
Letters to the Editor

Nonclinical
Epidemiologists
Concerned About
Quality in Healthcare

To the Editor:
Massanari and Simmons sug-

gest that only clinicians have the
“right stuff’ to provide leadership
in hospital epidemiology and
health service quality assurance.1

That sort of elitist position is con-
sistent with the Society for Hospi-
tal Epidemiology of America’s
(SHEA’s) history of discriminating
against hospital epidemiologists
with MPH rather than MD or PhD
degrees,2  slights the integrity of
PhD (and other non-MD) research-
ers who are sensitive to patient-
oriented values of numerous
stakeholders in health service deci-
sions, and is not conducive to inter-
disciplinary collaboration. Notably
absent from the list of recom-
mended collaborative priorities is
the American Society for Quality
Control (ASQC). ASQC is Amer-
ica’s oldest and foremost inter-
disciplinary authority on quality
methodology.3  Its April 1992 spe-
cial issue of Quality Progress is
devoted to quality in healthcare.

It can be argued that we got
into this mess under the direction
of clinicians and their “quality”
review committees. Interdiscipli-
nary application of a CQI-like
approach advocated long before
the CQI philosophy became popu-

lar may be a good starting point to
confront the cost-quality conun-
drum.4 However, the paper pre-
pared for SHEA contains important
disincentives to attracting the col-
laboration of nonphysicians active
in this field.

David Birnbaum, MPH, PhD
Applied Epidemiology

Sidney, British Columbia, Canada
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The authors reply,
The editorial was not intended

to imply exclusivity. Rather, our
intention was to encourage hospi-
tal epidemiologists to consider the
unique opportunities for providing
leadership in quality management
precisely because their work is
inclusive by nature, not exclusive.

SHEA plans to interact with
several “nonclinician” organiza-
tions, including the Institute for
Healthcare Improvement, the Joint
Commission on Accreditation of
Healthcare Organizations, the
Agency for Healthcare Policy and
Research, the Association for Prac-

titioners in Infection Control, and
the National Association of Quality
Assurance Professionals. Some of
these organizations do include
nurses and physicians involved in
clinical practice, but these organi-
zations certainly are not dominated
by clinicians, as described by Dr.
Birnbaum.

We see “hospital epidemiolo-
gists” as key players in any hospi-
tal quality improvement effort.
Clinicians too should be involved,
but are not discussed at all in our
editorial.

Bryan Simmons, MD
Infectious Diseases Consultants

Memphis, Tennessee
Michael Massanari, MD, MS

Henry Ford Medical Center
Detroit, Michigan

Cooperation Needed to
Control TB

To the Editor:
I read with interest Dr. John

McGowan’s recent editorial (1992;
13:575-578)) “Resurgent Noso-
comial Tuberculosis: Conse-
quences and Actions of Hospital
Epidemiologists.” The editorial
was a generally thoughtful and
impassioned plea for steps that
any informed healthcare profes-
sional would endorse. However,
there was at least one comment
that lends itself to some misinter-
pretation and is potentially divi-
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sive. Specifically, Dr. McGowan
implies that groups like the Ameri-
can Thoracic Society are insular
and perhaps uninterested in reach-
ing out and working with other
groups of health professionals to
contain tuberculosis. In fact, noth-
ing can be further from the truth.

The American Thoracic Soci-
ety, and particularly its Assembly
on Microbiology, Tuberculosis,
and Pulmonary Infection, is a
heterogenous organization with
expertise in an array of specialties
including microbiology, nursing,
preventive medicine, infectious dis-
eases, and pulmonary medicine.
The American Thoracic Society
has a long history of working effec-
tively with other organizations inter-
ested in various aspects of
tuberculosis and is, like SHEA, a
member of the National Coalition
for the Elimination of Tuberculo-
sis. That the American Thoracic
Society has been working hard to
deal with tuberculosis is reflected
in the fact that most of Dr.
McGowan’s references are either
published by the American Tho-
racic Society or authored by mem-
bers of the organization.

These points notwithstand-
ing, Dr. McGowan’s call for collab-
orative effort is appropriate and
welcome. Speaking for our assem-
bly and the American Thoracic
Society, we would welcome an
opportunity to work together with
groups like SHEA to address prob-
lems in tuberculosis control in gen-
eral and nosocomial tuberculosis
in particular.

Jeffrey Glassroth, MD
Northwestern University

Medical School
Chicago, Illinois

The author replies.
It is a delight to see this rapid

and positive response to my edito-
rial1 by such a prominent and
respected expert in the field of
tuberculosis as Dr. Glassroth. I

hasten to assure him that he has
suspected potential insult where
none was intended. In fact, close
cooperation between pulmonary cli-
nicians and hospital epidemiolo-
gists is crucial to tuberculosis
control efforts in our hospital; I am
sure that this is the case in most
other medical centers.

My suggestion in the editorial
was for hospital epidemiologists to
work to change the perception of
the public and of groups like the
national, state, and local Lung Asso-
ciations  for whom pulmonary phy-
sicians and the American Thoracic
Society (ATS) are their only
resource. In Georgia, through a
state TB Task Force, we have
found that the hospital epidemiol-
ogy community and the Lung Asso-
ciation have mutual interests and
common concerns. Establishing a
working relationship has benefited
both.

I welcome the offer of Dr.
Glassroth and the ATS Assembly
on Microbiology, Tuberculosis,
and Pulmonary Infection to work
closely with SHEA I agree that
both groups being active in the
National Coalition for the Elimina-
tion of Tuberculosis is probably
not sufficient contact. Perhaps
appointment of liaison representa-
tives by each organization to the
other would be a useful way to
build a continuing and productive
relationship.

The invitation by Dr. Glass-
roth to work together should pave
the way for further networking
among SHEA and other pertinent
groups, as dealing with revitaliza-
tion of this old adversary will
require strong, persistent efforts
by all those affected.

John E. McGowan, Jr., MD
Emory University School

of Medicine
Atlanta, Georgia
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TB Test Results May
Be Skewed

To the Editor:
In the Brief Report entitled

“Increased Rate of Tuberculin Skin
Test  Conversion Among Workers
at a University Hospital,” published
this past October,1 the authors
described that intermediate
strength tuberculin (0.5 ml) was
inoculated subcutaneously. Stan-
dards recommended by the World
Health Organization (WHO) and
the Centers for Disease Control
and Prevention (CDC)2 emphasize
the intradermal injection of 0.1 ml
of 5 TU PPD. Any modification to
this procedure may cause an impor-
tant mistake in calculating the rate
of tuberculosis infection. There are
two problems with the method
described by Ramirez et al. One is
the dose of 0.5 ml, and the other is
the subcutaneous injections. They
are giving a larger dose by an
unusual method that makes it very
difticult  to interpret their results. If
this is the case, their conclusions
may be wrong.

Samuel Ponce de Leon, MD, MSc
Julio Molina, MD

Division of Hospital Epidemiology
Instituto National de Nutrition

Mexico City, Mexico
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The author replies.
The policy for tuberculin skin

testing at the Humana Hospital
University of Louisville included

continued on page 193
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