
Vol. 16 No. 6 EDITORIAL

3. Tomasz  A. Multiple antibiotic resistant pathogenic bacteria. A report on
the Rockefeller University workshop. N. Eng J Med 1994;330:1247-1251.

4. Billstein SA. How the pharmaceutical industry brings an antibiotic drug to
market in the United States. Antimicrob  Agents Chmother  1994;38:2679-
2682.

5. Coronado VG. Edwards JR, Culver DH. Gaynes RP National Nosocomial
Infections Surveillance system. Ciprofloxacin resistance among noso-
comial  Pseudomonas aeruginosa and Staphylococcus aureus in the United
States. Infect Control Hosp Epidemiol 1995;16;71-75.

6. Blumberg HM, Rimland  D, Carroll DJ, Terry FP Wachsmuth  IK. Rapid
development of ciprofloxacin resistance in methicillin-susceptible and
resistant Staphylococcus aureus. J Infect Dis 1991;163:1279-1285.

7. Bryce EA, Smith JA Focused microbiological surveillance and gram-
negative ß-lactamase-mediated resistance in an intensive care unit. Infect
Control Hosp Epidemiol  1995;16:331-334.

8. Yu  VL,  Oakes  CA, Axnick  KJ, Merigan  TC. Patient factors contributing to
the emergence of gentamicin-resistant Serratia marcescens.  Am / Med
1979;44:46&473.

9. Weinstein RA, Kabins SA. Strategies for prevention and control of multiple
drug-resistant nosocomial infection. Am JMed  1981;70:449-452.

10. Centers for Disease Control and Prevention. Nosocomial enterococci
resistant to vancomycin - United States, 1989-1993. MMWR  1993;42:597-
599.

11. Burwen  DR, Banerjee  SN, Gaynes RP National Nosocomial Infections
Surveillance system. Ceftazidime resistance among selected nosocomial
gram-negative bacilli in the United States J Infect Dis 1994;170:1622-1625.

12. Gaynes R, Culver D, National Nosocomial Infections Surveillance (NNIS)
system. Resistance to imipenem among selected gram-negative bacilli in
the United States. Infect Control Hosp Epidemio1 1991;13:1014.

13. Weinstein RA, Nathan C, Gruensfelder R, Kabins SA. Endemic aminogly-
coside resistance in gram-negative bacilli: epidemiology and mechanisms.
J Infect Dis 1980;141:338342.

14. Centers for Disease Control and Prevention. Nosocomial infection rates
for interhospital comparison: limitations and possible solutions. Infect
Control Hosp Epidemiol 1991;12:609-621.

15. .McGowan  JE Jr. Do intensive hospital antibiotic control programs prevent
the spread of antibiotic resistance? Infect Control Hosp Epidemiol
1994:15:478483.

16. Kritchevsky  SB, Simmons BP Toward  better antibiotic use in hospitals.
Infect Control Hosp Epidemiol 1994;15:68&690.

17. McGowan JE. Antibiotic-resistant bacteria and healthcare systems: four
steps for effective response. Infect Control Hosp Epidemiol 1995;16:67-70.

18. HICPAC. Recommendations for preventing the spread of vancomycin
resistance. Infect Control Hosp Epidemio1 1995:16:105113.

19. Pallares  R, Dick R, Wenzel RP Adams JR, Nettleman MD. Trends in
antimicrobial utilization at a tertiary teaching hospital during a 15-year
period (19781992). Infect Control Hosp Epidemiol 1993;14:37&382.

20.  Ballow CH, Schentag JJ. Trends in antibiotic utilization and bacterial
resistance. Diagn Microbial  Infect Dis 1992;15:37S42S.

21. Evans RS, Larsen RA, Burke JP, et al. Computer surveillance of hospital-
acquired infections and antibiotic use. JAMA 1986;256:1007-1011.

Community Exposure Predicts Healthcare Worker TB Skin-Test Conversion

by Gina Pugliese, RN, MS
Medical News Editor

Dr. Thomas Bailey and colleagues
from Barnes Hospital in St. Louis,
Missouri, a large urban teaching hos-
pital, recently completed a study that
assessed the risk for positive tubercu-
lin skin tests among employees. The
annual incidence of tuberculosis is
approximately five cases per 100,000
persons in Missouri and approximately
11 cases per 100,000 persons in St.
Louis. During the period January 1989
to July 1991, three patients with pul-
monary tuberculosis were admitted to
Barnes hospital.

Of the 6,070 active employees for
whom TB screening data was availa-
ble, 684 (11.3%) had a positive tubercu-

lin skin test (TST)  during the study
period. Risk factors associated with a
positive skin test were age >35  years,
minority group status (black, Asian,
Hispanic), and percentage of low-
income persons within the employee’s
residential postal zone. Of 3,106 employ-
ees who had at least two skin tests, 29
had TST conversion; 15 (52%) occurred
among employees who had no direct
patient contact. Skin-test conversion
was independently associated only
with the percentage of low-income per-
sons in the employee’s residential
postal zone. Stratifying the employees
according to the degree of contact
with patients or according to depart-
mental group was not useful in deter-
mining risk for a positive TST or for
TST conversion.

For certain groups of employ-
ees, an exposure to tuberculosis in
the community poses a greater risk
than exposure in a hospital setting.
The authors concluded that their find-
ings support the Centers for Disease
Control and Prevention recommen-
dation to include healthcare workers
from “risk groups with increased prev-
alence of tuberculosis ... even if they
do not have potential occupational
exposure ... ” in a periodic TST
program.
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