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Don’t be complacent: It could put 
your hospital at risk for TB outbreaks
Missed diagnosis, outdated PPDs lead to chaos

As tuberculosis rates decline nationwide, employee health profession-
als are facing a new challenge of complacency. Low-risk hospitals
are vulnerable for sudden outbreaks and should make sure they

remain prepared for the occasional case of TB, tuberculosis experts say.
“The lack of experience means that there’s probably more of a chance

that the diagnosis of tuberculosis could be missed at first,” says John
Jereb, MD, medical epidemiologist in the field services branch of the
Division of Tuberculosis Elimination at the Centers for Disease Control
and Prevention (CDC) in Atlanta. “The sicker the patient gets, the more
contagious the patient gets. There’s a compounding of bad events when
the diagnosis is delayed.”

That describes a recent scenario at The Ottawa Hospital, in which a
tuberculosis patient exposed numerous other patients and health care
workers before he was diagnosed properly. TB rarely is seen at the hos-
pital; the incidence of TB in the Ottawa region is five cases per 100,000
population.

The patient, who had previously lived in Venezuela, first went to a
walk-in clinic, where the doctor gave him a referral to a specialist. The
day before his appointment, he developed bloody sputum and spent two
hours in the emergency department (ED). He was discharged — still
without a diagnosis of TB. Health care workers in the ED did not use res-
pirators or take any precautions. The next day, a respiratory specialist
diagnosed TB and began treatment.

About six weeks later, the patient suffered a heart attack. He still had
active TB infection, but he was mistakenly put into a positive-pressure
room in the coronary care unit. He needed an urgent cardiac catheteriza-
tion, but there were no N95 respirators in that unit. Health care workers
used procedures masks, instead, although those do not prevent the trans-
mission of TB.
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“Remarkably, we had very little known trans-
mission as a result of all these things,” says Eileen
Bailey, RN, CIC, infection control practitioner, who
presented her lessons learned at a recent confer-
ence of the Association of Professionals in Infection
Control and Epidemiology. Two health care work-
ers had positive skin tests, but because their screen-
ing had not been conducted annually, the hospital
can’t be sure that the infection occurred from this
case.

The incident led to a review of the hospital’s
TB precautions and inservice training on the
symptoms of TB and protective measures. All the
designated negative-pressure rooms have been
checked, in light of recent renovations, to see if
they still function. 

Employee health is attempting to improve com-
pliance with annual skin testing. “Education is so
important,” Bailey says, “so people understand

the reason for having their PPD [purified protein
derivative tests] done annually.”

Ottawa Hospital is not alone. Undiagnosed TB
has led to transmission in other areas, such as the
66 cases of latent TB infection uncovered at a food-
processing plant in Maine, which has a statewide
incidence of TB of 1.9 cases per 100,000. Usually,
there are about 24 TB cases a year statewide in
Maine.1

“The diagnosis is missed everywhere in the
world,” Jereb says. “Even in countries where
tuberculosis is very common, the diagnosis is
missed. It’s not an easy thing to diagnose.”

But there are steps hospitals can take to main-
tain their vigilance and protect employees. Here
are some recommendations from Jereb and his
colleagues at the CDC:
• Use a two-step process for baseline testing.

One inherent problem with the TB skin test
involves false positives. The issue becomes even
more pronounced when it’s used in an area of
very low incidence of TB. (The CDC defines very
low risk as a facility that hasn’t treated a TB
patient in an outpatient area in the past year and
would transfer any TB patients to other facilities
for inpatient care. Hospitals that see five or fewer
TB patients a year are considered low risk.)

“Once a condition becomes very rare, if you
find a positive, then your result is more likely to
be a false positive than a true positive,” Jereb
says. “It sets up a scenario in which we’re going
to be very suspicious that positive results may be
false positives.”

The two-step TB test involves administering the
skin test twice within a one week to three week
period. That allows employee health professionals
to identify employees who have a “boosting” effect
from the skin test — in other words, the initial test
sensitizes their immune system, leading to a posi-
tive result on subsequent tests.

“You have a useful bit of information that my
tuberculin skin test is reactive because of boost-
ing,” Jereb explains. “You don’t have any way to
test me or screen me for latent TB infection from
now on out.”

By detecting employees with this “boosting”
effect, you may be ensuring that they don’t
receive unnecessary treatment for latent TB infec-
tion after future tests turn out positive.
• Consider other causes of false positive skin

tests.
“For employees who have good baseline testing

with two steps, if they have a positive later on, you
know it’s not a boosting response. But you still
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can’t be sure it’s not a false positive. It’s just not a
perfect test,” Jereb says. “If we get calls about posi-
tive tests from a facility that never sees TB patients,
our first guess is that they are false positive results
— just based on the law of averages. The more pos-
itive results you find — the more of a pattern you
find in the positive results — the greater the suspi-
cion that it might be transmission,” he says.

Latex allergy from residue from a vial stopper
might lead to a react, although Jereb notes there
aren’t any scientific data to support this. Also, the
mycobacterium genus contains dozens of species.
All of them may be able to make someone sensi-
tive to the skin test.

Anyone who has received the bacille Calmette-
Guerin (BCG) vaccine, which is common in many
countries, is more likely to have a positive skin
test result. And some foreign workers from coun-
tries with endemic TB, such as nurses hired from
the Philippines, are likely to have been exposed
to TB and may actually have latent TB infection.
That’s true even if they had BCG because the 
vaccine is notoriously ineffective in preventing
tuberculosis.

Experts in the local or state health department
may help determine whether a skin test is reac-
tion is likely to be a true positive.
• Don’t rely on annual chest X-rays.

“Annual chest X-rays should not be done on
individuals with a positive skin test result,” Jereb
says. “The only reason to get a chest X-ray is if
they have symptoms of tuberculosis.”

Jereb cites a 1983 joint bulletin from the Food
and Drug Administration and the World Health
Organization for this long-standing advice.2

“The first time the skin test is discovered to be
positive, the initial chest X-ray establishes a base-
line and determines whether there could be some
early tuberculosis at that moment,” he says. 

“There’s a world of literature that shows it
doesn’t do a bit of good to get these chest X-rays
annually. People don’t get tuberculosis on an
annual schedule,” Jereb says.
• Update your tuberculosis control plan.

The greatest challenge to TB control is the
sense that TB isn’t likely to ever appear in your
community or hospital. 

Even if you’re in a rural community, individ-
uals with TB may pass through for various 
reasons. They could be migrant farm workers,
foreign students, or travelers on the nearest
interstate. The first and more important control
involves “keeping a high degree of suspicion at
first contact,” Jereb says.

Make sure you maintain your engineering con-
trols — negative-pressure rooms that are available
and have been checked periodically. Employees
who are most likely to have contact with TB
patients should receive training and fit-testing
with N95 respirators.

The current CDC guidelines, released in 1994,3

advise hospitals to conduct a risk assessment and
determine their needs for a PPD testing schedule
and for maintenance of engineering controls. 

Those guidelines now are under revision. The
Occupational Safety and Health Administration
(OSHA) rules on those issues may be delayed
indefinitely. This fall, speculation rose that OSHA
was preparing to halt action on its proposed TB
standard, essentially killing it.

As you develop your facility’s TB control plan,
bring in a variety of participants, including risk
managers, union officials, and physicians, Jereb
advises. Consider the particular population pat-
terns of your community and the likelihood that
TB patients may pass through the community.

Mostly importantly, Jereb says, you should
consult your local health department for assis-
tance — not just when you have a problem, but
when you conduct your planning and review.

While federal agencies may be in flux regard-
ing TB guidance, your state may have its own
laws and regulations on skin testing and other
worker protections.

“It’s very, very important that [employee
health professionals] understand the influence
and importance of their state health depart-
ments,” he says. “They all have someone experi-
enced in TB. They understand the laws; they
know the policies; and they know how to get
you help at the local level.

“When you want someone to back you up and
to be there as your ally, that’s your health depart-
ment,” he says.
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OSHA to begin enforcing
without ergo standard
Inspectors trained in general duty clause actions

The U.S. Occupational Safety and Health
Administration (OSHA) is ready to begin cit-

ing employers that fail to identify and reduce
ergonomic hazards, OSHA administrator John L.
Henshaw tells Hospital Employee Health.

This summer, OSHA inspectors received train-
ing on general-duty enforcement, including how 
to conduct investigations and develop documenta-
tion. The “general duty” clause of the Occupational
Safety and Health Act requires employers to keep
the workplace free of serious hazards.

Yet tough talk from the head of OSHA isn’t
convincing to critics, who say an ergonomics reg-
ulation is still necessary. There have been no
ergonomics citations issued since the agency
announced its “comprehensive approach” last
spring.

“This is smoke and mirrors,” explains Bill
Borwegen, MPH, occupational health and safety
director of the Service Employees International
Union (SEIU).

Henshaw promised action as OSHA geared up
its National Emphasis Program, which is target-
ing nursing homes with the highest injury rates.

The agency will issue the final guideline for
patient handling in nursing homes by the end of
the year, Henshaw says. 

Although the draft guideline does not specifi-
cally address the hospital environment, many of
the recommendations are applicable. And OSHA
still expects action from employers on ergonomics,
he adds.

“In my mind, employers who have total dis-
regard for identifying risk and controlling risk
and allowing individuals to get hurt . . . are the
ones we need to focus our efforts on,” Henshaw
explains. “Those are the ones that would be
candidates for 5A1 [enforcement].”

He notes that the guidelines are voluntary and
employers won’t be required to follow any spe-
cific recommendations. “All we’re asking is that
they have some [way to] identify hazards and
reduce them,” he says.

OSHA has been buoyed by its success in the
Beverly case, in which the agency cited a nursing
home chain, Beverly Enterprises of Fort Smith,
AK, for ergonomics hazards under the general

duty clause. The case was settled last year, about
10 years after the citations were issued. (For more
information about the case, see HEH, May 2002,
p. 51.)

“We had significant input from our solicitors
who have seen the successes and failures in
bringing forth 5A1 cases,” Henshaw says of the
agency’s new enforcement strategy. “Now having
this kind of procedure developed, we will be
more successful in bringing 5A1 cases forward
and prosecuting those who have disregarded
their obligations under the law.”

OSHA created a “comprehensive approach” to
ergonomics as an alternative to a regulatory stan-
dard, which was overturned by Congress in 2001.
The plan includes industry-specific voluntary
guidelines and emphasizes consultation. While
political pressure remains for an enforceable stan-
dard, Henshaw insists that’s not necessary.

“We don’t need legislation to force us into any-
thing,” he says, referring to a bill introduced in
the U.S. Senate to mandate an ergonomics rule. 

“I firmly believe the process we’re undertaking
now is going to be much more effective than any
other process,” he says. “We can accomplish much
more in a shorter time frame and achieve more
lasting results — reducing ergonomic injuries and
[putting] less burden on what I would call a pretty
fragile economy.”

What does OSHA expect from hospitals? Some
guidance can be found in OSHA’s draft ergo-
nomics guideline for nursing homes. (Go to
http://www.osha.gov/ergonomics/guidelines/
nursinghome/index.html.) 

The document, which contains information
from the safe patient-handling manual issued 
by the Veterans Health Administration (VHA),
includes algorithms and a resource guide that
explains different types of ergonomic equipment.
(For more information on the VHA guide, see
HEH, May 2002, p. 49.)

Borwegen criticized the guidelines as too
vague. “They don’t provide a useful recipe for
employers,” he says. “It’s not a how-to guide.
When you get into control strategies, they
become very vague.”

For example, OSHA does not address how to
determine the proper number of lifts to serve a
patient population.

OSHA broadly emphasizes the importance of
management commitment, assessment of tasks and
work sites, and control methods to reduce risk. The
draft guidelines include a training matrix, indicat-
ing which employees need inservice programs and
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what topics should be included.
Yet there’s one type of training that OSHA

does not recommend: Employers can’t resolve
ergonomics hazards simply by teaching better
body mechanics. “OSHA recommends that man-
ual lifting of residents should be minimized in all
cases and eliminated when possible,” the guide-
lines state. “Minimizing and, where possible,
eliminating resident lifting is the primary goal of

the ergonomics process in the nursing home set-
ting and of these guidelines.”

Since patient-handling is very similar in the
hospital setting, the same concept applies to
them, says Guy Fragala, PhD, PE, CSP, director of
environmental health and safety at the University
of Massachusetts Medical Center in Worcester. 

Tasks have to be redesigned, with the use of
ergonomic equipment. “Management needs to
understand that and accept that. That’s an impor-
tant statement,” he says.

The myth that good body mechanics can prevent
injury is widespread. “One of the problems is that
the health care professionals, including nurses,
have been taught that if you lift safely, you won’t
get hurt,” says Arun Garg, PhD, CPE, professor
and chair of the industrial and manufacturing engi-
neering department at the University of Wisconsin-
Milwaukee. “There’s no such thing. You’ve got
200-pound and 300-pound patients. You just can’t
lift them safely. That’s where we need a change in
attitude.

“In that regard, I think the manufacturing
industry has done a better job,” says Garg, who is
also an ergonomics consultant. “Now you don’t
go into a plant and see people lifting 200-, 300-
pound objects. But in the health care environ-
ment, we continue to see that.”

In fact, hospitals have some advantages when
it comes to reducing ergonomic injuries, Fragala
says. 

They can purchase beds that have built-in fea-
tures to assist in repositioning or transfer. In
reviewing data from seven hospitals, Fragala
found that repositioning patients in bed was the
activity that was responsible for the most injuries.

“We need to work more on solutions [to reposi-
tioning]. It is a difficult task,” he says. “It’s some-
thing that has to be done quite often. The best
route to solution may be to prevent the person
from sliding down in bed.”

OSHA may eventually issue a guideline that is
specific to hospitals. (The next two guidelines
will cover grocery retailers and the poultry indus-
try.) The nursing home guideline states, “These
voluntary guidelines are intended for nursing
and personal care facilities only. Other employers
with similar work environments, such as hospi-
tals and home health care providers, may find the
information provided useful. Care should be
taken, however, to ensure that distinctive circum-
stances found in different work environments are
taken into account in developing ergonomic solu-
tions for specific workplaces.”
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Key Questions to Ask
Suppliers of Ergo Devices

In its draft ergonomics guidelines for nursing
homes, the Occupational Safety and Health
Administration in Washington, DC, offers these
questions to aid employers in the selection of a
supplier of ergonomic equipment:
✔ Availability of technical service — Is over-the-

phone assistance, as well as on-site assis-
tance, for repairs and service of the lift
available?

✔ Availability of parts — Which parts will be in
stock and available in a short time frame, and
how soon can they be shipped to your location?

✔ Storage ability of the mechanical lift — Is it too
big for your facility? Can it be stored in close
proximity to the area(s) where it is used?

✔ What is the simplicity of the charging unit and
space required for a battery charger if one is
needed?

✔ If the lift has a self-contained charging unit,
what is the amount of space necessary for
charging and what electrical receptacles are
required?

✔ What is the minimum charging time of a battery?
✔ How high is the base of the lift and will it fit

under the bed and various other pieces of 
furniture?

✔ How wide is the base of the lift or is it
adjustable to a wider and lockable position? 

✔ How many people are required to operate the
lift for lifting of a typical 200-pound person?

✔ Does the lift activation device (pendant) have
remote capabilities?

✔ How many sizes and types of slings are 
available?

✔ What type of sling is available for optimum
infection control?

✔ Is the device versatile? Can it be a sit-to-stand
lift, as well as a lift device? Can it be a sit-to-
stand lift and an ambulation-assist device?

✔ What is the speed and noise level of the
device?

✔ Will the lift go to floor level? How high will it go?



Hospitals have a wider range of patient condi-
tions — and a greater number of solution options,
Fragala says.

Hospitals also have a significant history of 
success in controlling musculoskeletal injuries
through ergonomic interventions, Garg notes.
“The employees who I have talked to at places
where they have implemented these kinds of
devices don’t know how they would survive
without them,” he says.  ■

Low flu vaccine rates
leave hospitals at risk
Campaigns improve vaccination rates of HCWs

Dismal rates of influenza vaccination of health
care workers are leaving many hospitals vul-

nerable to nosocomial outbreaks. With the United
States overdue for a flu pandemic (one usually
occurs every 30 years), there’s even greater rea-
son for hospitals to aggressively improve their 
flu vaccination, say officials at the Centers for
Disease Control and Prevention (CDC) in Atlanta.

Only about 38% of health care workers received
the flu vaccine in the year 2000, according to the
National Health Interview Survey. That’s only a
small improvement from the rate of 34% in 1997.

Too often, health care workers consider the flu
vaccine just an option that would protect their
own health, says Jim Singleton, MS, acting chief
of CDC’s adult vaccine preventable diseases
branch in the National Immunization Program.
Often they even question that benefit, ascribing
to common myths that they can get the flu from
the vaccine or that the vaccine doesn’t work.

“It may be they haven’t heard or aren’t con-
vinced of the nosocomial risk,” Singleton says.
“This past season, there was an outbreak in a
neonatal intensive care unit. We know it does
happen.”

Outbreaks in nursing homes have led to deaths,
notes Elizabeth Bolyard, RN, MPH, technical
information specialist for CDC’s Division of
Healthcare Quality Promotion, who is developing
a campaign to improve health care worker vacci-
nation rates. 

Even in a moderate flu season, influenza can
be responsible for 20,000 to 30,000 excess deaths,
the CDC reports.

Bolyard recalls her own time as a young nurse,

when a flu outbreak led to massive absenteeism
among the nursing staff. “It’s devastating for the
hospitals,” she says.

The key to improving vaccination rates is
convenience, she says. Many hospitals are find-
ing ways to make the vaccine as convenient as
possible for employees.

At Johns Hopkins Medical Institutions in
Baltimore, Gerri Moler, RN, COHN-S, manager
of occupational health services, does everything
she can to get attention for her flu vaccination
campaign. She puts notices with paychecks,
sends out e-mails, and gives candy to each per-
son who gets the shot. “That’s gotten to be a big
deal,” she notes.

For a two-week period, Moler sets up a vacci-
nation station near the escalator where employ-
ees enter the medical center.

While some hospitals have found success by
taking vaccine carts to each unit, Moler often
found that the employees were too busy and 
didn’t want to leave their duties to get the shot.
Instead, she trained nurses in the units to deliver
the vaccines and fill out the paperwork.

That was especially effective for staff on night
shifts, who didn’t finish until 7 a.m. “Even
though we were open at 7 a.m. to be here to give
the vaccine when they got off, they’re tired, and
they just want to go home,” she says. “If some-
body on the unit is there and can do it, then you
can fit it whenever. It only takes a few minutes,
but they don’t have to spend that 15 minutes
traveling to our office.”

The results last year were impressive, and
Moler hopes for a repeat this year. “The numbers
for flu vaccine went up to 8,000 last year out [an
employee] of a population of 10,000 to 11,000,
which is a fantastic amount of people,” she says.
“Last year, the number of people we were seeing
who were claiming they were out with the flu
was very small, vaccinated or unvaccinated. I
don’t know if it was because of the flu vaccine or
if it just wasn’t a bad flu season,” she says.

At Tampa (FL) General Hospital, JoAnn Shea,
director of employee health services, also makes
as much of a splash as she can with her flu vacci-
nation campaign. Every employee who has the
flu vaccine receives a raffle ticket, with a chance
to win prizes from the wellness center, including
T-shirts, water bottles, and fitness room member-
ships. Everyone vaccinated also gets a piece of
candy.

Bringing the vaccine to the employees is a
strategy that has worked well for Tampa General.
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Employee health nurses take the carts at least
twice to the high-risk units, such as oncology or
the intensive care unit.

“We give 80% of our vaccines outside of our
[employee health] clinic,” Shea says. “That’s what
the employees tell us they appreciate most, going
to their units.”

Employee health also sets up a vaccination sta-
tion in a hallway near the entrance to the garage,
to catch employees as they pass by on the way to
their cars.

Shea estimates that 40% to 50% of the staff in
high-risk units received the flu vaccine last year, a
figure she hopes to improve upon this year. “Last
year, the shortage affected us quite a bit,” she
says. “By the time we got a second batch [of the
supply], some people lost their interest.”  ■

‘Safe’ needles still can
lead to needlesticks
Hospital reevaluates, lowers injury rates

Can a needle safety device be unsafe? It can,
when it isn’t activated properly or when the

device proves too cumbersome. That was the les-
son learned by one hospital, which saw a 74%
reduction in device-related needlesticks after
switching brands.

Although record-keeping regulations require
hospitals to collect information on the device on
needlestick logs, there is still little information
about how devices perform in everyday use.
Even if such information existed, how one device
performs in a certain unit or hospital may differ
greatly from the experience in another unit or
hospital, needle safety experts caution.

But Norman (OK) Regional Hospital discov-
ered that the safety features can make a big dif-
ference in injury rates. The hospital’s experience
shows the value of analyzing needlesticks and
reevaluating device choices.

“We noticed that we were still having a signifi-
cant number of injuries [after implementing a
safety device]. We just didn’t feel comfortable
with it,” says Gwen Harrington, RN, the hospi-
tal’s infection control specialist. “Needlesticks
were not going down as we thought they should.”

Harrington and her colleagues in employee
health created an improvement team, along
with nursing staff, staff from off-site services,

supply/materials management staff, and the
pharmacy. The chair of the hospital’s infection
committee provided physician leadership.

That review of injuries is critical to the process
of selecting devices, says Marion Gillen, RN,
MPH, PhD, assistant professor at the University
of California, San Francisco, School of Nursing,
who is analyzing the impact of the California nee-
dle safety law. California was the first state to
mandate needle safety devices, with a law that
became fully effective in January 2000.

In site visits to 79 hospitals to evaluate compli-
ance, Gillen found many cases of employees who
were stuck by safety devices. “They thought they
were activated, and they weren’t. Or they were
improperly activated,” she says. “Sometimes,
part of the device didn’t move smoothly enough;
their hand would slip; and they would be stuck.

“Because of that, we are going to do a small
pilot study starting soon with health care workers
just about product design,” she says.

At Norman Regional, Harrington and her col-
leagues discovered that some employees were
getting stuck while they slid down the cover on
the Monoject Safety Syringe, manufactured by
Kendall Healthcare Products Inc. In some cases,
the staff thought the device was protected, but
the cover hadn’t locked into place.

The improvement team began evaluating other
products, and conducted a trial in areas where
injuries had occurred, such as the intensive care
unit, oncology, and the urgent care center. The
team chose the SafetyGlide needle produced by
Becton Dickinson of Franklin Lakes, NJ.

Activation is single-handed, and it is easier to
tell if the cover is locked into place, Harrington
says.

From March to December 2001, the hospital
had six needlesticks related to activation of the
safety device. In the same period of 2000, 23 such
injuries occurred.

“There are a lot of great products out there, but
there are little data saying how effective they really
are,” Harrington notes. That’s why it’s important
to be alert for “red flags” in your injury data, she
points out.

In California, hospitals are required to ask
employees what they thought could have pre-
vented the needlestick and to record the answer
on the log. But the full significance of that ques-
tion is often overlooked, Gillen says.

The easy answer may be improper activation.
In the rush to care for a critically ill patient, the
health care worker didn’t activate the device, or
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mistakenly thought it was activated.
“If somebody said they were rushing but they

were working with a safety device that was diffi-
cult to activate or they thought was activated and
wasn’t, then the rushing is secondary,” Gillen
says. “If the device had worked, they wouldn’t
have been stuck.” In some cases, improper activa-
tion may reflect inadequate training on the use of
devices, she notes.

Employee health professionals may want to
follow up several days or a week after the injury
to learn more about the circumstances, Gillen
suggests. In the aftermath of the needlestick itself,
the employee is more concerned about evaluating
the need for post-exposure prophylaxis or other
follow-up.

The U.S. Occupational Safety and Health
Administration requires employers to update
their exposure control plans every year, with a
review of new technologies. In fact, selection of
safety devices is a never-ending process, Gillen
says. “It isn’t over once you pick a device,” she
says. “You need to constantly evaluate your
needlestick data and look at new trends and the
kinds of injuries that are occurring related to nee-
dle devices.”  ■

Latex-allergic HCWs 
can keep their jobs
Precautions, synthetics create safe workplace

Latex allergy doesn’t have to cripple a health
care worker’s career. New products and care-

ful management of the work environment have
allowed employees to continue working in clini-
cal areas that once would have been rife with
latex exposure. At Siloam Springs (AK) Memorial
Hospital, a latex-allergic nurse works as director
of the obstetrics unit. She dons synthetic gloves,
while her co-workers wear nonpowdered latex
gloves. Even though the nurse suffered an ana-
phylactic reaction years ago at a different hospi-
tal, she has been able to work at Siloam Springs
with no ill effects.

“She is well aware [of the allergy risks] and cer-
tainly avoids situations where she would come into
contact with latex,” says Marian Parson, RN, CIC,
infection control/employee health nurse at the 72-
bed hospital. “She has not had a problem.” Parson
is latex-sensitive. Even a brief exposure to latex

produces a skin rash. So she is especially attuned to
the issue, even calling manufacturers to ensure that
medication stoppers don’t contain latex. “There’s a
lot more to this than I realized when I put the latex-
free cart and protocol together,” she says. “It was
an overwhelming task to find out whether items
have latex.

“Now all the syringes we use are latex-free. At
one time, the plungers had latex,” Parson adds.

Since 2000, the Food and Drug Administration
(FDA) has required manufacturers to state in their
labeling if a product contains natural rubber latex.
The FDA is considering further labeling require-
ments that would state the protein and powder
content of gloves. (See Hospital Employee Health,
March 2000, p. 25.)

“Our hospital has gone to all powder-free
gloves,” Parson says. “I expect that going com-
pletely nonlatex will be the next step in reducing
the possibility of latex allergies in the hospital.”

Better synthetic products and powder-free,
low-protein latex gloves have made it easier to
create a safe work environment for latex-allergic
employees. A Type IV reaction, or allergic contact
dermatitis, is related to chemicals used in the pro-
cessing of the gloves and leads to itching, red-
ness, blistering, and swelling. A Type I reaction,
involving an allergic reaction to the latex pro-
teins, can cause hives, respiratory symptoms,
asthma, and in extreme cases, anaphylactic shock.

“For most of the patients that are found to be
latex-allergic, especially if they haven’t had sig-
nificant asthmatic symptoms, they can work well
if the workplace is sensitive to their needs,” says
Wendy Huber, MD, dermatologist at Kaiser
Permanente South Sacramento and lead physi-
cian for the latex-safe initiative for Kaiser
Permanente Northern California.

Huber runs an occupational dermatitis clinic
and chairs Kaiser’s national team that reviews
glove choices and latex-alternative products. She
offers this advice to employee health profession-
als who want to create a safe environment for
latex-allergic and latex-sensitive employees:
• Eliminate powdered gloves.

Getting rid of powdered latex gloves and pro-
viding synthetic alternatives may be sufficient to
allow allergic employees to continue working,
Huber says. “There is the occasional patient who is
so acutely sensitive or their airways are so reactive
that they cannot go back to work. That is a very,
very tiny minority. Most people are fine if their co-
worker is wearing a latex glove as long as that co-
worker doesn’t touch them.”
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Powder can produce reactions even in employ-
ees who aren’t allergic to latex, Huber notes.
“Powder is responsible for a significant amount
of asthma and airway problems,” she says. “I
make a distinction between powder vs. powder
with latex in it. Powder is an irritant independent
of the presence of latex.”
• Seek latex-free products.

A “latex-safe” policy isn’t reserved just for a
crash cart for allergic employees or patients at
Kaiser. It’s an overall philosophy, Huber says. 
She always is seeking tubing, syringes, and other
items that don’t contain latex. “If an item is of
equal quality and the cost is the same, we’re
going to take the latex-free one,” she says.

Occasionally, there’s a product with no latex-
free alternative. If a multiuse vial of medication
has a latex stopper, Huber suggests piercing the
stopper just once for use with latex-allergic indi-
viduals. The more often the stopper is pierced,
the higher the likelihood of contamination with
latex, she notes. “For the vast majority of cases, it
is safe to poke the stopper one time, withdraw
the medication and change the needle before you
inject it into the patient,” she says.

One study did find that latex stoppers can
release enough allergenic proteins to produce
skin reactions in latex-allergic individuals.1

• Refer suspect cases to a dermatologist or
allergist.
In some cases, allergic reactions won’t be

resolved by switching to latex-free gloves. Some
synthetic products use the same accelerators used
in latex gloves, Huber says. “In the patients I see
who are latex-allergic, I always try to patch test
them, especially if they’re having hand symptoms.
I’ve had 6% to 9% of the [latex-allergic] people
have a concomitant allergy to accelerators.”

Huber has also seen cases of latex allergy that
were difficult to diagnose, with initial blood tests
registering negative while further tests came out
positive. Yet early detection of symptoms is
important, she says. “There’s always the possibil-
ity that a person’s symptoms can progress.”
• Provide screening and education for staff.

Your screening program should include a ques-
tionnaire asking employees about risk factors,
including multiple surgeries and allergies to
foods such as chestnuts, bananas, and kiwis. New
employees with risk factors should have further
testing to determine if they are latex-sensitive or
latex-allergic, and all employees should be aware
of the symptoms of latex allergy.

Employees need to understand the protections

required for their latex-allergic co-workers. “We’ve
had a couple of instances where some people tried
to bring powdered latex gloves back in. For what-
ever reason, they prefer the powder,” Huber says.

Reference

1. Primeau MN, Adkinson NF Jr, Hamilton RG. Natural
rubber pharmaceutical vial closures release latex allergens
that produce skin reactions. J Allergy Clin Immunol 2001;
107:958-62.  ■

Win-win: Hospital proves
success of EH programs
Vanderbilt program receives top ACOEM award

All your efforts to immunize workers, provide
protective devices, and reduce hazards pro-

duce a healthier, more productive work force. But
can you prove it? 

Vanderbilt University Occupational Health
Clinic in Nashville, TN, took on that challenge
and ended up with better employee compliance
rates and an occupational health award.

TB skin test compliance rose from about 70% to
83%. Compliance with medical surveillance rose
from 84% to 96%. New sharps disposal boxes led 
to a reduction in injury of about 40%. This spring,
Vanderbilt University, including the medical center
occupational health, became the first academic
institution or medical center to receive the Corp-
orate Health Achievement Award from the Ameri-
can College of Occupational and Environmental
Medicine in Chicago.

“[The award] validates to the staff that what we
are doing is recognized,” says Mary Yarbrough,
MD, MPH, director of health and wellness for
Vanderbilt. “We’re on the right path here.”

Vanderbilt’s improvement project began with a
basic goal. Yarbrough wanted to show the value
of occupational safety and health to the faculty
and staff as well as to the administration. Simply
saying, “We have to do this because of [Occupa-
tional Safety and Health Administration] regula-
tions” wasn’t enough to inspire support.

“After hitting them with that so many times,
you see their eyes start to glass over,” she says.
“This really came about as a need to be able to
state what it was we needed and why we needed
it — to make that argument for resources.”

Yarbrough decided to set goals by a process that
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would blend the best of CQI (continuous quality
improvement) and the scientific method. 

“Everybody had to state a null hypothesis, [but]
nobody wants to think their program doesn’t
work,” she says. For example, the null hypothesis
states that conducting reminder calls to make sure
people returned to have their TB skin tests read
would not improve compliance.

“Everybody was challenged to think about
how they would prove to someone that what
they did was successful,” Yarbrough says.

Fortunately, they disproved the null hypothesis
and showed that efforts to improve occupational
health can make a difference.

Often, making progress requires sustained
attention to details. To raise TB skin test compli-
ance, clerical staff made reminder phone calls to
people who hadn’t had their results read within
48 hours. The effort had to be ongoing. If they
stopped making the calls, the compliance rate
dropped. “Our clerical staff have a list of people
who haven’t shown up, and they call them every
day,” Yarbrough says.

A similar strategy worked with other types of
compliance, such as annual hearing tests for hear-
ing conservation. The occupational health staff
sent e-mails to supervisors, reminding them why
it was important for employees in the department
to receive the tests. “I think sometimes we have
so many programs out there, it gets confusing
why we have to do this,” Yarbrough says. “It’s
because we’ve tested the noise in their area and
it is above the threshold.”

The occupational health clinic also sent out e-
mails telling supervisors about their compliance
rates with medical surveillance, such as hearing
tests, and how they compared with other depart-
ments. With that extra motivation, compliance
rose from 83% to 94%.

An improvement team evaluated needlestick
injuries associated with sharps disposal and
found some common problems. Many of the
injuries were occurring at the time of disposal or
after disposal. The hospital purchases disposal
boxes with a “letter box” design that shields the
contents, and moved some boxes to more conve-
nient locations. 

“The letter box is more expensive, but if we
ever had the cost of a conversion [to HIV], it
would blow the budget,” Yarbrough notes. “And
it’s the right thing to do. Our administration here
is incredibly supportive of the right thing to do.”

Injuries related to sharps disposal dropped
from 2.8 per month to 1.6 per month.

For Vanderbilt, improvement went beyond
injury reduction and cost savings. Several physi-
cians had suffered personal emotional crises, and
Yarbrough and others realized that the existing
employee assistance program wasn’t designed to
meet their needs. 

The university created a Physician Wellness
Program that offered the services of a psychiatrist
for physicians who needed another professional
to consult.

The number of physicians seeking help rose
from about six or seven a year to 64. They came
for help resolving marital problems and other
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CE questions
17. In the draft ergonomics guideline for nursing

homes, what does OSHA state about its applica-
bility to the hospital setting?
A. Hospitals are required to follow the guideline,

as are nursing homes.
B. The guideline is designed for both hospitals

and nursing homes.
C. Hospitals may find the guidelines useful but

should consider their individual circumstances.
D. The guidelines have no applicability to 

hospitals.

18. Why does CDC recommend a two-step process
for baseline TB skin testing?
A. to make sure the first test functioned properly
B. to learn about false positives that could be

caused by an immune reaction to the PPD
agent

C. to allow testing with a different PPD agent
D. because baseline testing may be the only

skin test many health care workers have

19. According to the 2000 National Health Interview
Survey, what percentage of health care workers
receives the annual influenza vaccine?
A. 22%
B. 38%
C. 48%
D. 73%

20. According to Marion Gillen, RN, MPH, PhD,
assistant professor at the University of
California, San Francisco, School of Nursing,
what is an important question to ask health care
workers after a needlestick?
A. What did you do wrong?
B. Why didn’t you activate the safety device?
C. What do you think could have prevented the

accident?
D. Have you ever been stuck before?

Answers: 17. C; 18. B; 19. B; 20. C



conflicts, before the problems became severe. “We
do a lot of problem resolution, and we give them
the support they need to set their own bound-
aries and make decisions for themselves,” she
says.

Meanwhile, ergonomic workstation assess-
ments targeted worker satisfaction. After a year,
about 40% of employees said the assessments
“greatly improved” their work environment.
After two years, the program was able to justify a
full-time ergonomist.

A reduction in injuries goes hand in hand with
job satisfaction, Yarbrough says. “When people
are happier with their work environment, they
have fewer ergonomic events,” she says.  ■

Sharp advice: Lock out
vendors, let in leaders
NIOSH publishes device team ‘lessons learned’

Make sure you have senior leadership sup-
port for your sharps evaluation effort. Keep

meetings on time and on task. Consider involv-
ing physicians as ad hoc members; they might
not show up on a regular basis.

Those are a few of the lessons learned that hos-
pitals have shared on a new web site from the
National Institute on Occupational Safety and
Health (NIOSH). NIOSH asked hospitals, nursing
homes, home health agencies, and dental facilities
in four major cities to share their experiences in
selecting and implementing safer sharps devices.
All identifying features have been removed so the
hospitals can’t be identified.

The hospitals provided a detailed, honest por-
trayal of the successes and challenges in creating
evaluation teams and selecting devices. They
revealed how many staff hours were spent on
each phase. They also discussed criteria for selec-
tion of devices. One hospital described how
much participation was received from representa-
tives of various departments. “Nonmanagerial
staff participation was strongly encouraged. The

response was not overwhelming.”
Here are some excerpts from the advice by the

three hospitals currently profiled:
• Beware of vendors!. “Vendors can take up

large amounts of meeting time,” said one hospi-
tal. “Suggest that vendors meet with one or two
team members to demonstrate product. Have
vendors provide enough samples for those team
members to demonstrate at team meetings. Insist
that vendors only work through the team leader
or designee.”

Another hospital noted, “Vendors may exag-
gerate product availability and their ability to
provide adequate inservice education. For exam-
ple, our team reviewed a promising product and
selected it for evaluation. We then discovered that
the product was a prototype still pending [Food
and Drug Administration] approval.”

• Gain support from top hospital leaders.
“Without significant understanding and support
from top key people, the team cannot function,”
one hospital said. For example, the team selects a
device that isn’t on the group-purchasing con-
tract. The team may then need specific authoriza-
tion from top administrators. Top leaders
involved in the process can communicate the
progress to other managers. But if you don’t have
involvement with top leadership, one hospital
suggested how to improve your effectiveness.

“Facilitating the sharps team from within has
worked for our organization because of the staff/
management structure in place and past organiza-
tional success with the performance improvement
team process. If there are no champions in a level
of authority to facilitate this process, then use of a
consultant may work best to begin the road to
sharps safety. Each organization must assess [its]
strengths and limitations when embarking on an
extensive project such as this one.”

• Strong team leadership is essential. Strong
team leaders communicate effectively, keep mem-
bers on task, and understand hospital dynamics.
“[The] team leader must be able to influence others
to quickly achieve team goals,” commented one
hospital. “The team leader should have either sig-
nificant staff authority or functional authority
vested in the position by administration.”  ■
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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
regulatory issues related to the care of hospital
employees;

• describe how those issues affect health care
workers, 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 Preven-
tion, 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 clin-
icians at individual institutions. ■
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2002 Salary Survey / Supplement to HOSPITAL EMPLOYEE HEALTH ® 1

Add up your years of experience in health care,
factor in your specialty of occupational health,

and consider your commitment to your job. Your
payoff: a modest annual raise of 1% to 3%.

Most employee health professionals have reached
a plateau in their careers, with salaries in the range
of $40,000 to $60,000, according to the exclusive
Hospital Employee Health survey. (For detailed salary
breakdowns, see chart below.)

Half of the respondents earned raises of just 1%
to 3%, while another 23% earned 4% to 6% more last
year. To go beyond incremental salary adjustments,
employee health professionals will need to move to
a new hospital or take on new responsibilities in
their organization, employee health experts say.

“They’re not going to compensate you just

because you say, ‘I should get more,’” says
Deborah V. DiBenedetto, MBA, RN, COHN-
S/CM, ABDA, a Yonkers, NY-based occupational
health consultant and president of the American
Association of Occupational Health Nurses. “You
have to demonstrate why you should get more.”

Employee health professionals have reached a
stable, mature period in their careers. Some 44% of
the 308 respondents to the survey were older than
50. Two-thirds had worked in health care for 22
years or more. About half had worked in employee
health for 10 or more years.

That partly reflects job satisfaction among
employee health nurses and the value of experience
for those who take on the role, notes MaryAnn
Gruden, MSN, CRNP, NP-C, COHN-S/CM, an

Midcareer quest: Where do I go from here?
Reach for new skills, seek promotions
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employee health nurse practitioner at Western
Pennsylvania Hospital in Pittsburgh. She also is
executive president of the Association of Occupa-
tional Health Professionals in Healthcare.

“It’s always been seasoned nurses who have
been in employee health,” she says. “You really
need that breadth of experience to manage what
you see in your office on a day-to-day basis.”

Motivated to learn

Reaching a later stage of your career presents
its own challenges. This is a time to evaluate how
you can best use your skills — and receive fair
compensation for them. 

“I think [employee health professionals] have to
be motivated to continually learn new informa-
tion and apply it to new situations,” DiBenedetto
says. 

For example, the new federal privacy regulations

(HIPAA) have placed new burdens on hospitals.
Employee health professionals could become an
important resource in implementing those rules,
DiBenedetto advises.

Charlene M. Gliniecki, RN, MS, COHN-S,
worked as an occupational health nurse for 23
years — 12 of them in hospital employee health —
before becoming vice president of human resources
at El Camino Hospital in Mountainview, CA. 

Employee health gave her decision-making
skills that could be applied to other areas, she
says.

“There’s so much involved in managing work-
ers compensation that applies to other benefits
administration,” she notes. “There are a lot of
transferable skills and a similar job content. It’s
just applied in a broader context [in human
resources management].”

Many occupational health nurses wouldn’t 
be interested in handling the issues of benefits,
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compensation, and labor relations, explains
Gliniecki, a nurse practitioner. But they might be
able to move into broader roles overseeing hos-
pital safety or risk management, she notes.

“We’re still at a time in history where there
truly is a lack of experienced people to take on
management roles in health care,” Gliniecki says.
“From that point of view, there is less competition
for the roles. There are opportunities to move into
those, if that’s what people want to do.”

Higher-paying regions

The HEH survey found that 31% of respondents
earned between $40,000 and $49,999, while 23%
earned from $50,000 to $59,999. Salaries were
somewhat higher in the West Coast and Northeast
than in the Southeast, Southwest, or Midwest.
(See geographical information below.)

That is similar to the national median salary of
$54,569 reported on Salary.com, which includes
occupational health nurses in all settings. 

According to the database, a “safety director”
earns a median salary of $71,158. (Again, that is
not confined to hospital-based positions.)

Business acumen also is important to improv-
ing your own bottom line. An MBA may be the
advanced degree that can earn you the greatest
boost in your career and your salary, DiBenedetto
advises. “You’re seen more as a business person
rather than a nurse,” she says. “I tripled my salary
when I got my MBA.”

You can bring a business savvy to your job even
if you don’t have an MBA. Gliniecki notes that she
makes sure the hospital’s employee health goals
are aligned with the CEO’s overall goals for the
organization. For example, employee health can
help improve staff retention, lower absenteeism,
or contain costs related to injuries.

“When we’re taking a piece of our CEO’s goals
and helping him succeed, that’s a good way to
show how we fit into the business,” she says.
“That is making the business case for why we’re
here.”

Workers’ compensation may be the greatest
measurement tool you have, Gliniecki says. 

Even if you keep costs stable, that’s a
success in an environment of escalating
medical expenses, she says. 

“By managing the workers’ compensa-
tion, you can save in dollars the amount it
takes to run your whole program for a
whole year,” she says.
If your occupational health program serves
outside clients as well as the hospital
employees, you may have more leverage,
says DiBenedetto. 

“It’s easier to demonstrate the return on
investment because you’re bringing in
money,” she says. “If you’re bringing in
millions of dollar in new revenue, you can
get compensated accordingly [through a
bonus system].”

Older workers bring new opportunities

The aging of the nursing population is
affecting employee health just as it is other
units of the hospital. That creates new
opportunities for younger nurses interested
in entering the field and elevates the value
of the experienced employee health nurses.
“Who’s going to be the qualified occupa-
tional health professional to deliver ser-
vices in the new arena?” DiBenedetto asks.
“We’ve got to encourage nurses to come
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into the practice, excite them about occupational
health practice.”

Today’s employee health professionals also
may need to reshape the job functions. They
should use lower-skilled employees to do techni-
cal tasks, such as TB skin tests, while using their
time to coordinate and facilitate the employee
health programs, she says. You may be able to
negotiate a better salary by using benchmarking
tools, such as the HEH survey data. But some-
times it takes a substantial move to obtain a sub-
stantial raise.

“I think there are good opportunities with
workers’ compensation [insurers] and health
plans. The question is, ‘What kind of environ-
ment do they you to be working in?’” she says.

“It’s just a matter of finding what’s the best
opportunity for you and trying to go from there,”
DiBenedetto adds.  ■
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