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Blood test vs. skin test: Are hospitals
ready for the TB ‘gold standard’?
Hospitals consider secondary use of Quantiferon

After years of frustration with tuberculin skin tests, hospitals have
a chance to revolutionize their TB screening with a new blood
test. But even as the Centers for Disease Control and Prevention

(CDC) issued guidelines for its use, few seem poised to take that step.
For the foreseeable future, the tuberculin skin test remains the pre-

dominant screening method. Because of cost and other concerns, many
hospitals view Quantiferon-TB Gold as just an extra tool to be used on a
selective basis.

That stance puzzles public health authorities, who view Quantiferon-
TB Gold as the first significant advance in a century of TB testing and the
new “gold standard.”

In fact, the tuberculin skin test has posed a host of problems for
employee health professionals: the subjective nature of the readings, false
positives, two-step baseline testing, and the need for employees to show
up twice to have the test placed and then interpreted. TB skin tests also
may register a positive result if the employee has had a BCG vaccine or a
different mycobacterial infection. The blood test works by measuring a
component of the cell-mediated immune response to two proteins in the
cell wall of M. tuberculosis.

“There’s a lack of faith in the tuberculin skin test,” says Michael
Iademarco, MD, MPH, associate director for science in the division of
tuberculosis elimination at the CDC in Atlanta. “When you get a positive
with the Quantiferon test, you’ll be getting fewer of them. It is more spe-
cific. When you get that positive, the infection control program will be able
to focus on these true positives and get them to the needed treatment [for
latent TB infection].”

CDC’s draft updated TB guidelines tout the advantages of
Quantiferon-TB, citing a study stating that the blood test “may be more
efficient and cost-effective than TSTs [tuberculin skin tests].” (The final
publication of the TB guidelines was pending at HEH presstime.)
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The blood test offers reassurance to health care
workers, particularly those foreign-born workers
who have a history of BCG vaccination, says
Rachel Stricof, MPH, chair of the TB task force of
the Association for Professionals in Infection
Control and Epidemiology (APIC). She is also
APIC’s liason to the Advisory Council for the
Elimination of TB.

“If I had an exposure, I would prefer having
the Quantiferon-TB Gold test rather than the
tuberculin skin test because I believe the results
are more likely to be reliable,” she says.

Employee health professionals recognize the
benefits of Quantiferon-TB Gold. It is an adminis-
trative relief, eliminating the need to follow up

with employees within 48 to 72 hours after the
placement of the test. Quality control is a major
issue with the tuberculin skin test, as test readers
sometime mistake erythema, or redness, for a posi-
tive reaction. CDC’s new TB guidelines call for
greater training requirements for the employees
who place and read the tests, including six hours
of lecture and demonstration and 16 hours of
supervised practical work by a TST reader.

But Quantiferon-TB Gold also poses chal-
lenges:

• Cost. Quantiferon may eventually become
the “gold standard,” but for now many hospitals
are viewing it as a golden luxury. “Actually, it’s a
money saver,” contends Mark Boyle, senior vice
president for sales and marketing at Cellestis Inc.,
of Valencia, CA, the manufacturer of Quanti-
feron-TB Gold. “There’s a lot of lost productivity
[when employees leave their posts to have their
skin test placed or read]. Those are real costs for
hospitals.”

False positives from the skin test also lead to
costly follow up, including chest X-rays, and
even unnecessary treatment for latent TB.

But the Quantiferon reagent is significantly
more expensive — about $15 a test for
Quantiferon-TB Gold compared to about $3 per
test for the tuberculin skin test. The savings
throughout the hospital in less staff time are
harder to quantify. Meanwhile, Quantiferon-TB
Gold also involves greater lab costs.

“The cost factor on Quantiferon is going to
make it a questionable test as far as whether it
can be used for routine screenings,” says Bruce
Cunha, RN, MS, COHN-S, manager of employee
health and safety at the Marshfield (WI) Clinic.
At least for now, Cunha plans to use the blood
test as a secondary test when the tuberculin skin
test produces a questionable result.

The Mayo Clinic in Rochester, MN, is taking a
similar, staged approach. In a pilot project, the
Mayo Clinic will use both Quantiferon-TB Gold
and the regular two-step TB skin test for baseline
testing of new employees. “We’re going to do a
cost analysis and see if Quantiferon would actu-
ally be cheaper in the long run,” says William
Buchta, MD, MPH, medical director of the
Employee Occupational Health Service at Mayo.

Quantiferon also will be used as a confirma-
tory test after a positive skin test if it is equivocal,
he says.

Iademarco notes that there are no data evaluat-
ing the use of Quantiferon in conjunction with
annual skin testing, and that the CDC doesn’t rec-
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ommend using both tests. “We don’t have any
specific recommendations coming out in that
regard. I don’t really see a place for that,” he says.

The University of Texas Health Center at Tyler
switched to Quantiferon-TB Gold this past year.
The cost was mitigated by a reduction in serial
testing that also occurred last year.

“As part of our 2005 TB risk assessment, we
looked at our risk classifications and determined
that we could reduce the frequency of testing in
some cases,” says Marian Crawford, RN, COHN,
nursing coordinator of the Occupational Health
Clinic. “Employees who work in non-clinical set-
tings and do not share air space with TB patients
will be tested at hire and upon exposure, but do
not receive serial testing.” The frequency of most
serial testing was reduced from every six months
to annually, she says.

“We did a cost analysis and looked at the cost of
Quantiferon-TB Gold compared to a skin test. The
cost saving is in employee time and administra-
tive issues,” she says. “For our new employees, it
ended up being pretty much the same cost because
you went from four visits [with two-step baseline
skin testing] to one visit. For our serial visits, it’s a
little more expensive to use the Quantiferon.” 

Quantiferon is especially useful with employ-
ees who may have had BCG vaccination, she
notes.

• Laboratory expertise. To use Quantiferon,
hospitals need easy access to a laboratory with
the capability to perform the test. The lab also
must develop its own quality assurance system;
Cellestis does not provide a proficiency panel.

Timing is an important issue, as the blood sam-
ple must be processed by a lab within 12 hours of
the blood draw. The next version of Quantiferon,
which awaits Food and Drug Administration
approval, would allow a longer time period
between the blood draw and the lab processing,
Boyle says.

Quantiferon is an ELISA-based test that is not
difficult for labs to incorporate, says Boyle. But it
may take time before use of the test becomes
widespread. In some parts of the country, it may
be difficult to find a lab that is prepared to run
the Quantiferon test.

Recently, Cunha tried to find a lab in Michigan
to test the blood of a soldier who had returned
from Iraq. (Cunha is serving in the Army reserve,
but based in Wisconsin.) He could not find a lab
that could perform a Quantiferon test in the state.

• Employee attitudes. Will employees embrace
the new test? Many of them may appreciate the
efficiency of the blood test and its specificity. But
others may find the blood draw to be more inva-
sive than a simple prick of the skin.

“I think people understand the reticence a lot
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Quantiferon-TB Gold:
Positive, negative?

This is an excerpt from the Guidelines for Using
Quantiferon-TB Gold issued by the Centers for
Disease Control and Prevention. The full guidelines
are available at www.cdc.gov/mmwr/.

• A positive QFT-G result should prompt the
same public health and medical interventions as a
positive TST result. No reason exists to follow a
positive QFT-G result with a TST. Persons who
have a positive QFT-G result, regardless of symp-
toms or signs, should be evaluated for TB disease
before latent tuberculosis infection (LTBI) is diag-
nosed. At a minimum, a chest radiograph should
be examined for abnormalities consistent with TB
disease. Additional medical evaluation would
depend on clinical judgment on the basis of histori-
cal findings (including exposure to infectious TB),
physical examination, and chest radiography. HIV
counseling, testing, and referral is recommended

because HIV infection increases the suspicion for
TB and the urgency of treating LTBI. After TB has
been excluded, treatment of LTBI should be con-
sidered.

• The majority of healthy adults who have nega-
tive QFT-G results are unlikely to have M. tuberculo-
sis infection and do not require further evaluation.
However, for those with recent contact with people
with infectious TB, negative QFT-G results should
be confirmed with a repeat test performed eight to
10 weeks after the end of exposure, as is recom-
mended for a negative TST result.

• An indeterminate QFT-G result does not pro-
vide useful information regarding the likelihood of
M. tuberculosis infection. The optimal follow up of
persons with indeterminate QFT-G results has not
been determined. The options are to repeat QFT-
G with a newly obtained blood specimen, adminis-
ter a TST, or do neither. For persons with an
increased likelihood of M. tuberculosis infection
who have an indeterminate QFT-G result, admin-
istration of a second test, either QFT-G or TST,
might be prudent.  ■



of employees are going to have to being phle-
botomized every year,” says Mark Russi, MD,
MPH, associate professor of medicine and public
health at the Yale University School of Medicine
and director of occupational health at Yale-New
Haven (CT) Hospital.

It may simply be a matter of time before
Quantiferon gains favor in hospitals. The
updated TB guidelines give hospitals more flexi-
bility in TB screening, enabling settings at low
risk for tuberculosis to eliminate TB screening
unless there is an exposure.

In low-risk settings, positive results on the skin
test are also more likely to be false positives, notes
Iademarco. “In the health care setting, false posi-
tives are a big burden,” he says. A more specific
test may be just what those hospitals need.  ■

Breathless at work: HCWs
face asthma hazards
Cleaning agents trigger onset of asthma

Health care workers are breathing easier
thanks to a widespread shift toward pow-

der-free latex gloves. But other workplace haz-
ards remain that make health care one of the
industries with the greatest prevalence of occupa-
tional asthma.

Cleaning products are one of the leading
causes of occupational asthma in the health care
industry, studies and surveillance data indicate.
Solvents and infectious diseases also contribute
to occupational asthma.

Health care workers are diagnosed with occupa-
tional asthma more frequently than expected based
on their workforce representation, according to an
analysis of 1,879 work-related asthma reports.1 The
cases came from physician reports and hospital
discharge data from Massachusetts, Michigan,
New Jersey, and California from 1993 to 1997.

About 16% of the confirmed work-related
asthma cases occurred among health care work-
ers, although they represented only 8% of the
workforce, says Elise Pechter, MPH, CIH, an
industrial hygienist with the Massachusetts
Department of Public Health in Boston and lead
author of the study. Personal interviews con-
firmed the work-related onset of the asthma and
provided additional information about cases.
Two-thirds (67%) of the health care workers had a

new onset of their asthma related to workplace
exposures; one-third had a work-related aggrava-
tion of asthma. The findings show that health
care workers are at risk for occupational asthma,
says Pechter, although she cautions that they may
be over-represented in the surveillance system
because they are more likely to access health care,
receive an accurate diagnosis, and identify asth-
magens in the workplace.

“These are health care workers who never had
asthma in their lives or had been symptom-free
for two years or more,” Pechter says. “In our
data, based on interviews with the people who
have asthma, the most commonly reported expo-
sure was cleaning products, including ammonia,
bleach, disinfectants, and floor strippers.”

Asthma has been recognized as a workplace
hazard for health care workers since 1994 in
surveillance reports collected by the National
Institute for Occupational Safety and Health
(NIOSH). The most recent NIOSH Work-related
Lung Disease (WoRLD) report shows higher-
than-average rates of occupational asthma among
several health care occupations. Respiratory ther-
apists have a higher proportionate mortality ratio
from occupationally related asthma, and of the
top 25 occupations for asthma mortality, nine are
health-related occupations, including “health
diagnosing practitioners,” registered nurses, and
health aides, notes Lee Petsonk, MD, senior med-
ical officer at NIOSH’s division of respiratory dis-
ease studies in Morgantown, WV.

In the surveillance data analyzed by Pechter
and colleagues, nurses represented the largest
health care occupation with occupational asthma.

“It’s a rather consistent finding,” says Petsonk.
“Different approaches [to surveillance] have
highlighted a group of health care workers, not
just one occupational category.”

Latex has been a significant trigger for work-
related asthma in health care. But the widespread
switch to powder-free, low-protein gloves has
reduced the new cases of sensitization, says Kevin
Kelly, MD, chairman of the department of pedi-
atrics at Children’s Mercy Hospital and Clinics in
Kansas City, MO, and a latex allergy expert. He
also is chief of pediatrics at the University of
Missouri-Kansas City School of Medicine.

A German study found that about a third of
health care workers with natural rubber latex
allergy or sensitization had a loss of sensitization
after about three years of avoiding contact with
latex and working among co-workers who used
only powder-free gloves. Their latex allergy or
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sensitization had initially been symptom-free, but
their sensitization was confirmed by natural rub-
ber latex-specific IgE serum antibodies.2

It’s too soon to quantify the impact of powder-
free, low-protein gloves on occupational asthma
rates because of the lag in reporting and surveil-
lance. Kelly is conducting a prospective study
looking at new sensitizations among health care
workers. But he sees a major shift.

“I used to see two to four new patients per week.
If I see two patients per year with this disease, that
would be the maximum,” says Kelly, who previ-
ously chaired the allergy and immunology division
at the Medical College of Wisconsin in Milwaukee.

Sensitized individuals may be able to return to
work if they use synthetic gloves while their co-
workers use powder-free, low-protein latex gloves,
says Kelly. “If you remove those powdered, high-
protein latex gloves from their use and their envi-
ronment, a percentage of [latex-allergic employees]
lose their sensitization to latex,” he says.

Cleaners, sterilizers are culprits

Yet other health care-related asthma concerns
remain. While latex accounted for 20% of the occu-
pational asthma among health care workers identi-
fied in the four-state surveillance, cleaning products
were the trigger in 24% of the cases. Gluteraldehyde
accounts for 9% of cases and formaldehyde for 5%.

Benzalkonium chloride is one irritant that has
been documented to trigger occupational asthma. It
is commonly found in cleaning products, but its
potential as an asthmagen is not well recognized,
says John W. Burress, MD, MPH, FACOEM, medi-
cal director of the department of occupational and
environmental medicine at Boston Medical Center.

“Because of its ubiquitous use [in cleaning prod-
ucts], even if the incidence rate of an allergy-medi-
ated asthma is low, it still represents a significant
risk for health care workers,” he says.

Burress recalls one case of an allergic phle-
botomist who worked in a small community hospi-
tal, which had made an effort to remove products
containing benzalkonium chloride, or BAC.
However, one day a co-worker unknowingly
sprayed a disinfectant that contained BAC on a lab
bench at least 25 feet away. “Within seconds, [the
phlebotomist] developed a tightening in her throat,
began to get a tightness in her chest, and began to
wheeze,” says Burress.

She was treated in the emergency department
with bronchodilators and solumedrol and observed
before discharging to home on prednisone taper and

close follow up, says Burress. “She was able to con-
tinue working after another search of the whole
facility had been made to remove any other benza-
lkonium chloride-containing products,” he says.

However, the nature of her symptoms convinced
Burress that it was a type one reaction, similar to the
latex allergic response. Although sensitization to
BAC is very infrequent, because of its common use,
employee health professionals should be aware of
its potential to cause allergy-mediated asthma
among health care workers, he says.

Respiratory therapists at risk

Why are respiratory therapists at greater risk
from occupational asthma? No one knows, but
possible clues range from the aerosolized treat-
ments to the exposure to infectious diseases.

Initially, epidemiologists wondered if people
with asthma were simply more likely to choose
respiratory therapy as a profession. “The studies
that have been done have excluded that [as a
cause of the high rates of occupational asthma],”
says Petsonk. “In general, the majority had symp-
tom onset that occurred while they were work-
ing, not before.”

Respiratory therapists are exposed to a number
of hazards, including sterilants used to sterilize
the equipment, coughing patients, and the
aerosolized treatments themselves. They should
give the treatments while the patient sits in a pro-
tective booth, advises Petsonk. An emphasis on
respiratory hygiene — placing a mask on a cough-
ing patient, if possible — is also important, he
says.

“The role of infectious agents like viruses in
asthma is not well defined,” he says. “But there is
a suspicion that certain viruses can either stimu-
late people with asthma to get sicker or to cause
damage to the airways that can cause asthma.”

Much more needs to be learned about occupa-
tional asthma in health care. But an awareness of
the possible asthma triggers can help health care
workers avoid the hazards and provide valuable
information to employee health professionals.
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Health system is ‘proud 
to be smoke-free’
Communication is key to successful switch

Health care workers taking a break and smoking
in the cafeteria, the hallways, or even beside

the loading dock don’t exactly convey the image of
a healthy environment and lifestyle that hospitals
seek to promote. Increasingly, hospitals and health
systems are adopting a smoke-free policy that
applies to patients, visitors, and employees alike.

The shift to a smoke-free environment can occur
smoothly if you have the support of senior leader-
ship and you involve employees in the change,
says Michael Lischak, MD, MPH, medical director
of Corporate WORx, the occupational medicine
and hospital employee health division of
Columbia-St. Mary’s Health System in Milwaukee,
which has four hospitals and 30 clinics.

Columbia-St. Mary’s felt a strong motivation to
take the step. After all, many cities and states
have already instituted smoke-free public facili-
ties and limitations on smoking in restaurants
and other gathering places.

“The health care industry should be exemplars
of a healthy lifestyle,” says Lischak. “It’s just
inconsistent with our whole health and wellness
mission to allow smoking in a health care facility.”

Columbia-St. Mary’s effort began with a senior
executive level working group that met to deter-
mine the best way to implement a smoke-free
environment. They took a deliberate approach,
anticipating some resistance among smokers. “We
consciously took our time,” says Lischak. “We
took about a year [to introduce the program].”

The easier part was developing the policy. “The
policy is really simple to state. It’s no smoking any-
where, anytime by anyone, anywhere on the pre-
mises belonging to the hospital.” There are no special
smoking lounges. Employees and visitors may not
smoke in the parking lot. There are no more smoking
breaks. “We are truly smoke-free,” says Lischak.

Making a smooth transition

To provide a smoother transition, the steering
committee involved employees, managers, and
security personnel, who would be involved in
enforcing the no-smoking rule. The health system
held focus groups to give employees a chance to
express their views on a smoke-free environment.

Predictably, some smokers were opposed.
“There were some folks who showed up and
said, ‘You can’t do this, we don’t want you to do
that.’ We quickly clarified whether we’re going to
be smoke-free was not negotiable.”

In fact, even the medical staff of one of the hos-
pitals expressed reservations. A physician from
the Centers for Tobacco Research in Madison, WI,
came to speak to the medical staff and convinced
them of the importance of the effort.

In keeping with the theme of being “anti-smok-
ing” not “anti-smoker,” the health system provided
support to smokers. Standing orders enable
patients and employees to readily receive nicotine
replacement therapy. The benefit plan was changed
to cover smoking cessation classes and treatments.

A random survey of employees revealed that
only 12% smoke, while about 21% of adults are
smokers, says Lischak. He hopes that a repeat
survey conducted a year after the launch of the
smoke-free policy will show a drop in the num-
ber of employees who smoke, although he notes,
“The reason we did this was not to get our em-
ployees to quit smoking. That would be a nice
consequence, but it wasn’t the reason.”

‘Proud to be smoke-free’

The “Freedom from Smoking” policy went into
effect July 4, 2005, with “Proud to be smoke-free”
buttons. By that time, Lischak had worked with
the local medical society to create a smoke-free
collaborative, and other hospitals in the area
agreed to adopt a smoke-free policy, as well.

That allayed fears that smoking employees would
quit and move to another hospital in the area. “We
have had no employees quit because of the policy,”
he says. “To the best of my knowledge, we haven’t
disciplined any employees. We really had virtually
no complaints; it’s really gone very smoothly.”

Communication was important in the transi-
tion, Lischak says. The new policy was announced
about six months before it became effective.
Managers were educated at their regular manage-
ment meetings. They will address violations of the
policy as they would any other work rule, by issu-
ing reminders and verbal warnings — and further
disciplinary measures, if necessary.

Creating a smoke-free environment is not as dif-
ficult as it may seem, says Lischak. It just requires
commitment and some options, such as nicotine
replacement therapy. Lischak has this advice for
hospitals that want be become smoke-free:

“Plan for it. Involve employees. Explain the
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message very clearly, a positive message about
health and about a health care system setting an
example. Smoking is just incompatible with the
mission of a health care facility. It’s sort of tragic
that it’s taken us this long to realize that.”  ■

‘A pitch’ for safety, a
homerun for employees
Patient handling injuries drop dramatically

Ergonomics is a science of workplace design.
But in practice, it also presents a mathemati-

cal puzzle and a behavioral challenge. How will
you pay for new equipment? How will you
change years of habits?

Provena Health, a system with six hospitals
and 12 long-term care facilities based in Mokena,
IL, found the answers to those questions and was
rewarded with a rapid payback. In just one year
at Provena St. Joseph Medical Center in Joliet, the
first facility to launch the program, patient han-
dling injuries dropped from 65 to 19.

“We didn’t think we’d see such a reduction in
injuries in such a short period of time,” says
Michelle Koscik, PT, inpatient therapy supervi-
sor at St. Joseph and one of the coordinators of
the safe patient handling program. Koscik and
her colleagues will be presenting their success
story at the sixth annual Safe Patient Handling &
Movement Conference to be held in Tampa, FL,

in late February. (For more information, see box
below.)

Success came from a comprehensive effort that
included a significant investment in both equip-
ment and training. ARJO, a patient handling
equipment firm based in Roselle, IL, offered to
provide the training, ongoing consulting services,
and a guarantee that the health system would
achieve a reduction in patient handling injuries
or receive a partial refund. ARJO also conducted
a needs analysis to advise Provena on the appro-
priate mix of lifts and assistive devices.

From the beginning, top administrators sup-
ported the program, but there were concerns
about where to find the funding. The investment
was huge: $1.2 million initially, an amount that
grew to about $3.5 million with the purchase of
additional equipment. The breakthrough came
when coordinators received approval to take the
money from the workers’ compensation trust
fund, a fund developed by the self-insured sys-
tem to address the health and safety needs of
employees.

“Being self-insured adds to the motivation for
us to do something,” says Matt Klebenow, MS,
OTR/L manager of the industrial rehab program.
“Every injury comes off our bottom line.”

An analysis of patient handling injuries showed
that 80% occurred during lateral transfers or repo-
sitioning of patients. So the health system pur-
chased Hovermats and Maxi Slides, which reduce
friction, in addition to mechanical lifts.

St. Joseph, the first to launch the program, set
up a room with beds for employees to evaluate
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Conference promotes
safer handling practices
Sessions are both scientific and practical

Asafe patient handling program can start with
selection of appropriate equipment, a plan for

implementation, and a core group of trained em-
ployees. You can get those elements at the upcom-
ing Safe Patient Handling & Movement Conference,
to be held in Tampa, FL, Feb. 27-March 3.

The conference is sponsored by the patient safety
center of the James A. Haley VA Hospital in Tampa
and the National Institute for Occupational Safety and
Health (NIOSH). The conference offers both scientific
presentations and opportunities for hands-on learning.

For example, it could be a venue to train patient han-
dling coaches who will then train other employees.
They would have the opportunity to try out equipment at
vendor exhibits and to tour existing safe patient han-
dling programs in action at the VA hospital and Tampa
General Hospital.

A record number of participants are expected at the
conference, including international researchers, says
Mary Matz, MSPH, the VA hospital’s administration
patient care ergonomics consultant.

Nurses at the conference have even influenced
manufacturers to develop new types of lift equipment,
she says. “The industry has been very, very receptive
to suggestions,” she says.

This year’s conference will include sessions on
bariatric and other special needs, cost justification of
programs, and best practices. More information is avail-
able at www.cme.hsc.usf.edu/sphm/.  ■



the equipment choices. They took turns acting as
patients or caregivers and then completed a sur-
vey indicating their preferences.

A new three-page minimal lift policy detailed
when the equipment should be used, including
exceptions in the case of emergency or if a patient
refused. Equipment shouldn’t be used if the
patient needs to support his or her own weight as
a part of therapeutic rehabilitation. The policy
outlines the maintenance and storage of the
equipment, and it includes a skills checklist.
Training was a critical component of the pro-
gram, says Wanda Dillberg, RN, manager of
employee health services. Diligent Services, a
division of ARJO, trained 140 “transfer mobility
coaches,” or TMCs. They each received eight
hours of training at an off-site location. There are
at least three TMCs on each shift.

It took six to eight weeks for the TMCs to train
about 1,500 employees in the system’s new minimal
lift policy and newly purchased equipment.
“Employees are not allowed to use the equipment
unless they had training and they had a competency
check,” says Koscik. “We had them sign off that they
were aware that we had a minimal lift policy.”

St. Joseph unveiled the program with a base-
ball-themed promotion: Make a pitch for safety.
The launch date was hailed as “opening day,”
and the TMCs wore baseball jerseys. Newsletters
and flyers touted the new policy and equipment.
In the “Beeper for Cash” program, TMCs logged
each use of the equipment and called a beeper
number to report it. The first three people to log
50 uses of the equipment received $50.

The incentives built excitement, but the pro-
gram itself carried a deeper message. “It’s really a
morale booster for our employees,” says Dillberg.
“They understand that Provena is committed to
their health and safety. It’s also a statement to our
patients that we’re concerned about their safety
and their dignity. It no longer takes six or seven
employees to transfer a bariatric patient.”

Still, it’s difficult to change longstanding
habits. The hospital removed draw sheets and
minimized the use of bed pads to prevent those
from being used for lateral transfers. In one case,
an employee suffered a shoulder injury when she
failed to use the Maxi Slide that was actually sit-
ting at the end of the bed. (She received a disci-
plinary warning for that.)

Over time, the patient handling program is
becoming a part of the culture of the hospital.
TMCs meet quarterly to talk about any patient han-
dling issues. Program coordinators attend meetings

of the nursing operations council. The Diligent con-
sultant comes by at least once a month.

“It’s not just another initiative,” says
Klebenow. “This is not going to go away. This is
going to be a way of life at Provena.”  ■

Conventional thinking:
Track sharp safety use
Device lists help with inventory review

Despite your best efforts to promote sharps
safety, some of your health care workers still

use conventional needles and sharp devices that
lack an integral safety feature. Perhaps there is no
alternative. Or they have rejected the available
safety products as inadequate or inappropriate.

But how often are conventional devices used
unnecessarily when a comparable safety device is
available? And who is using them? You can keep
track of the use of conventional sharps by con-
ducting an inventory and keeping a list for
review as part of your exposure control plan,
sharps safety experts say.

Without such a system, the use of conventional
devices may persist long after suitable safety
options are available, says Catherine Galligan,
MS, clearinghouse manager of the Sustainable
Hospitals Program in Lowell, MA.

“If a conventional device is in use — appropri-
ately so for a certain application — just the fact
that the device is in the hospital means it could be
used for other things,” she says. ”It’s very, very
hard to control. It’s really surprising how many
conventional devices are still out there being
used routinely.”

There also may be a disconnect between pur-
chasing/materials management and employee
health/infection control. When devices appear on
a purchasing list, often “no one is really aware of
which ones are safety and which ones are con-
ventional,” says Galligan.

The Sustainable Hospitals Program offers a sim-
ple tool to track conventional devices (See box, p.
21.) The use of conventional devices should require
specific approval, Galligan says. “[The products]
shouldn’t even come through the door without
someone signing and recognizing that there are
conventional devices coming in,” she says.

Conventional devices will confound your 
(Continued on p. 22)

20 HOSPITAL EMPLOYEE HEALTH ® / February 2006



February 2006 / HOSPITAL EMPLOYEE HEALTH ® 21

Style 1. Exclusion List
This is a list of devices for which a safety alternative is

(or was) not available or appropriate, and it shows the use

and phase-out status of conventional devices. This is a
good basic list that provides an effective way of document-
ing exceptions to OSHA or state regulations. 

Style 2. List of Sharps Devices Used in Facility
This is a longer, more comprehensive list that shows all

sharps used throughout a facility. When organized as a
spreadsheet, it is easy to sort the information in different ways.
For example:

• Sort to show conventional devices in use, to flag excep-
tions to OSHA or state regulations.

• Sort by review date, to plan upcoming reviews of devices.
• Sort by device type or ID number, to show the number

of different devices used in the hospital

Old Product* New Product* Date Date of Review/Comments 
(Conventional (With integral Implemented Next 
device) safety feature) Review
Blood Gas Kits
Marquest Non-safety Marquest Safety 5/04 11/05 4/04 staff surveys
Blood Gas Kit  Kit 11/05 — survey to be conducted

Debridement Kit Medline Safety 4/04 —  7/04 staff survey
4/05 survey to follow 

Huber Needle 
Churchill Medical Churchill Medical 9/04 7/05 7/05 — Medical Oncology to trial 
Infusion Wing Huber Huber Safety Needle Braun product 
Needle  

Syringes
BD309625 Not available —  9/05 1cc TB 26g 3.8” Reviewed 9/04 
BD309574 BD309593 8/04 8/05 3cc, 22g, 1½”; 8/05 staff survey 
BD309626 BD305554 8/04 8/05 1cc TB 25g 5/8”; 8/05 staff survey 
BD309571 BD309594 8/04 8/05 3cc LL 23g 1”; 8/05 staff survey 
BD309570 BD309592 8/04 8/05 3cc LL 25g 5/8”; 8/05 staff survey 
Etc.

* Note: Example only. There is no implied endorsement or judgment of any product or manufacturer.

Sample Inventory Chart for Device Tracking
These charts, provided by the Sustainable Hospitals Program in Lowell, MA, can be used as a part of
your exposure control plan. For more information, see the website, www.sustainablehospitals.org. 

Department Type of Device Device ID* Safety (S) or Date for Comments 
Conventional (C) Next Review

Home Care Debridement Tray Medline C 6/05 Currently evaluating Medline 
BYNJ08831 Tray with safety scalpel*; 

#DYNJ08831 
ICU IV Insertion BD 38336  S —  20g 1” 

(Saf-T-Intima)
Blood collection BD 303380 S —  Blood collection assembly; 

plastic cannula 
Medication delivery Baxter 2N3379 S —  Injection site interlink 
Medication delivery BD 30401 S — Interlink vial access cannula 
Etc. 

Etc.

* Note: Example only. There is no implied endorsement or judgment of any product or manufacturer.

ABC Clinic — Sharps Exclusion List
Last Updated: 12/04

Hospital XYZ — Sharps Device List
Last Updated: 6/05



efforts to reduce needlesticks. According to an
analysis of 2002 percutaneous exposure data in
Massachusetts, 62% occurred with conventional
devices. Those data encompass 3,413 sharps
injuries among 101 hospitals; state law requires
hospitals in Massachusetts to report their percu-
taneous exposures each year.

The problem wasn’t just with suture needles,
scalpels, or specialty devices. “A majority of the
injuries involving hypodermic needles involved
standard devices without engineered safety fea-
tures,” says Angela Laramie, MPH, sharps injury
surveillance and prevention coordinator with the
Massachusetts Department of Public Health in
Boston.

Laramie says she expects to see improvements
as more recent data are analyzed, but hospitals
still need to be vigilant in their conversion to
devices with safety features.

Promoting sharps safety may be as simple as ask-
ing questions and setting expectations. At the Dana-
Farber Cancer Institute in Boston the use of
non-safety devices must receive approval from the
infection control committee. They are then placed on
an exemption list, which is reviewed at least annu-
ally. The infection control committee includes repre-
sentatives from nursing and purchasing, says Susan
O’Rourke, RN, CIC, infection control practitioner.

The outpatient facility includes a page in its
exposure control plan listing the device exemp-
tions, the department, and the date. For example,
a physician who performs Mohs micrographic
surgery felt that he didn’t get the precision he
needed from the facility’s safety scalpels. He 
trialed several scalpels, but still hasn’t found one
with acceptable performance.

Meanwhile, O’Rourke looks for any conven-
tional devices that may inadvertently have been
overlooked. “When we round in the different
clinics, I always ask the question, what safety
devices are you using? What non-safety devices
are you using?” she says.

If a physician brings non-safety devices in to a
facility, both the physician and the facility can be
cited under multiemployer worksite provisions
of the U.S. Occupational Safety and Health
Administration (OSHA), notes Amber Hogan,
MPH, manager of safety and health policy at BD
and a former OSHA industrial hygienist.
“Hospitals need to establish and enforce rigorous
internal protocol” regarding the use of safety and
non-safety devices, she says.

While you are tracking conventional sharps,
consider one other option: redesigning the proce-
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CE questions
5. What is the recommendation of the Centers for Disease

Control and Prevention regarding the use of Quantiferon-
TB Gold in conjunction with tuberculin skin tests?

A. The two tests can be used interchangeably.
B. TST should be used first, with Quantiferon-TB Gold as a

confirmatory test.
C. TST should be used generally, with Quantiferon-TB Gold as

a supplement for workers with prior BCG vaccination.
D. The CDC does not recommend the use of TST in conjunc-

tion with Quantiferon-TB Gold.

6. What has been the impact of powder-free, low-protein gloves
on occupational asthma caused by latex sensitization?

A. Health care workers with latex sensitization and occupa-
tional asthma can wear powder-free, low-protein gloves.

B. Health care workers may lose their sensitization if they
wear non-latex gloves and their co-workers wear powder-
free, low protein gloves.

C. Latex exposure was not related to occupational asthma.
D. There has been no impact from powder-free, low-protein

latex gloves.

7. The smoke-free policy at Columbia-St. Mary’s Health
System in Milwaukee states that:

A. employees may smoke only in a single specified smokers’
lounge.

B. employees may smoke outside the hospital buildings only.
C. employees may not smoke at work or at home.
D. employees, patients, and visitors may not smoke on health

system property.

8. At Provena Health in Mokena, IL, an analysis found that
most patient-handling injuries occurred:

A. during lifts from bed to chair
B. during transfers for toileting
C. during repositioning or lateral transfers
D. from misuse of equipment

Answer Key: 5. D; 6. B; 7. D; 8. C.

CE instructions 

Nurses participate in this continuing education
program by reading the issue, using the pro-

vided references for further research, and studying
the questions at the end of the issue. Participants
should select what they believe to be the correct
answers, then refer to the list of correct answers to
test their knowledge. To clarify confusion surround-
ing any questions answered incorrectly, please
consult the source material. After completing this
semester’s activity with the June issue, you must
complete the evaluation form provided in that issue
and return it in the reply envelope provided to
receive a certificate of completion. ■



dure to eliminate the sharp altogether. A method
called task analysis, which involves examining
each step of a procedure and possible alterna-
tives, can lead to the greatest improvements in
safety, says June Fisher, MD, director of the
TDICT (Training for the Development of
Innovative Control Technologies) project, which
provides tools and training to health care facili-
ties for sharps safety devices. She is also associate
clinical professor of medicine at the University of
California at San Francisco.

“You should think about other ways to do the
procedure. Is there a safer way to do it?” says
Fisher.

For example, in some cases surgical glues can
be used to close incisions rather than sutures,
notes Galligan. “You just eliminate the hazard as
much as possible,” she says.  ■

Izurieta HS, Haber P, Wise RP, et al. Adverse
Events Reported Following Live, Cold-Adapted,
Intranasal Influenza Vaccine. JAMA. 2005;
294:2720-2725.

In its first two seasons of use, the intranasal
influenza vaccine FluMist did not lead to

“unexpected serious risks,” according to a study
of adverse events reported to the U.S. Vaccine
Adverse Event Reporting System (VAERS).

Among 2.5 million vaccine recipients in the
2003-04 and 2004-05 seasons, there were 460
adverse events, 40 of them (9%) were considered
serious. No deaths were reported. The most fre-
quently reported events were respiratory, includ-
ing influenza-like illness, pharyngitis/tracheitis,
pneumonia, and sinusitis.

Allergic events (12%) included throat swelling,
rash, urticaria and edema. There were seven
reports of possible anaphylaxis. “The interval from
vaccination to symptom onset was less than three

hours for all cases, and 20 minutes or less for five
of the cases,” the authors stated. “Although no one
had a reported prior history of anaphylaxis or
known allergy to any of the vaccine components,
five cases had prior history of hypersensitivity
including contact dermatitis, hypersensitivity to
other drugs, and seasonal allergy.”

Numerous other events were reported, includ-
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■ Unmasking the risk
of flu transmission

■ Lack of TB follow-up
prompts OSHA
inspection

■ What can you learn
from sick employees?

■ Coping with
unannounced JCAHO
surveys

■ What nurses think
about safe patient
handling programs

COMING IN FUTURE MONTHS

Online reports available
for our subscribers

Readers of Hospital Employee Health who have
recently subscribed or renewed their previ-

ous subscription have a free gift waiting. As a
special bonus, Hospital Employee Health is offering
free online reports to subscribers.

Those who are renewing their subscription or
are new subscribers can receive the 2006
Healthcare Salary Survey & Career Guide, which
examines salary trends and other compensation
in the hospital, outpatient, and home health
industries. Also, each occupation is analyzed
for career potential, along with expert advice on
how to advance in each career.

The report is online at www.ahcpub.com. If
you’re accessing your online account for the first
time, click on the “Activate Your Subscription”
tab in the left-hand column. Then follow the
easy steps under “Account Activation.” After
the login process is complete, the report is avail-
able at “Online Bonus Report.”

If you have already activated your subscriber
number and password at www.ahcpub.com,
select the tab labeled “Subscriber Direct
Connect to Online Newsletters. Please select an
archive…” Choose your newsletter by the title
from the dropdown menu and click “Sign on”
from the left-hand column to log in. Then select
“Online Bonus Report.”

For assistance, call Customer Service at (800)
688-2421.  ■
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ing two cases of Guillain-Barré syndrome and one
case of febrile seizures in a 4-year-old boy. The
authors cautioned that there are inherent limita-
tions in the surveillance data, including possible
underreporting and reporting bias. Some events
may occur coincidental to the vaccination, but
may not be caused by it.

But there are two issues raised by the FluMist
reports. Concerns about the potential secondary
transmission of influenza from the live, attenuated
vaccine cannot be answered by VAERS data, the
authors said. There were 22 reports of secondary
transmission of the virus to non-vaccinated indi-
viduals, but a laboratory analysis of the viruses
occurred in only one case. In that case, involving a
pediatrician and her 4-year-old child, the child had
a wild-type influenza A (H3N2) strain that did not
genetically match the FluMist strain.

“The fact thatmore than half of these reports were
of transmission to a healthcare worker who admin-
istered the vaccine may reflect preferentialreporting
related to concerns of the medical community
regardingthis potential risk,” the authors stated.

The VAERS analysis revealed the importance
of following the approved labeling of the prod-
uct. Twenty-six reports occurred among people
who were not in the recommended age group for
the vaccine (5 to 49) and 52 had chronic condi-
tions. Eight of 12 reports of asthma were among
people with a prior history of asthma.

“The reports of asthma exacerbations in vacci-
nees with prior asthma history highlight the
potential risks of not following the approved
indications and support the need for continued
close surveillance for asthma exacerbations fol-
lowing use of this vaccine,” the authors said.  ■

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 Prevention,
the National Institute for Occupational Safety and
Health, the U.S. Occupational Safety and Health
Administration, or other authorities, or based on inde-
pendent recommendations from clinicians at individ-
ual institutions. ■

Sign up for free infection control
weekly e-mail alert today

Subscribers to Hospital Employee Health can join
the Hospital Infection Control Weekly Alert e-mail

list now. This alert is designed to update you weekly
on current infection control issues that you may deal
with on a daily basis. To sign up for the free weekly
update, go to www.ahcpub.com and click on “Free
Newsletters” for information and a sample. Then click
on “Join,” send the e-mail that appears, and your e-
mail address will be added to the list. If you have any
questions, please contact customer service at (800)
688-2421.  ■
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