
FOR MORE THAN 18 YEARS

CDC says give flu shots
to workers ASAP despite
vaccine delay, shortage
Hospitals should plan priority HCW immunizations

Despite a shortage of this year’s influenza
vaccine, hospitals are being urged to stick
as closely as possible to their regular sched-

ules for immunizing health care workers.
In early summer, the Advisory Committee on

Immunization Practices sounded the first warning
about problems with production of the vaccine. In
July, the Centers for Disease Control and Prevention
(CDC) in Atlanta announced “a substantial delay in
the distribution of influenza vaccine and possibly
substantially fewer total doses of vaccine for distri-
bution than last year.”1

Nonetheless, health care workers are considered a
high-priority group for vaccination, along with peo-
ple at high risk for complications from influenza and
their close contacts.

“If there’s vaccine available, go ahead and vac-
cinate health care workers when you normally
would,” says Carolyn Buxton Bridges, MD, a med-
ical epidemiologist in the influenza branch of CDC.

CDC also advises creating a contingency plan in
the event of prolonged vaccine shortages. That
might include giving priority to health care work-
ers in intensive care, bone marrow transplant, and
oncology units, says Bridges.

“In hospital wards, it is difficult to prioritize,” she
acknowledges. “You have post-surgical patients and
any number of patients whose health status puts
them in a high-risk category. Those working with
the most immune-compromised may be the first
people if vaccine is limited.”
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The shortage emerged when growing the
A(H3N2) vaccine component proved more diffi-
cult than expected. Manufacturers also experi-
enced other delays in production.

Influenza experts had hoped to boost the rate
of immunization among high-risk groups. This
spring, ACIP lowered the recommended age for
immunization from 65 to 50 in order to capture
more people with high-risk conditions.2 Only
about 40% of people ages 50 to 64 with chronic
conditions received the vaccine in 1997.

Among health care workers, the figures are
just as bleak. Only 34% of health care workers
reported receiving the influenza vaccine in the
1997 National Health Interview Survey.3 An
optimal percentage would be at least 80%, says
Bridges.

In an average influenza season, the virus
may be linked to 20,000 to 30,000 deaths in the
United States alone, with the highest rates among
infants, the elderly, and those with high-risk med-
ical conditions. A delay in administering the
influenza vaccine wouldn’t necessarily impact
its effectiveness, says Bridges. The CDC is rec-
ommending that influenza immunization con-
tinue throughout the 2000-2001 flu season.

“Influenza season in the U.S. generally peaks
anywhere from late December to early March,”
she says. “The majority of flu activity may not
happen until the spring. It only takes one to two
weeks to give off antibody after having a flu
shot.”

The bottom line: Give the shots as early as you
can, but still administer them if the vaccine
arrives later in the fall. If you end up with extra
vaccine, find out if it’s needed elsewhere in the
community, advises Bridges. “What we really
don’t want to see is wasting of vaccine,” she says,
noting that “every year, 5% to 10% of the vaccine
ends up getting returned to the manufacturers
unused.”
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HEH to cover worker safety conference

Look for special coverage of the 2000 Frontline
Healthcare Workers Safety Conference, held in Wash-
ington, DC, Aug. 6-8, in next month’s issue of Hospital
Employee Health. The fifth annual conference will focus
attention on specific high-priority issues in the preven-
tion of bloodborne disease in health care settings.



One Year Later

CA safe needle law
sets tone for nation
Hospitals still struggle to find best sharps devices

While California hospitals are still adjusting
to the rapid switch to safer sharps devices,

the state’s needlestick prevention law is having
broad influence across the country.

One year after the California law became effec-
tive, sharps injury prevention has moved to the
top of the employee health agenda. Hospitals in

13 other states are
looking to the Calif-
ornia experience to
comply with similar
laws, while employee
health professionals

in other states are reviewing their programs in
anticipation of greater federal activity or other
state laws.

“State legislators [around the country] could
say, ‘If they can do it, we can,’” says Susan
Wilburn, RN, MPH, senior specialist for occupa-
tional safety and health at the American Nurses
Association in Washington, DC. “I do believe
there are components in the California legisla-
tion that are a model for everyone, including
OSHA [the Occupational Safety and Health
Administration].”

California’s experience offers lessons on shift-
ing to safer products. Employee health profes-
sionals advise: Gain broad input from front-line
health care workers, provide extensive training,
and take the time to do it right.

Even a year after implementation, hospitals are
struggling to find the best safety devices and to
convince employees to activate them.

“[Employee health professionals] need to go
back and re-educate after they put them in,” says
Cynthia Fine, RN, MSN, CIC, infection control
and employee health program consultant at
Catholic Healthcare West, a San Francisco-based
hospital system. “They have to be real vigilant
about that, and monitoring their use. Are the
devices being activated? If they’re not, you have
to find out why. Is it a lousy device that they
don’t like, or do they not know how to activate
it? [Compliance] certainly isn’t a simple process
of spending the money and buying the more
expensive safety device.”

The California legislation transformed the
way hospitals integrated new devices and
investigated needlesticks. In a year and a half,
the state collected information on 2,000 needle-
sticks at 300 facilities, mostly acute care hospi-
tals. A report on these findings was due out in
late summer 2000.

Meanwhile, hospitals accustomed to a slow
process of integrating safer products were forced
to meet a tight time frame. The sharps injury pre-
vention law was passed in 1998; Cal-OSHA
issued an emergency standard in December, with
final rules in January. The law became fully effec-
tive on July 1, 1999.

Some hospitals faced the frustration of carefully
selecting a device and then discovering it wasn’t
available. “In one of my facilities, the infection
control practitioner pulled the old devices out and
put the safety ones in, and a month later there
were shortages,” says Fine. “They couldn’t get the
safety devices, and they had to put the old ones
back in. It confused the staff.”

Force of law provides employee health boost

Other states, learning from the California expe-
rience, are providing longer implementation times
in their sharps safety legislation. Manufacturers
also are more prepared now for the demand for
safety devices.

Despite the pressure imposed by needlestick
safety laws, some employee health professionals
welcomed the high profile given to the issue.
“When you have the force of law, you also have
some advantages in saying, ‘This is what we
need to do,’” explains Charlene M. Gliniecki,
RN, MS, COHN-S, vice president of human
resources at El Camino Hospital in Mountain-
view, CA.

With an updated bloodborne pathogen direc-
tive from the OSHA, hospitals elsewhere are fac-
ing similar questions about safer products and
injury reports. OSHA inspectors, who usually
come in response to a complaint, are asking to
see documentation of the evaluation of safety
devices and monitoring of needlesticks, as are
surveyors from the Oakbrook Terrace, IL-based
Joint Commission on Accreditation of Health-
care Organizations. The Health Care Worker
Needlestick Prevention Act (HR 1899) is under
consideration in Congress, with more than 185
co-sponsors.

“We are very attentive to each exposure, how it
happened, what could be done to prevent it, and
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whether a safe device would have prevented it,”
says Gliniecki, who is also assistant clinical pro-
fessor at the University of California in San Fran-
cisco. “We didn’t need a law to do this. But it
moved it up on the priority list.”

Efforts prioritized by risk level

Although the California law requires the
widespread adoption of safety devices, Gliniecki
focused her efforts to gain the greatest benefit.
Her first priority was venous access to start IV
lines, which carries a high risk of blood exposure.

Initial data indicate that with new safety
devices, El Camino Hospital reduced its IV
catheter vascular access exposures by 40%. “In
a time of scarce
resources, you really
have to pick your bat-
tles,” Gliniecki says.
“We picked the IV
access battle first. We
wanted to make that a success as a way of sup-
porting [other changes].”

At the same time, many facilities saw a rise in
needlesticks after introducing safer devices. Some
of the increase could be due to increased report-
ing. But employee health professionals often cited
the learning curve as staff struggled to become
comfortable with the products.

“As a whole, [needlesticks] have gone down,
but during the time when people are using new
devices they’re not familiar with, I’ve had people
call me and say we’ve had more needlesticks this
quarter,” says Fine. “[Health care workers] may
have had inservice training and then not been
able to get adequate supplies, so there’s been a
lag time between the inservice and actual use of
the device.”

The data collection sometimes points out less
obvious reasons for a sudden jump in needlesticks.
“There are all sorts of factors that contribute to
needlestick injuries,” says Wilburn. “Without the
data, you can’t evaluate your situation.”

At a needlestick safety workshop sponsored by
the ANA, one nurse told Wilburn that the needle-
stick log showed an increase in three departments
related to obstetrics.

“They had an architectural redesign of their
postpartum care delivery to make it more hotel-
like,” says Wilburn. That included a recessed
space in the wall for the sharps container to make
it less noticeable. “One of the things they didn’t
pay any attention to was how much clearance

you need to give around that particular sharps
container to safely put a sharp in it.

“The nurses were getting stuck because it was
almost a blind alley,” she says. “You couldn’t put
your hand directly above it to drop it in.”

The hospital is now adjusting that space, she
says.

As a result of the law, California health care
workers have a heightened awareness about
the seriousness of needlestick injuries. In fact,
hospitals have faced a rash of complaints that
prompted inspections to ensure compliance
with the mandates.

Even so, one of the greatest obstacles to
the implementation of safety devices has been
resistance to change among employees and
physicians.

Fine received 700 responses to a questionnaire
distributed at 47 hospitals in the Catholic Health-
care West system. Although she had hoped for an
even greater response, Fine says, “I think I got a
good feel for how the employees are experiencing
this change.”

The survey listed the devices and asked staff
to circle their response: “I feel safer/I don’t feel
safer” and “Effective for patient care/Interferes
with patient care.”

Employees also had space to write comments
or to suggest a different safety device. The same
device often drew strongly different opinions,
with some employees saying they hated it and
others lauding it.

30% of employees prefer old devices

In some cases, 70% of employees said they feel
safer with the new device. But Fine is concerned
about the other 30%. “They’re saying they want
the old ones back, they felt safer,” she says.
“They’re real resistant to the change. Where do
you set the level in terms of what’s adequate for
employees’ [acceptance] using the devices?”

Fine is now in the process of conducting pilot
studies of new devices that could be substituted
for some adopted in the past year. Despite prob-
lems with implementation, Fine says the process
has been positive overall.

“There were some devices people were using
that they were very favorable about,” she says.
“I think for the most part — though people were
frustrated [with the change] — they appreciated
the effort we were making.”

Convincing physicians to use the new devices
presents a different type of challenge.
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“They’re not employees,” notes Gliniecki.
“Even though we’re responsible for their work
that may impact the health and safety of our staff,
we’re not always able to get their buy-in.”

For example, anesthesiologists and interven-
tional radiologists were given the safer devices to
start IVs. But in some cases, they argued, the new
devices weren’t as safe for patients.

The law allows exceptions if the safety device
would impact patient care, and the hospital is
trying to be flexible. But Gliniecki is slowly
working on adapting the physicians to the new
technology.

“We pick the middle ground we can accept
and work with them,” she says. “We say we’re
going to re-evaluate [products] in six months. I
think as they have experience with this, they’ll
be fine.” ■

CA hospital sees 100% rise
in reporting with new log
Needlestick info helps focus prevention efforts

Armed with a mandate to collect detailed
information on each needlestick, California

hospitals are gathering unprecedented informa-
tion on these injuries. For Santa Clara Valley
Medical Center in San Jose, CA, that has meant
an increase of more than 100% in reported sharps
injuries — and a new way to evaluate injury
prevention.

“If you have a device that’s supposed to be a
safety device and you see an increase in injuries
among workers using it, it may be that the device
is not as good as it was intended to be,” says
Donna Haiduven, RN, PhD, CIC, infection con-
trol supervisor at the medical center. “It’s a two-
way monitor, both for your [work] practice and
for the new devices you bring in.”

Haiduven and her colleagues revised the
employee injury log three times to make sure it
complied with state law. (See sample log on p.
102.) It is used in conjunction with the Supervi-
sor’s Report of Injury, enabling information to be
collected from both employees and supervisors.

In addition to obtaining basic facts such as
when and where the injury occurred, California
hospitals are required to note the brand name of
the device. They also record whether the device

had engineered sharps injury protection and
whether the safety mechanism was activated
or was in the process of activation.

Yet capturing that information isn’t always
a simple process. A review of employee injury

logs at Santa Clara
Valley Medical Cen-
ter showed that 93%
lacked the brand
identification.

“Many times, the
employee doesn’t know the brand name of the
device they used,” explains Kathleen Scott, NP,
MS, COHN, employee health nurse practitioner.
“To help the employee, we have a board that has
the different devices so the employee can point
to the device they were using.”

Santa Clara Valley is also trying to standardize
devices as much as possible, so the brand identi-
fication will be clear just from the type of the
device used, says Sue Chen, RN, MPH, CIC,
infection control nurse.

Make reporting as easy as possible

Failure to report needlesticks is a problem
nationwide. According to some estimates, only
about half of all needlesticks are reported.

“It’s important to make reporting as simple
and accessible as possible,” says Scott. “We
attempt to do this by having ‘blood exposure
packets’ of the standardized forms and protocols
available on all the hospital units.”

For example, the hospital previously captured
needlesticks on the supervisor’s Report of Injury
form, which is completed by a supervisor. Because
physicians aren’t employees, they often didn’t fill
out those forms. With the standard employee
injury log, physician reporting increased by more
than 400%. The supervisor’s Report of Injury form
is included in the packet that health care workers
receive either in the employee health department
or the emergency department when a needlestick
occurs. Employee health personnel follow up with
the injured worker, interviewing him or her and
filling out the employee injury log.

Because of the new law, employee health pro-
fessionals now ask employees how they think the
needlestick could have been prevented and why
they think the injury occurred. Although 91% of
employee injury log forms lacked employee opin-
ions about prevention, the questions provide a
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valuable opportunity for opening discussion
about needlesticks, says Chen.

“One of the things the law does mandate is
[that] we ask the employee their opinion,” says
Chen. “That’s empowering to the employee. Most
of them want to be listened to.”

Look beyond data for cause of injury

So far, the employee injury log has highlighted
some areas of possible concern. For example, one
device was implicated in 13 needlesticks, and
one particular type of syringe was identified six
times.

However, the numbers alone are not enough
to tell whether the device needs to be replaced.
Haiduven and her colleagues are examining other
issues, such as education and training. They also
consider whether the safety mechanism was acti-
vated or if the needlestick occurred while it was
being activated.

“[The number of needlesticks] could be a red
flag, but at this point we still need more informa-
tion,” says Chen.

While gathering complete information is always
a challenge, employees increasingly understand
the importance of reporting, says Scott.

“The process has been very positive,” Chen
says. “It gives us data that we haven’t had
before, so we can be more effective with our
interventions.” ■

Come one, come all to
learn about safer sharps
Hospital creates carnival to attract attention

With a clown, a juggler, and sharps safety
booths, St. Luke’s Hospital in San Francisco

may have found the most novel way to introduce
new devices to health care workers: a sharps
safety carnival.

After months of evaluating and selecting
new devices through teams, St. Luke’s faced
the daunting task of teaching staff how to use
the devices.

The carnival was designed as an introduction
to six new devices and a way to entice health care
workers to attend demonstrations. Represent-
atives from manufacturers set up booths for each

new device, and one booth focused on safe sharps
practices. (Reps also had been working with staff
on each unit in more traditional training.)

The event, held in the hospital’s cafeteria,
boasted a carnival atmosphere, with popcorn,
pretzels, ice cream, balloons, and other carnival
treats. “We had a professional clown, a magi-
cian, a juggler, and a mime, who circulated

through the place,”
recalls Roz Potter,
RN, CIC, infection
control coordinator
at St. Luke’s, who
organized the carni-

val. She now holds that post at Veterans
Administration Hospital-San Francisco.

“Each person got a card when they came in,”
she says. “They had to get the card stamped by at
least two booths to show they had the devices
demonstrated before they got food. That’s how
we made sure people were trained on the devices
and not just running in, getting food, and run-
ning out.”

Paychecks distributed at carnival

The carnival was scheduled on payday, and
the paychecks were distributed at the rear of the
room. That encouraged many health care work-
ers who weren’t on duty during the two and a
half hours to participate.

The carnival was just a part of the hospital’s
overall plan to transition to safer sharps devices.

“We introduced one new device at a time,”
says Potter. “We did the education for it. Then
we wiped all the old stock out over a weekend,
put the new stock in, and had resource people
available to teach those who didn’t get in on any
of the training.”

Potter, who has a background in advertising
and special events coordination, also tried to cap-
ture the attention of staff with bright posters. One
read: “What’s the larger crime? Not providing
sharps with safety devices, or not using the safety
device provided? Assembly Bill 1208 . . . It’s the
law!”

Another poster used red ink in a syringe to
mark the level of blood and body fluid exposures
for that quarter. One noted, “three out of seven
sharps injuries occurred because the original user
did not dispose of the sharp immediately. Don’t
become a statistic. Dispose of sharps immediately
after use.”

Yet despite the attention-getting efforts, St.
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Luke’s had a problem encountered by other
hospitals that implemented safer devices in the
wake of the California sharps injury prevention
law. In the months after new devices came into
use, needlestick injuries actually rose. Staff who
monitored sharps containers observed that the
devices often weren’t activated.

Maryann Cutone, RN-C, MEd, director of edu-
cation at St. Luke’s, says the hospital has since
conducted an extensive, unit-by-unit training
program. While the carnival demonstrations pro-
vided an introduction to the devices, that format
isn’t effective as a stand-alone educational strat-
egy, she says.

Potter notes that many of the new devices are
awkward to use. The problem was compounded
because many new devices were introduced into
the market quickly to meet the July 1 deadline of
the law.

States that provide a longer phase-in period for
implementation of new devices may see better
results, she says. “It is an absolutely enormous
undertaking,” Potter states. ■

Assessing risks can target
reproductive hazards
Employee questionnaire asks sensitive questions

Monitoring the hospital environment for
reproductive hazards such as radiation

and waste anesthetic gases may not be enough to
ensure employee safety. By categorizing employ-
ees by risk level, employee health professionals
can target educational interventions and conduct
medical surveillance, says Larry Lindesmith,
MD, FACOEM, FCCP, medical director of em-
ployee health and safety at Gundersen Lutheran
Medical Center in La Crosse, WI.

Lindesmith, who is drafting guidelines for the
medical center occupational health section of the
American College of Occupational and Environ-
mental Medicine in Arlington Heights, IL, has
developed a risk assessment model and medical
monitoring questionnaire to help manage repro-
ductive hazards.

Employees at high risk will be offered special
educational programs and reminders that they
can use extra protective equipment or request a

temporary reassignment. Medical monitoring
will enable Gundersen Lutheran, a community
teaching hospital, to track any trends in miscar-
riages or birth defects.

“In looking at [our policies], we were aware
that there is no good guidance as to what should
constitute even an assessment for reproductive
health hazards,” says Lindesmith. “While there
are various texts and guidelines, there is nothing
that has helped direct an individual health care
worker or institution, other than to say they
should check into their reproductive health and
try to protect them. We’re trying to make things
a little more specific and provide some more spe-
cific guidance.”

Risk identification provides framework

Identifying employees at greatest risk helps
clarify the hazards and gives employee health
professionals a framework for responding, says
Lindesmith, who is revising the reproductive
health hazard reduction policy at Gundersen
Lutheran with colleagues Johanna Hargreaves-
Kwong, RN, MSN, and Mary V. Lowell, RN,
MSN, COHN-S.

Employees who have undergone a vasec-
tomy or tubal ligation have no reproductive
risk, regardless of exposure. Employees who
are pregnant, trying to become pregnant, or who
do not always use birth control are at high risk.
Those who use birth control consistently are at
low risk. The risk is also associated with the pos-
sibility of exposure to the hazards.

“You can start at the top category and work
down as you have time and capabilities,” he says.
“The high-risk groups are the ones definitely
exposed to known evidentiary agents that are
known to cause reproductive problems and who
are pregnant or attempting to get pregnant.”

To assess risk, Lindesmith will ask employees
in high-risk areas to fill out a reproductive health
questionnaire. If employees move in or out of a
high-risk job or if their reproductive health status
changes, Lindesmith has asked them to notify the
employee health department.

What safeguards should you provide for high-
risk employees? Ultimately, it is up to individual
employees to decide how they will respond to
reproductive risks.

Lindesmith notes that the U.S. Supreme Court
has ruled that workers can’t be required to
change job duties because they are pregnant or
trying to become pregnant. They simply must be
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informed of hazards and given options. Instead,
Lindesmith focuses on hazard elimination and
reduction, safe work practices, monitoring expo-
sure levels, medical surveillance, and employee
education. For example, Lindesmith makes sure
periodic monitoring occurs to detect waste anes-
thetic gas wherever an anesthesia machine is
in use. Daily checks of the scavengers are con-
ducted to prevent gas from escaping into the
work environment.

Knowing who is at high risk — such as employ-
ees who are pregnant or trying to become pregnant
— helps Lindesmith develop focused educational
sessions. For example, a group class on protecting
against radiation hazards might offer a question-
and-answer period for employees and emphasize
taking extra precautions.

“We may counsel someone in the radiation
area to be sure they’re watching out for stray
radiation from the floor from below,” he says.
“You have to be sure they’re wearing the longer
protective lead aprons.”

Lindesmith documents badging efforts and
results, training and education sessions and
materials, the use of surveillance and follow-up
of any identified concerns, and the offering of
personal protective equipment and of engineer-
ing and administrative control efforts.

Hospital to track miscarriages

As delicate as it is to ask people about whether
they are trying to conceive and whether they reg-
ularly use birth control, the most unique aspect
of Lindesmith’s reproductive health plan may
be the medical monitoring. He wants to know
whether hazards may create an increased likeli-
hood of poor reproductive outcomes.

While any individual miscarriage or birth
defect could be tied to factors completely unre-
lated to work environment, Lindesmith will be
looking for any trends or significant variation
from expected rates.

Lindesmith acknowledges that such surveil-
lance is rare, outside of research institutions.
“In the literature, I haven’t found much in the
way of good data that measures outcomes show-
ing that the safety measures we’re using around
the country actually work,” he says. “This is
designed to try to allow some data collection
in regular patient care institutions as opposed
to research institutions.”

On an annual basis, perhaps at the same time
as tuberculosis testing, employees in high-risk

areas will respond to questionnaires, providing
information on any miscarriages or birth defects.
Information will be collected from men about
their wives or partners, as well as from women.
Over time, Lindesmith hopes to compare such
data to national norms.

“This is not going to give us day-to-day infor-
mation, but it will allow us to monitor what’s
happening at our institution on a long-term
basis,” he says.

Lindesmith doesn’t yet know whether employ-
ees will agree to complete the questionnaires,
which are voluntary and confidential. He notes
that employees in high-risk areas such as the
post-anesthesia recovery unit are aware of the
hazards and open about the issues involved. The
questionnaires will be kept separate from regular
medical records.

“Our feeling is that most [employees] will not
feel threatened by this,” he says.

[Editor’s note: Information for employees about
reproductive health hazards is available from the
National Institute of Occupational Safety and Health
in these publications: “The Effects of Workplace
Hazards on Female Reproductive Health” (DHHS/
NIOSH Pub. No. 99-104) and “The Effects of
Workplace Hazards on Male Reproductive Health”
(DHHS/NIOSH Pub. No. 96-132). Telephone: (800)
35-NIOSH. On-line: www.cdc.gov/niosh/99-104pd.
html and www.cdc.gov/niosh/malrepro.html.] ■

False-positive TB tests:
Is the reagent at fault?
Improper reading of skin tests also a problem

False-positive reactions to a tuberculosis skin
testing reagent are causing a stir among

employee health departments.
In one month after switching from Aplisol

(Parkdale Pharmaceuticals, Rochester, MN) to
Tubersol (Pasteur Merieux Connaught USA,
Swiftwater, PA), 11 health care workers at the
Grady Health System in Atlanta had a new
tuberculin skin test (TST) conversion. Chest
radiographs showed no evidence of tuberculo-
sis, and retesting with the Tubersol purified
protein derivative (PPD) came out negative.1
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Employee health and infection control profes-
sionals concluded that the false positives were
the result of the switch.

In a letter to the Journal of the American Medical
Association, Henry Blumberg, MD, an infectious
disease specialist at Grady and the Emory Uni-
versity School of Medicine, and colleagues dis-
puted a recent published study concluding that
Aplisol and Tubersol are equivalent.2

“Our experience demonstrates the need for a
better and more reliable test for detection of
tuberculosis infection and suggests that when a
TST is used among a low-risk population . . . the
majority of positive results actually may be false-
positives,” the letter stated.

Study called them ‘equivalent’

Questions about false positives with Aplisol
have lingered for years. Employee health pro-
fessionals have reported itching and redness
associated with the reagent. But does Aplisol
produce an induration that is significantly
larger than what Tubersol would produce in
the same person?

According to a comparative study conducted
by Margaret Villarino, MD, MPH, at the Centers
for Disease Control and Prevention, and col-
leagues at CDC and state health departments,
there were no significant differences between
the reaction sizes of the two reagents when used
in low-risk populations.3

Some tuberculosis experts assert that “false
positives” actually stem from improper reading
of the skin test reactions, and not from a problem
with the reagent.

In one study, pediatricians, pediatric academi-
cians, and nurses were asked to read the Man-
toux tuberculin reaction of a known tuberculin
converter. Only 7% read it correctly.3

“People don’t know how to read them very
well at all,” says Lee B. Reichman, MD, MPH,
executive director of the National Tuberculosis
Center at the University of Medicine and
Dentistry of New Jersey in Newark. “It’s very
disappointing. If people are properly and appro-
priately trained and experienced, then you get
better readings.”

The National Tuberculosis center provides
training to hospitals and health departments
across the country.

Edward Nardell, MD, tuberculosis control offi-
cer at the Massachusetts Department of Public
Health and associate professor of medicine at

Harvard Medical School in Boston, agrees that
the skill level of people reading the skin tests may
have made a difference in the Villarino study. But
he notes that employee health departments must
conduct the tests in a time-pressured, real-world
environment — not in a controlled study.

“I think you can train a research nurse or
physician to tell the difference between a soft
induration you get with Aplisol and the harder
induration you get with Tubersol, and to ignore
the erythema [redness]. You seem to get a lot
more [redness] with Aplisol,” says Nardell, who
also practices at Cambridge Hospital.

“I personally have seen an intern who was
told by employee health that she had a positive
PPD, having previously tested negative,” he
says.

“I looked at it and it was pretty impress-ive,
with a lot of redness and some soft induration. I
had her retested with Tubersol and there was no
reaction at all. I think the majority of occupa-
tional health nurses and physicians would call
that positive, Nardell adds.

Massachusetts switches back to Tubersol

The Massachusetts Department of Health,
which provides tuberculin statewide, is switching
back to Tubersol, despite the increased cost of
that reagent. That change includes the employee
health department at Cambridge Hospital.

“We’re in a low-prevalence situation in most of
the country for tuberculosis,” says Nardell. “The
last thing in the world you want is an overly sen-
sitive test.”

Reichman suggests that employee health
departments using Aplisol focus on proper read-
ing of skin tests. “They should chose an antigen
— don’t change the antigen — and make sure it’s
read properly,” he says. “You can’t compare peo-
ple unless the antigen stays the same.”
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Early signs of latex allergy
often are easy to miss
Skin irritation often precedes other symptoms

Itchy bumps on the hands, a constant runny
nose, tightness in the chest. These early signs of

latex allergy may often be missed by employee
health professionals, according to a survey of
hospitals in the state of Washington.

While early signs of latex allergy can be subtle,
their detection is a critical part of a latex manage-
ment program, employee health experts say.

“If we can identify individuals who have the
signs early, we can hopefully develop interven-
tions for those individuals or have them get
out of the exposure scenarios,” says Martin A.
Cohen, ScD, CIH, industrial hygiene research
manager of the Safety and Health Assessment
and Research for Prevention (SHARP) program
at the Washington State Department of Labor
and Industries in Olympia.

In a survey of employee health nurses and
infection control practitioners at 95 Washington
hospitals, about 25% of respondents did not asso-
ciate rhinitis (runny nose), conjunctivitis (red
eyes), or asthma with possible reactions to latex
exposure.1

“They were reasonably well-educated, but the
more subtle issues weren’t as well understood,”
says Cohen.

Excessive hand washing can spark reactions

In fact, cases of itchy, red, and scaly hands are
often due to excessive hand washing, and Type IV
allergic contact dermatitis is likely triggered by a
reaction to chemicals used in glove processing.2

“When an employee health nurse is looking at
these people [with dermatologic symptoms], they
need to follow a protocol to determine if they have
a latex problem,” says Deborah R. Roy, MPH, RN,
COHN-S, CET, CSP, president of SafeTech Consul-
tants in South Portland, ME. “The vast majority of
dermatitis problems are not latex allergy. They’re
just irritant situations. You’ve got to weed out
which is which.” (See Latex Allergy Protocol for
Occupational Health Nurses, inserted in this
issue.)

Early detection of latex allergy actually should
begin before an employee exhibits any symptoms
at all, advises Roy. A simple questionnaire can

determine if employees are at high risk for latex
allergy.

Risk factors for latex allergy include: multiple
surgeries before age 18, frequent bladder catheter-
ization, multiple allergies, asthma or frequent
urticaria (hives) or rhinitis, and certain food aller-
gies (including avocado, banana, kiwi, chestnut,
and tomato).

“If they are at high risk based on the question-
naire and they’re in a job, as in the OR, where
they’ve got daily long-term contact with gloves,
they may need to switch to another [non-latex]
product,” says Roy. “The proactive approach
eliminates a lot of problems.”

In the most severe cases, Type I latex allergies
can trigger anaphylaxis. But Roy notes, “most
people are going to have dermatologic symptoms
as the early symptoms.”
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The redness may look similar to irritant der-
matitis, which is not caused by allergy. But the
allergic reaction involves vesical formation, says
Roy. “It’s more than a rash,” she says. “It’s raised
areas that are broken.”

To identify these cases, Roy recommends a pro-
tocol that includes frequent re-checking to deter-
mine whether symptoms are resolving.

An employee with glove-related symptoms
and risk factors for latex allergy should immedi-
ately switch to non-latex gloves, advises Roy.
Employees without risk factors should use low-
protein, powder-free gloves. The corn starch
powder can be a nutrient source for bacteria-
macerated hands, she says.

Those employees should use nonpetroleum
hand cream five to 10 times a day and should
consider using cloth glove liners to absorb mois-
ture, Roy says. If employees comply with these
recommendations and symptoms still don’t
resolve within nine days, they should switch to
nonlatex gloves, says Roy.

Ultimately, unresolved cases of skin irritation
should be referred to an allergist, she says.

Hospitals responding to latex risk

Meanwhile, hospitals are increasingly taking
measures to reduce latex exposure among all
patient care employees, Cohen says. When he
conducted the survey about latex programs in
1996, most hospitals responded to latex allergy by
changing glove type just for affected employees.

But in an update of that survey, which is not
yet complete, Cohen says he is finding much
more activity and awareness surrounding latex
allergy. That includes hospitals that switch to
low-protein, powder-free gloves, nonlatex exam
gloves, or nonlatex gloves hospitalwide.

“Preventing exposure is the first line of
defense,” says Cohen. “Regardless of whether
people have allergies in the hospitals, they
should probably try to reduce exposures so new
cases aren’t developed.”
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CE objectives

After reading each issue of Hospital Employee Health,
the nurse will be able to do the following:

• identify particular clinical, administrative, or regu-
latory issues related to the care of hospital employees;

• describe how those issues affect health care work-
ers, hospitals, or the health care industry in general;

• cite practical solutions to problems associated with
the issue, based on overall expert guidelines from the
Centers for Disease Control and Prevention, the National
Institute for Occupational Safety and Health, the U.S.
Occupational Safety and Health Administration, or other
authorities, or based on independent recommendations
from clinicians at individual institutions. ■
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