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HBV transmission to surgical 
patients raises testing issues
Jagger: Asking HCWs to know HBV status a ‘head-in-the-sand policy’ 

 

A recent case of hepatitis B transmission from a surgeon to as many 
as eight patients highlights the potential risk of health care work-
ers who perform exposure-prone procedures but do not know their 

bloodborne pathogen status. Yet public health authorities say such trans-
missions are too rare to justify a testing mandate.

Hospitals should implement policies about the “identification and man-
agement” of HBV-infected health care workers, but the ultimate respon-
sibility lies with the providers, according to updated hepatitis B guidelines 
from the Centers for Disease Control and Prevention.1 “[P]roviders have 
an ethical and professional obligation to know their HBV status and to act 
on such knowledge accordingly,” a CDC ethics committee concluded.

Those 2012 guidelines strengthen recommendations for HBV-infected 
health care providers and students, calling for pre-vaccination serologic 
testing for those at higher risk for HBV, “such as those born to mothers 
in or from endemic countries and sexually active men who have sex with 
men,” and for those performing exposure-prone procedures. However, 
CDC does not recommend any routine testing of health care workers for 
HCV or HIV.

Relying on health care workers to request testing can lead to a willful 
ignorance, cautions Janine Jagger, PhD, MPH, director of the International 
Health Care Worker Safety Center at the University of Virginia in Charlot-
tesville, in emailed comments to HEH. And it is even less defensible in an 
era of improved treatment for HIV, chronic HBV and HCV infection, she 
says.

“Rapid detection and treatment of an HCV infection in a surgeon is in 
everyone’s interest, both the surgeon’s and future patients,” she says. “To 
conclude that early detection of a treatable infection is in any way discrim-
inatory to healthcare workers is head-in-the-sand policy at its worst.”

Other occupational health professionals say that the current voluntary 
system is working. HBV-positive health care workers are typically detected 
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during the process of HBV vaccination on hire, 
and health care workers come forward and report 
their status in a system that is confidential and 
non-punitive, says Mark Russi, MD, director of 
occupational health at Yale-New Haven Hospital 
and chair of the Medical Center Occupational 
Health section of the American College of Occu-
pational and Environmental Medicine.

Yale-New Haven offers HCV testing to all new 
employees. “Just about everybody takes us up on 
that,” he says. “It’s an opportunity for interven-
tion in disease where you can make a real differ-
ence if you treat early rather than late.”

High viral load raises risk

In the recently reported case, an orthopedic 
surgeon had a needlestick and discovered in the 
post-exposure follow up that he had asymptom-
atic chronic hepatitis B with a very high viral 
load (>17.9 million IU/mL). He was also positive 
for hepatitis B surface antigen e, which also indi-
cates a higher risk of transmission.

The surgeon had immigrated to the United 
States from a country where HBV is endemic and 
entered an orthopedic residency. Upon hire at an 
unnamed hospital, the surgeon had two series of 
HBV vaccination but failed to develop a protec-
tive level of HBV antibody. The surgeon had no 
additional follow-up after the non-response.2

That is where the scenario departs from what 
many occupational medicine physicians con-
sider best practice. CDC guidelines advise that 
repeated non-responders should be tested to 
determine their HBV infection status. (See related 
story, p. 52)

“If they had the proper policies in place, he 
would have been identified much earlier,” says 
William Buchta, MD, MPH, an occupational 
health consultant with the Mayo Clinic in Roch-
ester, MN, who was not involved in this case 
report.

In a follow-up investigation, of the 328 
patients who had procedures in the nine months 
since the surgeon had been hired, 232 (70.7%) 
agreed to testing. Two patients had active disease 
with HBV that was genetically identical to the 
surgeon. Six other patients with no other known 
risk factors had evidence of past HBV infection – 
and HBV specimens that were genetically similar 
to the surgeon’s.

Transmission despite good technique

Perhaps the most troubling aspect of the case 
of the HBV-infected surgeon is that transmission 
occurred despite good technique and precautions, 
including double-gloving. An investigation found 
no previous exposures, glove tears, or problems 
with technique.

“He was known by his peers and supervising 
surgeons to have excellent surgical technique and 
reported double-gloving for 100% of surgical pro-
cedures, standard practice for all orthopedic pro-
cedures at Facility A,” the authors stated.

They speculate that micro-perforations in the 
glove, combined with the high viral load, led to 
the transmission.
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Guidelines from the Society for Healthcare Epi-
demiology of America (SHEA)3 and the 2012 CDC 
guidelines recommend using viral load rather than 
e antigen status as a marker of the need for moni-
toring of HBV-positive health care workers who 
perform exposure-prone procedures. (See expo-
sure-prone procedures, below.) The SHEA cutoff 
is 10,000 GE (genomic equivalents) per milliliter, 
while the CDC cutoff is 1,000 IU/ml (or 5,000 GE/
ml).

“These guidelines seek to ensure maximum 
patient safety, without compromising the privacy 
rights of the provider and potentially limiting 
patient and community access to quality medical 
care,” Scott Holmberg, MD, chief of epidemiol-
ogy and surveillance at the CDC’s viral hepatitis 
branch, said in an emailed response to HEH.

Since 1994, there have been only two reports of 
provider-to-patient transmission of HBV, although 

there were 42 identified instances before 1994.2 

Public health authorities point to this as evidence 
that the current system of HBV vaccination, post-
vaccination testing and self-reporting of HBV 
infection is working.

“The risk of hepatitis B transmission from 
providers to patients is extremely low, even dur-
ing exposure prone procedures,” says Holmberg. 
“Standard precautions, like double-gloving dur-
ing invasive surgical procedures, have nearly 
eliminated the already very low risk of hepatitis B 
transmission.”

But Jagger contends that the lack of evidence 
about transmission may reflect a lack of identifica-
tion.

“Surgeon-to-patient transmission of HBV and 
HCV continues to occur today,” she says. “Their 
apparent rarity can, in part, be explained by the 
persistence and official sanctioning of a national 

Centers for Disease Control and Prevention 
recommendations on exposure-prone surgical 

procedures include the following key points: 
Category I. Procedures known or likely to 

pose an increased risk of percutaneous injury to a 
health-care provider that have resulted in provider-
to-patient transmission of hepatitis B virus (HBV)

These procedures are limited to major abdomi-
nal, cardiothoracic, and orthopedic surgery, repair 
of major traumatic injuries, abdominal and vaginal 
hysterectomy, caesarean section, vaginal deliver-
ies, and major oral or maxillofacial surgery (e.g., 
fracture reductions). Techniques that have been 
demonstrated to increase the risk for health-care 
provider percutaneous injury and provider-to-
patient blood exposure include:

• digital palpation of a needle tip in a body cav-
ity and/or

• the simultaneous presence of a health care 
provider’s fingers and a needle or other sharp 
instrument or object (e.g., bone spicule) in a poorly 
visualized or highly confined anatomic site.

Category I procedures, especially those that have 
been implicated in HBV transmission, are not ordi-
narily performed by students fulfilling the essential 
functions of a medical or dental school education.

Category II. All other invasive and non-invasive 
procedures

These and similar procedures are not included 

in Category I as they pose low or no risk for per-
cutaneous injury to a health-care provider or, if a 
percutaneous injury occurs, it usually happens out-
side a patient’s body and generally does not pose a 
risk for provider-to-patient blood exposure. These 
include:

• surgical and obstetrical/gynecologic procedures 
that do not involve the techniques listed for Cat-
egory I;

• the use of needles or other sharp devices when 
the health-care provider’s hands are outside a body 
cavity (e.g., phlebotomy, placing and maintaining 
peripheral and central intravascular lines, adminis-
tering medication by injection, performing needle 
biopsies, or lumbar puncture);

• dental procedures other than major oral or 
maxillofacial surgery;

• insertion of tubes (e.g., nasogastric, endotra-
cheal, rectal, or urinary catheters);

• endoscopic or bronchoscopic procedures;
• internal examination with a gloved hand that 

does not involve the use of sharp devices (e.g., vagi-
nal, oral, and rectal examination; and

• procedures that involve external physical touch 
(e.g., general physical or eye examinations or blood 
pressure checks).

Source: Holmberg SD, Suryaprasad A, Ward JW. Updated CDC recom-
mendations for the management of hepatitis B virus–infected health-care 
providers and students. MMWR 2012;61(RR-3):1–12.  n

Exposure-prone procedures increase transmission risk 
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policy that encourages non-reporting.
“Unfortunately, the consequences of the “don’t 

ask, don’t tell” mentality, which was never in the 
interest of patients, and now is not even in the 
interest of surgeons, still linger on,” she says.
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CDC recommendations
for managing HBV+ HCWs

According to guidelines updated in 2012,1 the 
Centers for Disease Control and Prevention 

recommends the following measures for identi-
fying and managing hepatitis B virus–infected 
health-care providers and students:

Practice Scope
Chronic HBV infection in itself should not pre-

clude the practice or study of medicine, surgery, 
dentistry, or allied health professions. Standard 
precautions should be adhered to rigorously in 
all health-care settings for the protection of both 
patient and provider.

CDC discourages constraints that restrict chron-
ically HBV-infected health-care providers and 
students from the practice or study of medicine, 
dentistry, or surgery, such as

— repeated demonstration of persistently non-
detectable viral loads on a greater than semiannual 
frequency;

— prenotification of patients of the HBV-infec-
tion status of their care giver;

 — mandatory antiviral therapy with no other 
option such as maintenance of low viral load with-
out therapy; and

 — forced change of practice, arbitrary exclu-
sion from exposure-prone procedures, or any other 
restriction that essentially prohibits the health-care 
provider from practice or the student from study.

Hepatitis B Vaccination and Screening
All health-care providers and students should 

receive hepatitis B vaccine according to current 
CDC recommendations. Vaccination (3-dose 
series) should be followed by assessment of hepa-
titis B surface antibody to determine vaccination 
immunogenicity and, if necessary, revaccination. 
Health-care providers who do not have protec-
tive concentration of anti-HBs (>10 mIU/ml) after 
revaccination (i.e., after receiving a total of 6 
doses) should be tested for HBsAg and anti-HBc to 
determine their infection status.

Prevaccination serologic testing is not indicated 
for most persons being vaccinated, except for 
those providers and students at increased risk for 
HBV infection, such as those born to mothers in 
or from endemic countries and sexually active men 
who have sex with men.

Providers who are performing exposure-prone 
procedures also should receive prevaccination 
testing for chronic HBV infection. Exposure 
of a patient to the blood of an HBV-infected 
health-care provider, in the performance of any 
procedure, should be handled with postexposure 
prophylaxis and testing of the patient in a manner 
similar to the reverse situation (i.e., prophylaxis 
for providers exposed to the blood of an HBV-
infected patient).

expert Panel Oversight not needed
Providers, residents, and medical and dental 

students with active HBV infection (i.e., those 
who are HBsAg-positive) who do not perform 
exposure-prone procedures but who practice 
non- or minimally invasive procedures should not 
be subject to any restrictions of their activities or 
study. They do not need to achieve low or unde-
tectable levels of circulating HBV DNA, hepatitis 
e-antigen negativity, or have review and oversight 
by an expert review panel, as recommended for 
those performing exposure-prone procedures. 
However, they should receive medical care for 
their condition by clinicians, which might be in 
the setting of student or occupational health.

expert Panel Oversight Recommended
Surgeons, including oral surgeons, obstetrician/

gynecologists, surgical residents, and others who 
perform exposure-prone procedures, (see box p. 
51.) should fulfill the following criteria:

Their procedures should be guided by review 
of a duly constituted expert review panel with a 
balanced perspective (i.e., providers’ and students’ 
personal, occupational or student health physi-
cians, infectious disease specialists, epidemiolo-
gists, ethicists and others as indicated above) 
regarding the procedures that they can perform 
and prospective oversight of their practice. Con-
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fidentiality of the health-care provider’s or stu-
dent’s HBV serologic status should be maintained.

HBV-infected providers can conduct exposure-
prone procedures if a low or undetectable HBV 
viral load is documented by regular testing at 
least every 6 months unless higher levels require 
more frequent testing; for example, as drug ther-
apy is added or modified or testing is repeated 
to determine if elevations above a threshold are 
transient.

The CDC recommends that an HBV level 
1,000 IU/ml (5,000 GE/ml) or its equivalent is an 
appropriate threshold for a review panel to adopt. 
Monitoring should be conducted with an assay 
that can detect as low as 10–30 IU/ml, especially 
if the individual institutional expert review panel 
wishes to adopt a lower threshold.

Spontaneous fluctuations (blips) of HBV DNA 
levels and treatment failures might both present 
as higher-than-threshold (1,000 IU/ml; 5,000 GE/
ml) values. This will require the HBV-infected 
provider to abstain from performing exposure-
prone procedures, while subsequent retesting 
occurs, and if needed, modifications or additions 
to the health-care provider’s drug therapy and 
other reasonable steps are taken.

Institutional Policies and Procedures
Hospitals, medical and dental schools, and 

other institutions should have written policies 
and procedures for the identification and man-
agement of HBV-infected health-care providers, 
students, and school applicants. These policies 
should include the ability to identify and convene 
an expert review panel aware of these and other 
relevant guidelines and recommendations before 
considering the management of HBV-infected 
providers performing exposure-prone procedures.

REFERENCE
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HCWs are put on alert
for ‘nightmare’ bacteria
CDC: PPE, hand hygiene compliance are key

A new “nightmare” bacteria has put renewed 
emphasis on health care worker use of per-

sonal protective equipment and compliance with 

hand hygiene.
Health care workers are not at increased risk 

of getting the latest multi-drug resistant bacteria, 
carbapenem-resistant enterobacteriaceae (CRE), 
but how well they follow infection control prac-
tices, including contact precautions and proper 
environmental cleaning, could make a difference in 
its spread.

That was part of the message as Tom frieden, 
MD, MPH, director of the Centers for Disease 
Control and Prevention, warned the nation of the 
spread of CRE, which is resistant to “all or nearly 
all” antibiotics and has a mortality rate of up to 
50%. CRE also can spread its antibiotic resistance 
to other pathogens, Frieden said.

“It’s not often that our scientists come to me to 
say that we have a very serious problem, and we 
need to sound an alarm, but that’s exactly what 
we’re doing today,” Frieden said in a telephone 
press conference.

Antibiotic resistant organisms have been a prob-
lem in health care for some time. For example, 
Clostridium difficile is linked to 14,000 deaths a 
year, CDC says. But CRE’s “triple threat” pres-
ents a newly emerging danger. In 2001, CRE was 
detected in one health care facility in one state; 
in the first half of 2012, about 200 hospitals and 
long-term acute care facilities treated at least one 
patient infected with CRE. It has now been found 
in 42 states.

Yet the spread of CRE can still be contained, 
Frieden said. “We only have a limited window of 
opportunity to stop this infection from spreading 
to the community and spreading to more organ-
isms,” he said. “We’re calling for a “detect and 
protect” strategy that we know can save patients’ 
lives and stop the spread of CRE.”

 
PPE compliance lags

Too often, health care workers are either com-
placent or don’t understand the importance of 
proper use of personal protective equipment (PPE) 
or hand hygiene, studies show. For example, the 
Respirator Use Evaluation in Acute Care Hospitals 
(REACH) project found that health care workers 
were confused about when to wear a respirator 
or mask and many (40%) received only 1 to 15 
minutes of education in respiratory protection in a 
year.1

An observational study in Canada found gaps 
in all kinds of PPE use when health care workers 
cared for patients with febrile respiratory illness. 
Only 26% of health care workers were observed 
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performing hand hygiene after removing their 
gloves. Overall, they were most lax in their use of 
eye protection (37%), but compliance lagged in all 
areas: 88% for gloves, 83% for gowns and 88% 
for masks. Almost half of the workers removed 
their PPE in the wrong sequence.2

These types of findings cry out for more 
research into what works to improve compliance 
with infection control, says Irena L. Kenneley, 
PhD, APRN-BC, CIC, assistant professor at Case 
Western Reserve University’s Frances Payne Bolton 
School of Nursing in Cleveland, OH, and chair 
of the Research Committee of the Association for 
Professionals in Infection Control and Epidemiol-
ogy (APIC).

“We need more funding from CDC and other 
agencies and to stop blaming clinicians and start 
funding the science to assist our infection preven-
tion efforts,” she says. “If we don’t have any new 
antibiotics coming out, we have to start getting 
serious about infection prevention.”

The continued emergence of CRE creates an 
imperative to renew an emphasis on infection con-
trol — including boosting education of health care 
workers and placing a greater emphasis on envi-
ronmental cleaning and infection control.

“The occurrence of this organism is an emer-
gency. And it’s happening right now and it’s not 
just in a single hospital, but it’s across the entire 
country,” Kennely says. “For the most part, we 
are completely failing to address this problem.”

How to boost compliance

Even if your hospital has not (yet) seen a patient 
with CRE, this is a good time to review the basics 
— and the importance — of hand hygiene, envi-
ronmental cleaning, and PPE, says Kennely. Here 
are some ways to improve compliance:

Make education engaging. It’s easier to provide 
the information in an online module, but making 
it active and innovative will get your employees’ 
attention. You can create a game show format, 
such as “Jeopardy” or “Who Wants to be a Mil-
lionaire,” with questions that relate to infection 
control. Or borrow a case from another institution 
(or make up a sample case) and encourage employ-
ees to role-play. “Since [CRE] is in the media, it’s 
time to seize the day and do a set of educational 
sessions,” she says. “You have their attention. 
They’re listening. Annual competencies don’t nec-
essary bring about the same type of attention.”

Provide feedback. In coordination with infection 
control practitioners, you can conduct observa-

tions of hand hygiene and PPE use. APIC has a 
hand hygiene monitoring tool in its new C. diff 
guidelines (ow.ly/k9F7w). Feedback to employ-
ees about the compliance level of their unit and 
how they compare with other units can help spur 
change, says Kennely.

Tailor education to employees. Environmental 
services workers need the education about CRE 
and infection control, but they need a format that 
focuses on their job tasks and is presented for 
their knowledge level. Preventing CRE transmis-
sion doesn’t require special chemicals, but it does 
require sufficient time to clean rooms properly, 
says Arjun Srinivasan, MD, associate director for 
Healthcare-associated Infection Prevention Pro-
grams in CDC’s Division of Healthcare Quality 
and Promotion. “Standard hospital cleaners will 
do a perfect job of killing CRE on surfaces,” he 
says. “The key is not that we need to use different 
chemicals. The key is that the chemicals need to be 
applied.”

Editor’s note:For more information see the 
CDC toolkit on CRE, which is available at www.
cdc.gov/hai/organisms/cre/cre-toolkit/index.html.
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Will HCWs welcome 
a B95 respirator?
New designs on tap for health care

A better respirator designed specifically for 
health care workers is on the horizon. Manu-

facturers are working with the Veterans Health 
Administration and its Project BREATHE to cre-
ate a B95, a respirator to protect against biologic 
hazards.

Occupational health professionals and others 
involved in health care respiratory protection 
will have an opportunity to provide feedback 
on the respirator design at the June meeting of 
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the National Personal Protection Technology 
Laboratory (NPPTL) of the National Institute for 
Occupational Safety and Health (NIOSH). (See 
editor’s note for more information on the meet-
ing.)

“Basically, it would be like an N95-plus, with 
all the standards for an N95 plus the criteria 
from Project BREATHE,” says Megan Gosch, 
MPH, public health program specialist at the 
National Center for Occupational Health and 
Infection Control of the Veterans Health Admin-
istration in Gainesville, FL.

The ideal health care respirator would be more 
comfortable and tolerable. It would be easier and 
more obvious how to put it on and take it off 
properly. Those were the conclusions of research 
by Project BREATHE, which contracted with 
two manufacturers — Scott Safety and 3M — to 
develop prototypes.

A B95 might be somewhat more expensive 
than an N95, but the goal is for the price to be 
similar, Gosch says.

“We want this to be a product that’s desired by 
the end-users,” she says. “It does make a differ-
ence knowing that product was made specifically 
for you and your industry.”

A B95 would probably be certified by an inde-
pendent organization, such as the International 
Safety Equipment Association or the Interna-
tional Standards Organization (ISO), says Ron 
Shaffer, PhD, senior scientist with the Office of 
the Director of the NPPTL in Pittsburgh.

The NPPTL meeting, which will be held in 
Atlanta, will feature roundtable discussions 
on current research and will reflect on lessons 
learned from the H1N1 flu pandemic.  It will 
include information about the effectiveness of res-
pirators compared to masks and studies of factors 
that influence health care worker compliance.

The two issues are interrelated, Shaffer says. 
“Studies have shown that workers are more likely 
to comply with PPE if they feel it’s effective,” he 
says.

Education is an important component of a 
successful program, he says. NIOSH will debut 
a national respirator toolkit to help respiratory 
program managers improve their worker training.

“Even if you created an ideal respirator, if it’s 
not used, then they’re not going to get a lot of 
benefit from that respirator,” he says. “It’s more 
complicated than just providing a better respira-
tor. You need to provide the full complement of 
tools so [health care workers] use the respirator 
properly.”

The NPPTL meeting is a rare opportunity for 
occupational health professionals to have input 
into PPE technology. “The more input we get the 
better we think the end product will be,” says 
Shaffer.

Editor’s note: The NPPTL Personal Protective 
Technology Healthcare Stakeholder Meeting will 
be held June 18 at the Centers for Disease Control 
and Prevention in Atlanta. More information is 
available at http://ow.ly/k9Hxx  n

Less TB testing means
more time for EH
Low risk hospitals must be ready to retest

Screening for latent tuberculosis, once a key 
function of hospital employee health, has been 

transformed by new guidelines and new blood 
tests. The changes have greatly reduced the use of 
skin testing and freed employee health profession-
als to perform other important tasks, but they also 
have created some new, sometimes difficult, issues.

Until recent years, hospitals routinely screened 
all employees with a TB skin test. But testing of 
employees in hospitals that rarely, if ever, see a 
case of tuberculosis are most likely to identify 
employees with other risk factors for TB or to pro-
duce false positives, TB experts say.

“It just uses our resources in very inefficient 
ways,” says Lisa Dyrdahl, RN, BSN, employee 
health coordinator at Valley Medical Center in 
Renton, WA.

In 2005, the Centers for Disease Control and 
Prevention issued guidelines that advised health 
care facilities to conduct an annual risk assessment 
for TB. Low-risk facilities — defined as fewer than 
three TB cases a year in hospitals of less than 200 
beds and fewer than six in hospitals of 200 beds or 
more — do not need to conduct annual screening. 
They provide baseline testing and annual symptom 
screens for employees with previous positive tests. 
(See box, p. 56.)   

Valley Medical Center ended its annual TB 
screening in 2009. Drydahl reviewed the prior six 
years and found that the hospital had consistently 
been at low risk. Now she spends more time work-
ing with the human resources department to help 
employees return to work after injury. Employees 
still receive information about TB in their annual 
online infection control competency program.

“We have to streamline our jobs as much as 
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remain at a low level.
At the Marshfield (WI) Clinic, Bruce Cunha, 

RN, MS, COHN-S, manager of employee health 
and safety, enjoyed the staff time he gained by 
ending the skin testing program. But then in 2012, 
the main clinic facility saw three patients with 
tuberculosis, which put it in the moderate risk cat-
egory.

Even worse, two of those cases were not 
promptly reported to employee health, so there 
was no opportunity to assess who may have been 
exposed and to target TB screening. Cunha is 
now gearing up to test 2,500 employees using the 
QuantiFERON-TB Gold test, one of two available 
blood tests.

“If you know who was exposed, you can break 
down your risk by department,” he says. “Unfor-
tunately, now we’re at a point where we have to 
test everyone.”

Cunha’s advise: Maintain the ability to ramp 
up your screening program, if necessary. Even a 
low-risk facility can see the occasional TB patient. 
“I would recommend having a contingency plan in 
place,” he says.

The Marshfield lab performs the QuantiFERON 
tests, so Cunha will need to find funds for the lab 
kits. Switching back to skin testing would be even 
worse, he says, because it is time-consuming and 
would require new training for the nurses reading 
the tests. 

Retest if you question result

Sometimes an employee tests positive in 
the annual tuberculosis screen with a blood 
test, but the result seems hard to believe. The 
employee has had no known exposure, has no 
personal risk factors, such as foreign travel 
or volunteering in a homeless shelter, and the 
measure is just above the cutoff. What should 
you do?

Repeat the test, says Thomas navin, MD, 
chief of the surveillance, epidemiology and out-
break investigations branch in the Division of 
TB Elimination of the Centers for Disease Con-
trol and Prevention. Testing a low-risk popula-
tion increases the likelihood of false positives, 
he says.

“When you’re doing a screening program of 
a large number of people, you would expect 
most of them to be negative,” he says. “When 
someone turns up positive with no change in 
their risk classification, it’s reasonable to ques-
tion that positive test.

TB risk assessment 
and screening issues

In its 2005 guidelines for preventing tuber-
culosis transmission in health care facilities, 

the Centers for Disease Control and Preven-
tion sets the following definitions. (High risk 
at all facilities is defined as ongoing evidence 
of TB transmission, or a hospital-based TB 
outbreak. The high-risk designation can be 
limited to a defined area or specific group of 
health care workers with potential exposure 
to the outbreak cases. Baseline testing should 
occur of all health care workers at all facili-
ties.)

Inpatient hospitals of less than 200 beds 
and outpatient: Low risk is fewer than 3 TB 
patients in a year, moderate risk is 3 or more 
TB patients.

Inpatient hospitals of more than 200 beds: 
Low risk is fewer than 6 TB patients in a year, 
moderate risk is 6 or more TB patients.

Laboratories: Low risk laboratories do not 
manipulate clinical specimens that might con-
tain M. tuberculosis. Moderate risk laborato-
ries do manipulate such specimens.

Other considerations: CDC notes that set-
tings that treat a high-risk population, such 
as HIV or immunocompromised patients or 
patients with multi-drug resistant TB, might 
need to be considered moderate risk even if 
they meet the definition of low risk.

Serial screening: None (after baseline) 
for health care workers in low-risk settings. 
At least yearly for health care workers in 
medium-risk settings. Every 8 to 10 weeks in 
high-risk settings until the ongoing transmis-
sion has ended. Then the setting is considered 
medium risk for at least a year. 

Editor’s note: The CDC guidelines for pre-
venting TB transmission in health care settings 
are available at http://ow.ly/k9KBP  n

possible and where possible eliminate things that 
aren’t giving us benefit,” she says.

From low risk to moderate

As hospitals limit their TB screening programs, 
there’s one caveat: TB risk might not always 
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“If that second test is negative, then our data 
suggests that all other tests would be negative as 
well,” he says. “The blood tests are complicated 
tests and there are many steps where variability 
can enter.”

Some occupational health experts have sug-
gested retesting employees who are just above 
the cutoff to reduce the risk of false positives 
with interferon gamma release assays (IGRAs). 
(See HEH, October 2012, p. 114.)

CDC funded a large study of serial TB test-
ing of health care workers. Although the results 
have not yet been published, Navin says the 
study doesn’t support altering the cutoff.

“So far, it looks like the issue of the best cut-
off is not really the important issue,” Navin 
says. “The important issue is the variability of 
the test in a low-risk population. Changing the 
cut-off really doesn’t change that fundamental 
problem of the blood test, [which is] the unex-
pected variability in low-risk persons.”

Many occupational health professionals 
already make a judgment call on TB tests. At 
the Mayo Clinic in Rochester, MN, occupa-
tional medicine physician William Buchta, MD, 
MPH, retests employees if they are low-risk and 
have TB test results near the cutoff. “If it’s a 
low-probability population, it better be a pretty 
positive test to convince me they actually have 
disease,” he says.

What if the health care worker is foreign-born 
and comes from a country in which tuberculosis 
is endemic? CDC does not recommend treat-
ing health care employees differently based on 
ethnicity or national origin. Navin notes that 
foreign-born health care workers receive TB 
screening when they first are hired by a health 
care facility, as do all employees.

“Our surveillance indicates that the highest 
risk [of having a positive TB test] is right after 
they arrive [in the United States],” he says. “It 
drops substantially in the [subsequent] years.”  
n

‘Focused coping’ 
relieves job stress 
Employers can improve HCW coping skills

Each nurse has a way of coping with the 
stresses of the job, whether there is conflict 

with coworkers or patients or difficulty balanc-
ing the demands of work and family life. But 
those who cope most effectively use just one or 
two strategies, recent research shows.1 

Nurses who used focused coping reported 
fewer physical symptoms, less burnout and 
greater overall sense of being able to deal with 
stressors, even after controlling for workload, 
sense of control and support in the workplace, 
the study found.

By encouraging this “focused coping,” 
employers can help health care workers manage 
the stress and ultimately improve their ability 
to function at work, says Robert Wright, PhD, 
a postdoctoral researcher at the Center for 
Research on Occupational & Environmental 
Toxicology at the Oregon Health & Science 
University in Portland.

“There was not one coping strategy that was 
universally most effective,” says Wright. “Find-
ing a good match between the stressor charac-
teristics and coping efforts seems to be what’s 
[important]. For each individual, there may be 
a unique match between those characteristics 
and the coping method.”

Wright’s study involved 144 RNs from 
around Oregon and was part of the multi-year 
Oregon Nurse Retention Project. The nurses 
completed a web-based questionnaire every 
week for 12 weeks, which asked them about 
the most positive and negative things that hap-
pened in that week. The questionnaire also 
asked about coping strategies.

Wright and his colleagues identified nine 
possible strategies, including actively trying to 
change the problem, trying to reinterpret it to 
create a more positive outcome, getting relief 
from humor or prayer, seeking social support, 
or trying to avoid or ignore the problem.

Finding the right strategies may be important 
in nurse retention, especially for new nurses, 
says Bob Sinclair, PhD, associate professor of 
psychology at Clemson University in South 
Carolina and a project leader in the retention 
research.

“Some people are better at finding the right 
strategy than others,” he says. “[That’s impor-
tant] particularly in the first few years of a 
nurses career, when they learn to cope with the 
demands of the job. Some people do and some 
people don’t.”

The research pointed to steps employers 
could take to encourage coping skills, Wright 
says. Here are some of the significant issues:
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A high workload means less coping. “We 
did find as hours worked per week increased, 
the effectiveness of coping efforts decreased,” 
he says. By managing work hours and sched-
ules, employers can help avoid burn-out among 
nurses, he says.

experienced nurses are better at coping. 
Longer tenure was associated with better cop-
ing. Employers could encourage mentoring of 
younger nurses by older nurses and create teams 
that have a mix of organizational experience, 
Wright says.

Policies can address major stressors. It may 
be possible to reduce or even eliminate some 
of the triggers of work stress. Many hospitals 
have anti-bullying policies or policies that gov-
ern physician behavior. The Joint Commission’s 
leadership standard has elements of performance 
that require hospitals to develop a code of con-
duct and a process for managing “disruptive 
and inappropriate behaviors.” Inappropriate 
behavior can include verbal outbursts, refusal to 
answer questions or return phone calls, or con-
descending language. Magnet hospitals, which 
have higher rates of nurse retention, also rely 
on teamwork rather than a strictly hierarchical 
structure.

nurses can be empowered to help fix prob-
lems. If you want to know why nurses are 
stressed out, you should ask them, says Sinclair. 
He advises using an employee survey and fol-
lowing up with focus groups. “It’s not just lis-
tening, it’s actually responding,” he says. “You 
might find out that the most important issue is 
that you’ve got computer technology that’s out-
dated and not effective.”

Coping skills can be taught. Employers can 
conduct education sessions to help nurses 
develop coping strategies, Wright says. This 
could be incorporated with wellness, since sleep 
and exercise may help employees cope, as well.

Nurses often need to resolve conflicts with 
each other. In Wright’s study, the greatest inter-
personal conflict was among nurses. Often, it 
involved a perceived injustice or unfairness, he 
says. For example, younger nurses would com-
plain that older nurses would relegate them to 
doing more menial or unpleasant tasks. The 
results echoed the widely quoted claim that 
“nurses eat their young.” Employers can work 
to counterbalance that by providing formal 
mentoring and a way for nurses to communicate 
their concerns, Wright says.  

Teamwork means 
healthy, happy health 
care workers
Group approach boosts wellness

Want a healthier, happier workforce? Try 
the team approach to wellness.

Employers often offer incentives for their 
employees to lose weight, stop smoking, exer-
cise, or otherwise adopt healthy habits that 
eventually lead to lower medical costs. But at 
Oregon Health & Sciences University in Port-
land, those incentives are boosted by teamwork.

With “Healthy Team, Healthy U,” teams of 
about five employees join together for 12 weeks 
to learn about healthy lifestyles and to work 
toward goals.

Individuals earn points for logging into the 
program’s website and completing tasks. But if 
the entire team attends 30-minute weekly ses-
sions and completes activities, the employees can 
double their points — which add up for bonus 
money or discounts off their health insurance 
premiums.

“It’s our belief that people are hardwired to 
be in teams, to be in groups,” says Linn Gold-
berg, MD, professor of medicine and head of the 
Division of Health Promotion & Sports Medi-
cine and director of the Human Performance 
Laboratory at OHSU. “That’s how we survived 
throughout the ages.”

The employees take turns being the team 
leader, and they share scripted information from 
a wellness guide and workbook. This works 
better than lectures or other types of education, 
says Goldberg. The teams even work together 
to create their own “public service announce-
ments,’ promoting lifestyle changes.

“You want it to be interactive,” he says. “You 
really elicit the genius within the employees. 
They become not only the receivers, but they are 
those who induce other people to be active and 
healthy themselves. You create a web of folks 

RefeRenCe 

1. Wright, R.R. (2012). Coping with interpersonal conflicts 
at work: An examination of the Goodness of Fit Hypothesis 
among nurses. Dissertation.Portland State University, Port-
land, OR.  n
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COMING IN FUTURE MONTHS

Nurses participate in this CNE/ CME program and 
earn credit for this activity by following these 

instructions.
1. Read and study the activity, using the provided ref-
erences for further research.
2. Log on to www.cmecity.com to take a post-test; 
tests can be taken after each issue or collectively at 
the end of the semester. First-time users will have to 
register on the site using the 8-digit subscriber number 
printed on their mailing label, invoice or renewal notice. 
3. Pass the online tests with a score of 100%; you will 
be allowed to answer the questions as many times as 
needed to achieve a score of 100%. 
4. After successfully completing the last test of the 
semester, your browser will be automatically directed 
to the activity evaluation form, which you will submit 
online. 
5. Once the completed evaluation is received, a credit 
letter will be e-mailed to you instantly.  n

CNE 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 employ-
ees;

•	 describe	how	the	clinical,	administrative	and	
regulatory issues particular to the care of hospital 
employees affect health care workers, hospitals, or 
the healthcare industry at large;

•		 cite	solutions	to	the	problems	faced	in	the	care	of	
hospital employees based on expert guidelines 
from relevant regulatory bodies, or the indepen-
dent recommendations of other employee health 
professionals.  

who encourage healthy behaviors throughout 
the environment.”

The program is based on the “peer influence” 
approach used with other groups, such as anti-
drug programs for teenagers. In an animated 
online video, Goldberg explains the concept to 
the employee-teams as an introduction: “Co-
workers plus common goal equals remarkable 
results.”

And so far, the results have been remarkable. 
“We reduced BMIs [body mass index] for those 
above 25 [which are overweight or obese],” he 
says. “We reduced systolic blood pressures of 
10 mm Hg mercury for those over 135 and we 
reduced diastolic 5 mm Hg mercury for those 85 
and above.

“We reduced depression scores to ‘not 
depressed’ for those who said they were 
depressed when they started. We improved hap-
piness scores for those who said they were not 
happy. We almost doubled the amount of fruit 
and vegetable intake for those eating two or less 
servings a day. We just about doubled exercise 
behaviors for those [who had] less than two 
[exercise sessions] per week.”

Overall, employees reported that they felt 
healthier and missed less work after the 12-week 
program, Goldberg says.

Among those with high blood pressure, the 
average diastolic reading dropped from 92 to 87 
and the average systolic reading dropped from 
142 to 132, he says. “That’s as good as a drug 
does,” he says.

The program also attracts employees who 
already have a healthy lifestyle and normal 
weight, acknowledges Goldberg. “You want 
them to continue with their good habits, but 
you really need to impact those with unhealthier 
habits,” he says.

About 3,000 of the university and health sys-
tem’s 14,000 employees participated when the 
program launched. This year, they will be able 
to join a 2.0 version. “It’s a little more vigorous. 
We’re demanding a little more,” says Goldberg. 
Other employees are signing up for the initial 
program, as well.

They all hear the basic message of “Healthy 
Team, Healthy U,” as Goldberg’s animated 
character says on the video: “Your team is 
counting on you. Through this proven health 
intervention, you’ll be making healthier deci-
sions and getting rid of all those pesky health 
risks surrounding that sedentary lifestyle in no 
time.”  n
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1.  According to 2012 guidelines from the Centers for 
Disease Control and Prevention, health care work-
ers should have pre-vaccination serologic testing 
for hepatitis B on hire if they are:
A. in their first position after training and therefore 
more likely to have needlesticks
B.  foreign-born or performing exposure-prone 
procedures
C. All health care workers should have pre-vaccina-
tion testing.
D. Pre-vaccination testing is not necessary for any 
health care workers.

2.  According to Megan Gosch, MPH, public health 
program specialist at the National Center for Oc-
cupational Health and Infection Control of the 
Veterans Health Administration in Gainesville, FL, a 
new B95 respirator designed for health care would 
have what characteristic?
A. It would have a higher level of protection to 
block biologic agents.
B. It would be made of a more durable material so it 
could be reused.
C. It would be more comfortable and tolerable so it 
could be worn for longer periods.
D. It would be more similar to the current surgical 
mask.

3.  With the emergence of carbapenem-resistant en-
terobacteriaceae (CRE), what does CDC say health 
care workers should do to help stop its spread?
A. Improve compliance with PPE and hand hygiene.
B. Be tested for CRE colonization.
C. Wipe down all personal items, such as keyboards 
and telephones, with alcohol.
D. Wear a mask when caring for a patient with 
suspected CRE.

4.  According to Thomas Navin, MD, chief of the 
surveillance, epidemiology and outbreak investiga-
tions branch in CDC’s Division of TB Elimination, 
what should you do if an employee with no known 
exposure and no personal risk factors has a positive 
TB blood test that is just above the cutoff?
A. Consider it a positive and refer the employee for 
treatment of latent TB infection.
B. Consider it an aberration. No further testing is 
needed.
C. Switch to a TB skin test and compare the results.
D. Retest with another blood test and if the second 
test is negative, no further testing or treatment is 
necessary.


