressing a problem clinicians long 
since had to solve themselves.

“Latex allergies have dropped a lot 

in the last few years — it was really 
tough about eight or nine years ago,” 
says Bobby Quentin Lanier, MD, 
executive medical director of the 
American College of Allergy, Asthma, 
and Immunology (ACAAI). “Latex 
gloves were very common and there 
were some manufacturing issues that 

made it really bad. We had lots of 
issues with healthcare workers. It has 
gotten better over the last few years. 
From a surgery standpoint probably 
97% — maybe even a little bit 
more than that — now is done with 
non-latex and non-powdered gloves. 
We have noticed since we began a 
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campaign against this years ago that 
the epidemic of latex allergy has 
waned tremendously. This is just the 
final piece of it.”

Indeed, there are still healthcare 
facilities using powdered latex 
gloves, which pose a threat of allergic 
reactions in healthcare workers. Thus, 
the Association of Occupational 
Health Professionals in Healthcare 
(AOHP) welcomed the ban and 
didn’t quibble about the timing.

“AOHP does support the ban 
because there are facilities that 
continue to use powdered latex gloves 
and healthcare workers are reacting 
to powder,” says MaryAnn Gruden, 
MSN, CRNP, NP-C, Cohn-S/CM, 
a member of the AOHP’s executive 
board. “We need to do everything 
that we can to ensure a safe working 
environment for our staff.”

Still, the FDA action after the 
latex allergy problem has been largely 
resolved “seems to be over a decade 
overdue,” says William G. Buchta, 
MD, MPH, medical director of 
the Employee Occupational Health 
Service at the Mayo Clinic in 
Rochester, MN. “The latex allergy 
epidemic has long dwindled, largely 
due to latex-safe policies in medical 
centers, such that we rarely, if ever, 
use powdered gloves.”

Negligence?

Consumer advocacy group Public 
Citizen, which asked the FDA to ban 
powdered latex gloves in 1998 and 
again in 2011, was less diplomatic in 
responding to the agency action.

“The fact that it took the FDA 18 
years to propose banning powdered 
surgical gloves from the market 
highlights how recklessly negligent 
the agency is,” Sidney Wolfe, MD, 
co-founder of the Washington 
DC-based advocacy center’s Health 

Research Group said in statement. 
“There is absolutely no new scientific 
information today that we didn’t have 
in 1998 about the dangers posed 
by cornstarch powder and by latex 
when used in surgical and patient 
examination gloves.”

In proposing the ban in a 
document that is open for comment 
through June 20, 2016, the FDA 
cited the risks of inflammatory 
responses, hypersensitivity 
reactions, and allergic reactions, 
including asthma, allergic rhinitis, 
conjunctivitis, and dyspnea, posed by 
powdered latex gloves.

“FDA has determined that these 
risks are important, material, and 
significant risks in relation to the 
minimal potential benefits of greater 
ease of donning and doffing and 
decreased tackiness,” according to 
the proposed rule. “In relation to the 
state of the art of alternative non-
powdered gloves that do not present 
risks of inflammatory responses, 
hypersensitivity reactions, and allergic 
reactions, we conclude that these risks 
are substantial and unreasonable.”

FDA has determined that this ban, 
if finalized, should apply to devices 
already in commercial distribution 
and devices already sold to the 
ultimate user, as well as to devices 
that would be sold or distributed in 
the future. This means that powdered 
gloves currently being used in the 
marketplace would be subject to the 
ban and enforcement action.

At any rate, many healthcare 
facilities have already moved away 
from powdered gloves. A report by 
Global Industry Analysts of San Jose 
on the disposable glove market in 
2010 found that only 7% of gloves 
in the U.S. market were powdered. 
Some 92% of exam gloves were 
powder-free and 94% of surgical 
gloves were powder-free, despite 
the increased cost of powder-free 

gloves, the report says. The trend 
is apparently continuing as a 2014 
report by the same company cites the 
following findings:

• Powder-free gloves witness 
strong demand against a backdrop of 
growing concerns over health risks 
posed by glove powder.

• Development of lighter and 
comfortable synthetic gloves triggers 
a shift in demand away from natural 
rubber latex gloves.

• Better performance, cost 
effectiveness, and anti-latex policies 
in hospitals spur demand for nitrile 
gloves.

• Aging population and rising 
number of surgeries performed 
worldwide fuel sales of polyisoprene 
surgical gloves featuring superior 
strength, puncture resistance, and 
tactility.

While use of these gloves is 
decreasing, the FDA decided they 
“pose an unreasonable and substantial 
risk of illness or injury to healthcare 
providers, patients, and other 
individuals who are exposed to them, 
which cannot be corrected through 
new or updated labeling.”

The proposed ban applies to 
powdered surgeon’s gloves, powdered 
patient examination gloves, and 
absorbable powder for lubricating 
surgical gloves. Non-powdered 
surgeon gloves and non-powdered 
patient examination gloves will not be 
included in the ban and will remain 
Class I medical devices, according to 
the FDA.

“This ban is about protecting 
patients and healthcare professionals 
from a danger they might not even 
be aware of,” Jeffrey Shuren, MD, 
director of FDA’s Center for Devices 
and Radiological Health said in 
a statement. “We take bans very 
seriously and only take this action 
when we feel it’s necessary to protect 
the public health.”



56   |   HOSPITAL EMPLOYEE HEALTH® / May 2016

Public Citizen’s Wolfe had a 
withering response to this contention, 
noting that there was ample evidence 
to take the action years ago, meaning 
that “hundreds of thousands of health 
workers and patients would have 
been spared preventable, often life-
threatening adverse reactions.”

Aerosolized protein

Powder is typically added to gloves 
to ease donning and removal, but can 
spread latex allergens if aerosolized 
and inhaled. “When people take 
gloves off they kind of pop them 
and the powder gets in the air — 
that’s enough to give people in a 
tight setting like an operating room 
problems,” Lanier says.

Although powdered synthetic 
gloves do not present the risk of latex 
allergic reactions, these gloves “are 
associated with an extensive list of 
potentially serious adverse events, 
including severe airway inflammation, 
wound inflammation, and post-
surgical adhesions, which are bands of 
fibrous scar tissue that form between 
internal organs and tissues. These side 
effects have been attributed to the 
use of glove powder with all types of 
gloves,” the FDA noted.

In proposing to ban powdered 
gloves, the agency cited information 
gathered in a 2011 review of the 
literature and request for comment 
on the issue in determining the 
gloves “are dangerous and present an 
unreasonable and substantial risk.”

In addition, given the critical role 
medical gloves play in protecting 
patients and healthcare providers, the 
FDA also conducted an economic 
analysis that showed a powdered 
glove ban would not cause a glove 
shortage, and the economic effect of 
a ban would not be significant. The 
ban is also not likely to affect medical 

practice because many non-powdered 
protective glove options are currently 
available.

The process of making powder-
free latex examination and surgical 
gloves basically removes most of the 
allergenic protein from the glove, 
explains Robert G. Hamilton, PhD, 
DABMLI, professor of medicine at 
Johns Hopkins University School 
of Medicine in Baltimore. There 
are still trace amounts of powder 
resulting from glove manufacturing, 
but the powderless gloves should 
stop development of latex allergies in 
workers and patients.

“You eliminate 99% of the powder 
so you are not creating an aerosolized 
allergen situation and there is very 
little if any protein there,” he says. 
“So by switching over to a powder-
free latex glove it essentially eliminates 
the issue. It doesn’t eliminate it totally 
for people who are already allergic 
to latex. They have to work in an 
environment where there is no latex 
at all. For the general public that are 
not allergic to latex, the powder-free 
glove should be satisfactory.”

Johns Hopkins is one of the first 
healthcare systems nationally to 
switch to non-latex gloves completely. 
The hospital made the move in 2007, 
and has remained latex glove- and 
powder-free to eliminate the risk of 
exposure to patients and employees 
who may have developed natural 
rubber latex allergy during the 1990s, 
Hamilton says.

As universal (now standard) 
precautions were widely adopted 
in that decade, latex gloves were 
extensively used in most medical 
institutions. Facilities that are still 
using latex gloves haves successfully 
adopted policies to accommodate 
allergic healthcare workers, he said.

“Normally, if an individual 
working in a healthcare environment 
has a severe latex allergy, the co-

workers and the facility adopt a 
latex-safe policy for that area — the 
workspace of that person,” he says. 
“That’s been very successful in 
most institutions. Those that don’t 
accommodate these individuals can 
run into legal problems, as these 
people go to court. Ultimately, 
the hospital or medical center 
accommodates them because there 
are laws in place not to discriminate 
against individuals [with latex 
allergies],” he says.

That may have been a factor in 
the massive transition to powder-free 
gloves prior to the FDA ban, but 
dropping latex gloves completely 
requires additional expenditures for 
the non-latex options.

“We use nitrile, neoprene, and 
some vinyl gloves for examination 
gloves,” he explains. “The gloves that 
are used today by the surgeons in 
our institution are made from oil — 
they are synthetic polyisoprene and 
non-powdered. They are much more 
expensive, so we had to essentially 
spend another $1 million a year to 
convert from the surgical gloves that 
they were using.”

Johns Hopkins strongly supports 
the proposed FDA ban as does the 
ACAAI.

“I’m generally opposed to any sore 
of regulation personally, but this one 
we looked at it and said this is not 
necessarily a bad idea,” Lanier says. “I 
can’t find anybody with an opposing 
view.”

The FDA rule is available for 
comment at 1.usa.gov/1UFPuMn.
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HCWs remain at risk of TB exposures
Confusion about use of TST and IGRA

After two decades of steady, 
incremental decline, tuberculosis 

in the United States has leveled off at 
some 3 cases per 100,000 people — a 
rate that will not result in the goal of 
TB elimination (less than 1 case per 
million), the CDC reports.1

“Epidemiologic modeling suggests 
that even if the previously observed 
annual declines in the United States 
had been sustained, TB elimination 
… would not occur by the end of 
this century,” the CDC stated. “The 
determinants of this leveling in TB 
incidence are not yet clear; further 
evaluation of available data is required to 
understand the causes of this trend.”

The 1985-1992 resurgence of TB 
in the U.S. was attributed to HIV 
coinfection, immigration from countries 
with higher prevalence, and increased 
transmission. However, the proportion 
of TB patients coinfected with HIV 
has declined substantially in the U.S., 
and TB incidence among U.S. foreign-
born persons — while still high — has 
continued to decline. In contrast, 
the stabilization of TB incidence 
among U.S.-born persons, together 
with evidence provided by molecular 
genotyping of TB cases, demonstrates 
that TB transmission within the U.S. 
continues to occur, the CDC noted in 
data released in conjunction with World 
TB Day March 24.

“The continued occurrence of 
TB cases among U.S.-born children 
is further corroboration, because TB 
disease in a young child is a sentinel 
event representing recent infection,” 
the CDC warned. “Substance abuse, 
incarceration, and homelessness 
associated with TB outbreaks 
highlight some of the complicated case 
management work required on the 

health department frontlines of TB 
control.”

The CDC’s key points on TB in the 
U.S. include the following:

• Effective TB control requires 
diagnosing cases as early as possible 
during the illness, thus allowing earlier 
airborne precautions and curative 
treatment to interrupt transmission. 
An early diagnosis for a patient with 
infectious TB also permits a timely 
contact investigation, which is essential 
to detect and prevent additional TB 
cases. Recently infected contacts, 
particularly children, benefit greatly 
from treatment to avert progression to 
active TB disease.

• Since 2003, TB incidence among 
Native Hawaiians/other Pacific Islanders 
and American Indians/Alaska Natives 
has remained high despite declining 
incidence among Hispanics and non-
Hispanic Asians, whites, and blacks.

• Two-thirds of all U.S. TB cases 
occur among foreign-born persons, 
often years after arrival, which is 
consistent with disease progression 
following years of untreated latent TB 
infection. Epidemiologic modeling 
indicates that eliminating the threat of 
TB in the U.S. will require additional 
strategies to reduce TB in the countries 
of origin and expand treatment of latent 
TB infection among the foreign-born 
persons.

Though the latest TB data 
underscore the continuing threat of 
exposures to healthcare workers, there 
is considerable confusion about the 
current testing options.

Variations in results between TB skin 
testing (TST) and gamma-interferon-
release assays (IGRA) continue to stump 
providers, who are unsure which test to 
believe and how to proceed, says Carol 

Kemper, MD.
Kemper recently reviewed1 a study 

that says it all in its title: “Diagnosis of 
latent tuberculosis infection: Too soon 
to pull the plug on the tuberculin skin 
test.”2

It is increasingly recognized that TST 
and IGRAs are not uniformly correlated, 
and they measure different “arms” of 
the immune system response, she notes. 
To confuse matters further, the three 
IGRAs currently approved for use in 
the United States (the QuantiFERON-
TB test, the QuantiFERON TB Gold 
In-Tube test, and the T-Spot.TB test) 
each employ different antigens, with 
different interpretative cut-offs, and the 
interpretative cut-offs used in published 
studies often differ from those used by 
the FDA for approval.

In low-risk populations, e.g., 
healthcare workers (HCWs), 
discordance between TST and IGRA 
results occurs at least 17% of the time.

“In part, this is related to the vagaries 
of IGRA testing in those at lower risk — 
52% to 65% of HCWs at low risk for 
TB who had an initially positive IGRA 
result ‘reverted’ to a negative ‘result on 
repeat’ testing,” Kemper noted in her 
review. “For those with low-level positive 
test results, 75% to 80% reverted their 
test on repeat testing. For this reason, 
in those at low risk with low positive 
results, it is becoming commonly 
accepted practice to repeat a positive 
IGRA test in two to eight weeks. In 
contrast, documented conversion of 
a TST is generally accepted as a true 
positive.”

Given this, Hospital Employee Health 
asked Kemper if would be preferable to 
use TST for annual screening or possible 
exposures rather than IGRA. That ship 
has sailed, she implied, or in parlance of 
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the study authors, that plug has been 
pulled.

“Sadly, I think the TST is long 
past for employee screening,” Kemper 
tells HEH. “It’s too expensive in 
people-time to have 2,000 [HCWs] 
in a hospital get a skin test done and 
two days later have it read — not to 
mention those that never show up 
two days later. So, even more sadly, we 
will continue to spend extra money 

on labs and have people go to the lab 
for an extra blood draw [for IGRA], 
which is somehow easier, but not 
really a lower risk, and really provides 
no additional good information. In 
the meantime, the employee will be 
wondering if they really have been 
exposed to TB — and worrying.”

REFERENCES
1 . CDC . Leveling of Tuberculosis 

Incidence — United States, 2013–

2015 MMWR 2016;65(11):273–278 .

2 . Kemper C . TB Skin Testing and IGRA: 

An Ongoing Source of Confusion 

IDA . IDA Updates . Infectious Disease 

Alert, April 2016 .

3 . Collins LF, et al . Diagnosis of latent 

tuberculosis infection: Too soon to 

pull the plug on the tuberculin skin 

test . Ann Intern Med 2016;164:122-

124 .  n

Hospitals ranked sixth in industry for 
serious injuries

Breaking the ‘conspiracy of silence’ about 
problem providers

In the first year of a new reporting 
requirement, medical and surgical 

hospitals in select states reported 221 
serious injuries to the Occupational 
Safety and Health Administration 
(OSHA).

Since Jan. 1, 2015, employers have 
been required to report any severe 
work-related injury — defined as a 
hospitalization, amputation, or loss of 
an eye — within 24 hours. In addition, 
the requirement that employers report 
a workplace fatality within eight hours 
remains in force. A recently issued 
OSHA report1 on serious injuries 
includes data from the 24 states that 
report to federal OSHA, as those with 
comparable state OSHA programs were 

not included.
In the first full year of the program, 

hospitals ranked sixth in industries 
reporting severe injuries, exceeded only 
by these top five in descending order:

• foundation, structure, and building 
exterior contractors;

• building equipment contractors;
• support activities for mining;
• nonresidential building 

construction;
• postal service.
The 221 serious injury reports from 

the hospital sector resulted in 22 OSHA 
inspections. Of the total hospital injury 
reports, 205 resulted in hospitalizations 
and 13 were amputations, which OSHA 
defines as “the traumatic loss of all or 

part of a limb or other external body 
part.”

Hospital Employee Health asked 
OSHA if more specific information was 
available about the hospital injuries, but 
an agency spokesman said no additional 
details are currently available.

A major reason for the reporting 
requirement is to “better target our 
compliance assistance and enforcement 
efforts to place where workers are at 
greatest risk,” the OSHA report states.
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Consider the following scenario 
– does this healthcare worker 

sound like someone in your facility?
“A medical center’s Quality and 

Safety Department observes higher-
than-expected postoperative infection 
rates for a surgical specialty. An 
interprofessional team is charged 
to create a plan to address these 

infection rates. The team reviews 
evidence-based best practices and 
develops a plan based on input from 
all professional groups whose work 
might be affected by the changes. 
The planning team gains leaders’ 
approval and implements a resulting 
‘bundle’ of perioperative procedures 
to promote standardization and 

safety. One bundle element includes 
changing gown and gloves at key 
points during surgery. Following 
implementation, a nurse submits 
a report through the institution’s 
occurrence reporting system: ‘Dr. 
X performing [a procedure covered 
by the bundle]. At the appropriate 
point in surgery, a team member 
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reminded Dr. X, ‘it’s time to regown 
and reglove.’ Dr. X replied, ‘I don’t 
agree. It’s not necessary, and I’m not 
stopping now.’ Dr. X continued with 
the procedure.”1

What would do about such 
a healthcare worker? Vanderbilt 
University Medical Center in 
Nashville uses the Co-Worker 
Observation Reporting System 
(CORS). Healthcare team members 
are well positioned to observe 
disrespectful and unsafe conduct — 
behaviors known to undermine team 
function. CORS addresses coworkers’ 
reported concerns about problem 
employees, and researchers found that 
a small percentage of medical and 
advanced practice professionals were 
associated with a disproportionate 
number of reported coworker 
concerns.

Concerns were reported, primarily 
by nurse and physician colleagues, 
about physicians’ and advanced 
practice professionals’ disrespectful 
and unsafe conduct. The CORS 
program includes feedback to 
the worker in question by peer 
messengers that discuss the reported 
behavior.

To conclude the scenario, 
“Following receipt of the report 
about the refusal to regown and 
reglove, a messenger met with Dr. 
X within 24 hours and shared the 
reporter’s perception that a safety 
protocol was disregarded. Dr. X 
replied by saying he felt the literature 
on impacts of gown/glove changes 
was equivocal. The messenger agreed 
that the evidence for each bundle 
element may vary, but referred to the 
consensus-building process that led 
to agreement to employ them all. The 
messenger said he regarded Dr. X as 
a key contributor to the department 
and a model for others, expressed 
confidence that Dr. X would reflect 
on why the concern was reported, 

and asked him to reconsider his 
position on regowning and regloving 
in support of what the messenger 
knew was Dr. X’s commitment to his 
patients.”

Overall, the researchers found 
that 3% of the medical staff were 
associated with a pattern of CORS 
reports, but 71% of recipients of 
pattern-related interventions were not 
named in any subsequent reports in a 
one-year follow-up period. Systematic 
monitoring of documented coworker 
observations about unprofessional 
conduct and sharing that information 
with involved professionals are a 
feasible way to address work culture 
problems, they conclude.

“Our experience with the CORS 
program suggests that well-trained, 
well-supported peers and leaders will 
share concerns-related feedback,” the 
authors note. “Follow-up surveillance 
to date indicates that the majority 
of professionals self-regulate after 
receiving CORS data.”

In an accompanying editorial,2 
Richard C. Boothman, JD, executive 
director of clinical safety and chief 
risk officer at the University of 
Michigan Health System in Ann 
Arbor, wrote that systems like 
CORS could provide answers to a 
longstanding problem.

“Producing actual evidence of 
caregivers engaged in dangerous 
behavior has been largely the result 
of a lagging indicator  too reliant 
on a pattern of harm — how many 
complications does it take before 
we finally identify a caregiver whose 

clinical behavior is problematic?” he 
noted. “How much staff turnover will 
we tolerate before we acknowledge 
an individual’s abusive behavior as a 
root cause? How many injuries do we 
tally until we realize that a process or a 
colleague may be to blame?”

Caregivers engaged in dangerous 
behaviors or who work with personal 
or clinical competency challenges are 
never a secret to those with whom 
they work, Boothman continued.

“The conspiracy of silence, 
however, is real,” he wrote. “I seriously 
doubt that there exists an experienced 
healthcare professional anywhere 
who has not had concerns about the 
behavior or competence of a colleague, 
but unlocking that information has 
been notoriously problematic, even 
taboo. There are multiple reasons for 
this of course. Staff members worry 
about retribution, fears both real and 
exaggerated.”

Encouragingly, the Vanderbilt 
CORS program shows signs of success 
and may serve as model to continue to 
address this issue, he concluded.
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1. In a study of resident 

anesthesiologists with addiction 

problems, what percentage 

died of drug overdose while 

still in training or later after 

suffering a relapse?

A . 1%

B . 7%

C . 11%

D . 17%

2. Drug diversion expert Kim New, 

RN, JD, specifically warned that 

which of the following groups is 

at risk for diverting drugs?

A . Those prescribed legal 

marijuana for pain

B . Nurses returning to work from 

an injury treated with an opioid

C . Physician pain specialists

D . All of the above

3. The FDA’s recently proposed 

glove ban applies to which of 

the following?

A . Powdered surgical gloves

B . Powdered patient examination 

gloves

C . Absorbable powder for 

lubricating surgical gloves

D . All of the above

4. After two decades of steady 

decline, tuberculosis in the 

United States has leveled off 

at some 3 cases per 100,000 

people. What rate is the goal 

to achieve TB elimination in the 

U.S.?

A . 1 case per 100,000 people

B . 3 cases per 500,000

C . 2 cases per million

D . 1 case per million



Hospital Employee Health
2016 Reader Survey

In an effort to learn more about the professionals who read HEH, we are conducting this reader survey. The 
results will be used to enhance the content and format of HEH.

Instructions: Fill in the appropriate answers. Please write in answers to the open-ended questions in 
the space provided. Fax the completed questionnaire to 678-974-5419, return it in the 
enclosed postage-paid envelope, or fill out online at: https://www.surveymonkey.com/r/HEH_2016_survey. 
The deadline is July 1, 2016.

18. How would you rate your overall
satisfaction with your job?

A. very satisfied
B. somewhat satisfied
C. somewhat dissatisfied
D. very dissatisfied

In future issues of HEH, would you like to see more or
less coverage of the following topics?

1. Joint Commission requirements

A. more coverage  B. less coverage  C. about the same amount

A B C
A B C
A B C
A B C
A B C
A B C
A B C
A B C

2. OSHA requirements
3. CDC guidelines
4. Occupational exposures
5. Ergonomic issues
6. Immunization programs
7. Record-keeping compliance
8. Workers' compensation

Please rate your level of satisfaction with the following items.

11. quality of newsletter A B C D
A B C D
A B C D
A B C D
A B C D
A B C D

12. article selections
13. timeliness
14. length of newsletter
15. overall value
16. customer service

A. excellent  B. good  C. fair  D. poor

19. How would you describe your
satisfaction with your subscription to HEH?

A. very satisfied
B. somewhat satisfied
C. somewhat dissatisfied
D. very dissatisfied

17. On average, how many people
read your copy of HEH?

A. 1-3
B. 4-6
C. 7-9
D. 10-15

E. 16 or more

22. Do you plan to renew your subscription to HEH?
A. yes
B. no If no, why not?

9. Latex allergies
10. TB compliance regulations

A B C
A B C

20. What is your title?

A. employee health director/manager/coordinator
B. employee health nurse
C. occupational health director/manager
D. employee health/infection control manager

E. other

21. How large is your hospital?

A. fewer than 100 beds
B. 100-200 beds
C. 201-300 beds
D. 301-500 beds

E. more than 500 beds

https://www.surveymonkey.com/r/HEH_2016_survey


25. To what other publications or information sources about employee health do you subscribe?

26. Including HEH, which publication or information source do you find most useful, and why?

24. What is the highest degree that you hold?

A. ADN (2-year)
B. diploma (3-year)
C. bachelor's degree
D. master's degree

E. other

28. Please list the top three challenges you face in your job today.

29. What do you like most about HEH?

30. What do you like least about HEH?

31. What are the top three things you would add to HEH to make it more valuable for your money?

Contact information

27. Which website related to your position do you use most often?

A. Chief Financial Officer
B. Chief Medical Officer
C. Chief Operating Officer
D. Nursing

23. What department do you report to?
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