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must have two skin tests, and that an average hourly
wage for hospital workers is $17, then the lost per-
sonnel time for skin testing alone would have cost
$4,777 (1 hour 3 $17 3 281 employees), enough to
cover the costs of an additional 59 days (at $81 a day)
in isolation. This would have covered the added costs
of 2.3 days in isolation for each of the 26 patients—
both case-patients and rule-out TB patients—who
were unisolated. 

Clearly, the incidence and epidemiology of TB
and the isolation resources differ from hospital to
hospital. The balance between cost and benefit of
aggressive isolation will be different at different insti-
tutions. However, over many years and in many situ-
ations, trying to figure out at the door if a patient has
TB hasn’t worked and will continue not to work. We
need a new approach. Or to quote Dixie Snider, “keep
doing what you’ve always done, and you’ll get what
you always got.”7
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Susan Eileen Harwood, Director
of the Office of Risk Assessment,
Health Standards Program at the
Occupational Safety and Health
Administration (OSHA) passed away
on April 15, 1996, following a brief ill-
ness. Susan became well known to
the infection control community
through her leadership in the devel-

opment of the Bloodborne Pathogen
Standard. For the past 3 years, she
has been involved in the development
of a standard for tuberculosis. Susan
also was responsible for implement-
ing innovative strategies at OSHA,
including a series of stockholders’
meetings to obtain input on the pro-
posed tuberculosis standard from a
number of organizations, including
SHEA and APIC. Susan was commit-
ted to the protection of employee
health and, in furthering that goal,

she was able to bridge the gap
between workers, management, and
regulatory and nonregulatory gov-
ernment agencies. She always was
ready and willing to listen to another
point of view or additional documen-
tation to support a different approach
in assuring worker safety and health.
As a physician with an interest in bio-
logic hazards to workers, Susan was
particularly in tune with many of the
concerns of the infection control com-
munity. Susan truly will be missed.
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