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     Waste Management for the
Physician’s Office
By Terry Jo Gile, MA Ed. MT(ASCP), The Safety
Lady ® , www.safetylady.com

Physician office waste streams are often taken for
gr anted or o verlook ed entirely . What once w as a
simple way to dispose of blood and body fluids and
the equipment and supplies that came into contact
with them, has now been replaced with a
sophisticated mechanism for the disposal of various
waste streams within the office setting.

Categories of waste include chemical, infectious,
radioactive, controlled substances and
pharmaceutical, multihazardous, sharps and
nonhazardous waste. Each has its own
characteristics and requirements for
remo val. W aste can be go verned b y the
Environmental Protection Agency (EPA), the
Occupational Safety and Health
Administration (OSHA), the Resource
Conservation and Recovery Act (RCRA), the
Department of T ransportation (DO T), the
Nuclear Regulatory Commission (NRC), the Drug
Enforcement Agency (DEA) as well as state and
local agencies. It is prudent to contact your
municipality for its requirements.

The first step in developing a waste management
progr am is to perform an audit of the facilit y. The
checklist on Page 5 will help guide you.

Once the audit has been performed, all applicable
waste streams must be identified and plans made
for appropriate remo val. W aste streams associated
with the physician office can include:

· Sharps

· Infectious waste

· Chemical waste

· Controlled substances or other
pharmaceuticals

· Radioactive substances

· Regular trash

· Recycled waste

Sharps include scalpels, broken glass, needles, etc.
and must be placed in a rigid sharps container . Once
the container is ¾ full, it must be closed and
disposed of according to local requirements.
Infectious waste includes anything contaminated

with blood or body fluids that are dripping including
dressings and exam rooms pads. Chemical waste
includes any alcohols, acids, flammables, pesticides
and caustic materials that might be used in a
physician office exam room, nurses’ station, and
laboratory or for housekeeping purposes. Controlled
substances include chemotherapy as well as
narcotics. Radioactive substances include implanted
devices used for treatment. Recycled waste
includes paper , glass, aluminum cans and foil and
plastics.

Waste should be examined to determine
if it includes any hazardous waste.

Such waste must be disposed of
according to EPA guidelines.
Waste streams should nev er be

mixed (e.g.: regular trash mixed in
with infectious red bag waste) as it
must be disposed of according to
the more strict of the two (e.g.: as

infectious waste). This can get very
costly in a short period of time. A

recycling program that meets with local
codes should be instituted and appropriate
containers available for use. A key practice for
managing waste is to promptly remove it from the
facilit y. This is part of good housek eeping and
demonstrates an active, sound institutional waste
management program to patients and employees.

The ideal plan is one that meets regulatory
requirements, reduces liabilit y, is cost effectiv e and
workable within the facilit y. The goals and
objectives of the waste management program must
be defined and protect the health of the employees
and patients as well as the environment.

For good infection control, weekly pickup of waste
should be done at a minimum. Before contracting for
services, obtain proposals from at least three
different vendors if possible. The following are
guidelines for selecting a firm for waste removal:

· Identify your hazardous waste streams and
approximate volumes

· Contact both large and small waste
management firms to meet and discuss your
specific waste streams and how they would
be handled to final disposal and request a
proposal

· Conduct a site visit for each of the finalists
and require an audit packet which includes
permits detailing what each firm can legally
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1. Are the scope, goals, and objectives of the waste management program clearly

defined?

2. Must the facility’s EPA classification as a hazardous waste generator be revised?

3. Has the local sanitary sewerage code been reviewed recently for applicability?

4. Is the disposal of chemicals and biological substances in compliance with the local

sanitary sewerage code?

5. Has an annual survey of the hazardous chemicals used in the physician’s office been

completed?  For each chemical:

• Is the chemical specifically listed within current EPA code?

• If not, does the discarded chemical have the general characteristics of a
hazardous waste (i.e. is it ignitable, corrosive, reactive, or highly toxic)?

6. Does the office’s procedure manual and/or written chemical hygiene plan specify the

method to be used for disposal of each hazardous chemical?

7. Are all the infectious wastes that require decontamination properly treated before

being discarded?

8. Are all sharps properly segregated and discarded in puncture-resistant containers?

9. Does the method for disposal of all radioactive waste comply with NRC regulations?

10. Are hazardous wastes consistently segregated from nonhazardous wastes at the

point of generation?

11. Is the office’s hazardous waste safely packaged for transport?

• Are appropriate warning label placards applied consistently to the exterior of the

packaging?

12.  Are wastes properly stored before being discarded?

· Is the area sanitary and uncluttered?
· Are appropriate warning signs and emergency procedures posted?
· Are the waste handling records up to date and readily retrievable?  (This includes

records of waste inventories with accumulation dates, shipping, manifests,
inspection records, and results of the waste analysis.)

13. Is there an active program for hazardous waste minimization?

14. Have the offices’  contracts with carriers of hazardous waste been recently reviewed
for evidence that the carrier has obtained the required permits from all relevant
authorities?

15. Has each disposal facility provided the physician office with a complete description of

all disposal processes?

16. Is there a training program for all employees who generate or handle hazardous

waste?

• Is it provided for new employees, as well as in-services for current employees?

• Does it include the proper use of personal protective equipment and the details of

safe work practices?

• For emplo yees who use a chemical that meets the requirement of OS A’s Hazard

Communication Standard and OSHA ’s Rule on Hazardous Substances in

Laboratories, does the program specify the location of all written materials,

including the location of the Material Safety Data Sheets and other pertinent

references, as well as how employees may access them?

17. Have appropriate contingency plans for spills and other accidents been drawn up and

implemented?

Waste Management Program Audit

Completed ?            YES   NO DATE
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accept as well as insurance, liability
coverage and references.

You can call the DO T Hotline for information on
transportation regulations at 1-202-426-2075.

Of course the best thing you can do for the health
of your employees as well as your patients is to
minimize the amount of waste generated. In today’s
disposable world, “going green” is considered
exemplary . Here are some ideas:

····· Source Separation

o Use multiple waste collection
containers to keep waste types
separate, so that each waste type
can be optimally managed

o In offices, use separate
receptacles for recyclable
paper

····· Waste Segregation

o Keep waste type segregated
during collection, storage,
transport, treatment and
disposal

o Keep needle boxes out of
red bags

· Source Reduction

o Keep purchases in small,
manageable quantities

o Use nonhazardous or
less hazardous
materials whenever
possible

····· Recycling

o Recy cle, aluminum cans, paper ,
plastic, glass and other solid waste
items

o Recycle solvents where appropriate

····· Process changes

o Substitute nonhazardous cleaners
from caustic ones

o Substitute ozone-friendly spray
disinfectants

····· Hazard reduction

o A treatment or procedure that
reduces the hazard of the waste,
making it easier or less expensive for
disposal

o Neutralize waste acids so they can be
disposed of in the sanitary sewer

Additional help in establishing your waste
management plan can be found in the Clinical

Laboratory Standards Institute (CLSI)
document GP05-A2 (GP05-A3 will be released

sometime in 2010). This comprehensive
86-page document outlines the steps to

take and is helpful as a reference tool
for a physician office practice.

Sources

1. CLSI. Clinical Laboratory Waste
Management; Approved Guideline -
Second Edition.  CLSI Document
GP05- A2. W ayne, P A: Clinical and
Laboratory Standards Institute;

2009.

Best-selling author, professional speaker

and safety consultant Terry Jo Gile  has

helped thousands of laboratorians create

safety savvy laboratories. Her book, Complete Guide to

Laboratory Safety – Second Edition , is considered the

consummate safety reference tool that is specific for

clinical laboratories. You can contact

Terry Jo at www.safetylady.com .

AAFP-PT is pleased to announce the addition of the
follo wing ne w modules , a vaila b le f or the 2010 pr ogram y ear :

n 666 Glycohemoglobin, Affinion

n 684 CPR, Qualitative & Quantitative

n 685 Special Chemistr y II
(includes C-peptide, Insulin, PTH, Vitamin D)

n 765 Aller gen Testing

New
in

2010

New
in

2010
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Quality control (QC) is an integral part of any
laboratory’s quality management system. This
article will define the basics of a quality control
program appropriate for use in a physician’s office
labor atory . The CLIA -mandated components will be
discussed, and guidelines for the interpretation and
use of quality control data will be presented.

What is quality control? COLA has defined it as,
“the process of testing materials that have a known
concentration prior to or concurrent with testing
and reporting patient results. ” 1 The o verall goal of
this analysis is to obtain results for the quality
control materials that are within the expected
target r ange for the analyte(s) being ev aluated. ” 1

Regular and routine use of QC materials to evaluate
assay performance is not only consistent with good
standards of laboratory practice, it is also mandated
by CLIA. “For each test system, the laboratory is
responsible for having control procedures that
monitor the accuracy and precision of the complete
analytical process. The laboratory must establish
the number , t ype, and frequency of testing control
materials using, if applicable, the performance
specifications verified or established by the
laboratory as specified in section
493.1253(b)(3). ” 2

CLIA requires that the laboratory’s
quality control system monitor the
complete analytical process, detect
immediate errors, and monitor precision
and accuracy of the test system over
time. Errors may be due to a test system
failure, adverse environmental
conditions, or variance in operator
performance. An effective quality control
system will detect and help identify any
of those errors. Table I  lists common
causes for each of these types of errors.

The most common quality control
procedure used in all clinical laboratories
is a “multi-rule” procedure which has
been described by several authors. 3,4,5

Data collected from QC materials are
displayed on charts known as “Levey-
Jennings” charts. These graphs can be
gener ated manually , or more commonly
by an analyzer or a laboratory’s
information system. Most laboratories
use quality control procedures based on
single measurements of QC materials.

     Quality Contr ol R ules:  The
Essentials

By Toni Clinton, PhD, MT(ASCP), Vice President,
Laboratory Operations, Mid-South Division, Sonic
Healthcare, USA

Therefore, these charts are primarily used to plot
single data points rather than averaged replicates.
In other words, review of QC data is usually based
on review of single points in “real” time rather than
a retrospective review of a large volume of data 3.
Regular analysis and review of QC data is an integral
part of any quality control procedure, but generally
speaking it is not the primary tool used to aid a
technologist in daily decision making regarding a
specific run’ s acceptabilit y.

The first step in setting up a quality control process
for a test system is to complete the standard,
required assay validation and verification steps in
order to determine the test system’s analytic
performance characteristics 3. When complete,
measurements are made using control materials
substituted for patient specimens being careful to
ensure that the QC specimens are tested in the
same manner as patient specimens. Ideal QC
materials are stable with little variation from sample
to sample. The mean and standard deviation are
calculated from the replicate measurements. Ideally ,
this replication study is completed with a minimum
of 20 replicates, tested with one measurement on
each QC sample per run – one run per da y. This
type of analysis is not always practical in lower
volume laboratories or when initially setting up a
test system. A more practical approach in these
cases would be to run the QC samples
simultaneously with QC samples currently in use to
verify the test system, and then continue to collect
QC data once the switch to the new samples has

ERRORERRORERRORERRORERROR DESCRIPTIONDESCRIPTIONDESCRIPTIONDESCRIPTIONDESCRIPTION

Test System
Failure

Environmental
Conditions

Variance in
Operator
Performance

Equipment failure/malfunction
• Power
• Sampling
• Mechanical failure

Reagent failure
• Handling
• Lot variation
• Contamination

Electrical power failure/surges
Temper ature
Humidity
Light

Failure to follow procedure
Procedure does not follow package
insert
Failure to perform/follow maintenance
and/or calibration procedures
Inappropriate sampling, reagent
preparation, use
Incorrect interpretaion of results
Clerical/transcription errors
Operator-to-operator variance

Table 1
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occurred. Alternativ ely, the samples can be run and
analyzed as a part of the instrument validation and
implementation process (likely less than 20 separate
runs). Once this testing is complete, the mean and
standard deviation for each analyte, each level of
control is determined. A chart is then prepared for
each analyte, each control level. See Figure 1  for a
typical Lev ey-Jennings chart 6.

“Control rules” are used to interpret the QC values
from each day’s analytic run 3. These rules are used
to help the technologist determine if the QC values
represent an acceptable run. They are also used to
help assure that any patient results reported from
that run will be accurate and within the acceptable
range of error for that specific analyte. Using more
than one control rule increases the likelihood of
identif ying analytical failure. Minimally , two control
rules should be used. Ideally , one rule will detect
random error , and one will detect systematic error .
When any of the control rules are violated, the run
should be rejected.

Figure 2  is a flowchart schematic of a common
control rule procedure 7.

Table 2  defines the most common control rules 3.
The rules are denoted by symbols – A

L. 
In this case,

A = the number of control observations per run, and
L is the control limit.

Control limits for the rules are calculated first by
determining the mean and standard deviation of the
QC data set. 1s control limit = mean +/- 1 SD; 2s
control limit = mean+/- 2 SD, and 3s control limit =
mean +/- 3 SD.

A typical QC procedure is outlined below and is
depicted in Figure 2 3.

I. Analyze QC samples. At least 2 separate
levels should be tested. They should be
treated as patient samples. It is preferred to
run the samples with patient samples, but
that is not a strict requirement.

II. Determine the QC values and apply the
1

2s
 rule.  If both samples are within the 2s

control limits, the run is acceptable. Patient
results may be reported. If one QC result
violates the 1

2s
 rule, then do not report the

patient results and in vestigate further .

III. Review the QC data within the run.

a. Was the 1
3s

 rule violated? If one of the QC
measurements was “out” by 3 SD or more
from the expected mean, the run must be
rejected. No patient results should be
reported.

b. Use the 2
2s

 rule. The run must be rejected if
the QC values violate the same mean +/- 2
SD rule. No patient results should be
reported.

c. Was the R
4s

 rule violated? If one QC v alue
exceeds a + 2SD limit, and one exceeds the
– 2SD (a total of 4 SD), the run must be
rejected.

IV. Review historical QC data.

a. Use the 2
2s 

rule within the QC materials. If a
previous QC value on the same level of
control material exceeded the same mean +/
- 2 SD control limit, the run must be
rejected.

b. Test with the 4
1s

 rule. The run must be
rejected if three of the previous QC values
on the same QC material violate the same
mean +/- 1 SD control limit.

c. Use the 10
mean

 rule across the control
materials. Do the last 10 consecutive
observations fall on the same of the mean?
If yes, then the run must be rejected.

d. Use the 10
mean

 rule within the control
materials. The run must be rejected if 9 of
the previous QC measurements for the same
level fall on the same side of the mean.

V. What do I do if the QC fails?

a. Determine the type of error (random vs.
systematic).

b. Troubleshoot the analytic process and/or the
equipment as indicated in the laboratory’s
defined procedure.

Figure 1

An example Multirule QC Strategy starts with 13s and then goes to
a 22s, R4s, 41s and a mean tracking rule like 8x or 10x.
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Figure 2

c. Correct the problem(s). Re-test both QC and
patient samples and repeat the QC review
process.

The rule violated can provide clues to the type of
error 3. Systematic error is often suggested when
rules 2

2s
, 4

1s
, or 10

mean
 are violated. Random errors

are generally associated with rules 1
3s

, or R
4s

. The
1

3s
 rule can also be associated with systematic

error . Problems with standards, calibr ation, and the
like are usually demonstrated with failures on
multiple concentrations (levels) of QC material
within the same run. Random errors such as those
associated with reagent failures or technique/
personnel variations, including pipetting and timing
are suggested when the R

4
 rule is violated.

Good standards of laboratory practice require the
careful development and implementation of a quality
control program that includes these essential steps.

References

1.COLA Lab Univ ersit y. “Qualit y Control” .
www.cola.org

2.CLIA regulations. http://wwwn.cdc.gov/clia/regs/
subpart_k.aspx

Table 2

Quality Control Rules

Rule Description

12s One QC value exceeds the mean +/-
2 SD control limit.

13s One QC value exceeds the mean +/- 3
SD control limit.

22s Two consecutiv e QC v alues ex ceed the
same control limit; either mean + 2 SD
or mean - 2 SD.

R4s One QC value exceeds a 2 + SD control
limit, and a second QC value exceeds a
2 - SD. A total difference of 4 SD be-
tween 2 measured QC values.

41s Four separate QC values exceed the
same control limit. That limit canbe mean
+/- 1 SD. These values can occur within a
single QC level or across QC materials.

10 mean Ten separ ate QC v alues fall on the
same side of the mean. The observa-
tions can occur within one QC level or
across QC materials.
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3.W estgard, et.al. “ A Multi-R ule Shewhart Chart for
Qualit y Control in Clinical Chemistry .” Clinical
Chemistry . 27/3, 493-501 (1981).

4.Shewhart, WA. “Economic Control of Quality of
the Manufactured Product. ” V an Nostr and, New
York, NY , 1931.

5.Lev ey, S , and Jennings, ER. “The Use of Control
Charts in the Clinical labor atories. ” American Journal
Clinical Pathology . 20, 1059-1066 (1950).

6.Painter , Pennell. “Qualit y Control and Method
Validation. ” A SCP Teleconferences.

7.W estgard, JO . http://www .westgard.com/
multirule4.html .

     Influenza: 2009
By Cheryl Murray, MPA, MT(ASCP)SM
Manager, AAFP-PT Education & Technical Assistance

Lik e cold temper atures & snowy weather , influenza,
aka “The Flu” , has a season. The incidence of flu
infections begins to rise in early No vember , gener ally
peaks in January and F ebruary , and then gr adually
decreases through the spring months. As summer
heats up, most laboratories put away influenza
testing along with the winter coats and gloves.

Howev er, 2009 has not been a t ypical y ear due to
the late-season appearance of an unusual strain of
the influenza virus, the so-called “S wine Flu” . Some
physician office labs are finding that they are
continuing to have requests for testing. Others are
already planning for the potentially busy fall flu
season ahead.

Influenza is a respiratory illness that is transmitted
person-to-person b y large particle droplets (i.e. ,
sneeze/cough). It has an incubation period of 1-7
days. Most of us are sadly familiar with the symp-
toms of influenza — fev er, chills, body aches, sore
throat, cough, sneezing and runny nose.
Although most individuals recover from the
flu, the CDC estimates that over 36,000
people die each year in the U.S. from
influenza or from flu-related complications.
Individuals at highest risk for life-threaten-
ing complications are the very young,
the elderly , and those with underlying
health conditions.

The Virus

The are two types of influenza virus
— A and B . In an y giv en y ear, a com-
bination of A and B virus is circulating in
the population. For most of the 2008-09 flu

season, three primary virus strains were responsible
for illness in the U.S — two A strains (H1N1, H3N2)
and a single B strain. In late April 2009, a unique
subtype of A/H1N1 was identified in two children in
southern California.

This novel strain has
been characterized
as a quadruple
reassortment of
elements from two
swine flu strains, plus
avian and human
components. This
strain has now been
recovered from
infections in more
than 70 countries.
Based on its preva-
lence, but not sever-
it y, the W orld Health
Organization (WHO)
declared a state of
pandemic on June 11, 2009.

Laboratory Diagnosis

Because of the intense media coverage of this
disease, physician offices can expect to see an
increase in real or imagined cases of H1N1/Swine flu
as the year progresses.

There are currently over 10 rapid diagnostic test
kits for influenza approved by the FDA. These kits
provide results within 15 minutes. Some of the kits
differentiate between A and B strains. Others simply
test for the presence of the virus and do not distin-
guish between the types. Many of the kits are CLIA
Waiv ed, howev er, some kits fall into the Moder ate
complexity category and laboratories must ensure
that they meet the appropriate personnel, quality
control, and proficiency testing requirements for the
test kit in use. The rapid kits have sensitivity rates
of 50-70% and specificity of 90-95% compared to

reference methods.

At this time, none of the rapid test kits have
been proven to detect the swine flu virus.
Because this strain is of the A type, presum-
ably it would yield a postiv e result. Howev er,

the rapid kits will not distinguish between
a seasonal A strain and the new virus.
Furthermore, a negative result cannot
rule out H1N1 infection. Other testing
methods, such as immunofluorescence,
are similiarly insensitive and viral cul-

tures require too much time to provide
clinically relevant results.

The best method to confirm an H1N1 infection is
by reverse transcription polymerase chain reaction
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(PCR). This testing is currently available in state
and federal laboratories.

Recommended specimens for influenza testing are
nasopharyngeal swabs or nasopharyngeal aspirates/
washings. The sample should be collected within 4-
5 days after the development of symptoms for
optimal detection of virus.

Treatment

Initiating treatment in the absence of confirmatory
testing is based on clincial signs, history of expo-
sure or travel, severity of illness, and risk factors.
At this time, two antivirals — Relenza (Zananivir)
and T amiflu (Osetlamivir) — are effectiv e in lessen-
ing symptoms and reducing complications if started
early in infection.

Safety

Due to the apparent highly contagious nature of the
new H1N1 virus, there is an increased emphasis on
safety for the collection and handling of specimens
from suspected cases. Physician offices should take
this opportunity to review their infection control
plans and implement strict handwashing protocols.
Staff should have access to personal protective
equipment, including N95 respirator masks, eye
protection, shoe covers, closed front gowns, and
gloves.

Coding & Billing

The coding used billing for influenza testing differs
depending on the type of kit in use.

If a combo A/B kit is used that does not differenti-
ate between the strains, this is considered a single
test. Use 87804 and add the QW modifer if a
waived method is used.

If the test kit differentiates between A and B — and
if the provider orders both tests — this is consid-
ered two separate tests and can be billed as two
units. In this instance, code 87804 twice. If your
kit uses a single swab for both tests, add modifer
59 (distinct procedural service) to the second
entry .
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The material necessary to review to answer the following questions may be found in this
issue of the P.O.L. Insight  and the AAFP-PT Handbook  or on the AAFP-PT website ( http://
www .aafp .org/pt  and click on Continuing Medical Education). The T est Sheet ma y be found
on page 16 of this P.O.L. Insight.  The Accreditation information may be found on the inside
cover of this issue.

 2009-B CME Questions

1. True or F alse: Chemical, Infectious, R adioactiv e, Pharmaceutical, and Sharps are all
categories of waste produced in the POL.

A. True

B. False

 2. Agencies governing waste disposal include:

A. EPA

B. OSHA

C. DOT

D. All of the above

 3. True or F alse:  Contacting the local municipalit y is the best w ay to determine local
waste disposal requirements.

A. True

B. False

 4. True or F alse: Examination table pads ma y be disposed of in the regular tr ash.

A. True

B. False

5. Dispose of sharps when the container is:

A. 1/2 full

B. weekly

C. 3/4 full

D. Completely full

6. True or F alse:Office procedure manuals must specif y methods for hazardous chemical
disposal.

A. True

B. False

 7. Waste handling records must include:

A.Waste in ventories

B. Shipping records

C. Both A & B

D. None of the Above

 8. At a minumum, waste pick up should be scheduled:

A. Daily

B. Twice each week

C. Weekly

D. Every other week
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 9. True or F alse: It is acceptable to mix ed red bag and regular tr ash for disposal.

A. True

B. False

10. The goal of a waste management program is:

A. Protect the health of patients and staff

B. Protect the environment

C. Avoid fines

D. All of the above

11. True or F alse: In addition to paper , other w aste such as plastic, metal, and some solv ents
can be recycled.

A. True

 B. False

12.  Before disposal, waste should be stored:

 A.  In the dumpster

 B.  In a sanitary and uncluttered area

 C. In an area with posted warning signs and emergency procedures

D. B & C only

13. Chemical waste includes which of the following

A. Alcohol

B. Acids

C. Flammables

D. All of the Above

14. CLSI document __________ is a valuable resource for developing a waste management

plan.

A. GP10-2A

B. GP20-10

C. GP05-A2

D. GP7-B6

15. True or F alse: According to COLA, QC is the process of testing materials that ha ve a
known concentration prior to or concurrent with testing and reporting patient results.

A. True

B. False

16. Quality Control systems should:

A. Monitor complete testing process

B. Detect immediate errors

C. Monitor the precision and accuracy of the test system over time

D. All of the Above

17. True or F alse: Lev ey-Jennings charts are used to displa y data collected from QC
materials.

A. True

B. False



Event 2009-BP.O.L.  InsightPage 14

18. QC errors can be caused by:

A. Test system failure

B. Environmental conditions

C. Variance in oper ator performance

D. All of the above

19. True or F alse:  P erforming QC is good labor atory pr actice, but is not required under
CLIA ‘88.

A. True

B. False

20. QC rules are used to:

A. Interpret the QC v alues from each da y’s analytic run

B. Help to determine if the run is acceptable

C. Assure that patients results are accurate and within the acceptable error range

D. All of the above

21. True or F alse:  Ideal QC materials are stable with little v ariation from sample to sample.

A. True

B. False

22. Ideally , if a minimum of two control rules are applied:

A. Both will detect random error

B. Both will detect systemic error

C. One will detect r andom error , the other detects systemic error

D. None of the Above

23. True or F alse: There are three t ypes of influenza viruses — A, B , & C

A. True

B. False

24. True or F alse: In a giv en y ear, only one t ype of influenza virus is circulating in a population

A. True

B. False

25. “Swine flu” is a reassortment of _________ other viruses.

A. 2

B. 3

C. 4

D. 6

26. Influenza is responsible for  ________ deaths in the U.S. each year:

A. Less than 10,000

B. More than 36,000

C. More than 123,000

D. More than 1 million

27. True or F alse: R apid influenza tests cannot be used to confirm a H1N1 infection

A. True

B. False
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28. Influenza is transmitted by:

A. Contaminated food

B. Tick bites

C. Contact with blood or body fluids

D. Large particle airborne droplets

29. The proper specimen for influenza testing is:

A. Throat swab

B. Fingerstick

C. Nasopharyngeal swab or aspirate

D. Sputum

30. The billing code for waived influenza testing is:

A. 87804-QW

B. 66211-QW

C. 85923

D. 87804

31. True or F alse: Antivir al drugs do not appear to ha ve an y effect on the dur ation or sev erit y
of H1N1 illness.

A. True

B. False

32. True or F alse: Confirmation of H1N1 virus is b y polymer ase chain reaction (PCR) testing.

A. True

B. False

33. Which of the following are effective treatments for H1N1 infection?

A. Chicken soup

B. Adamantanes

C. Oseltamivir & Zanamivir

D. None of the Above

34. H1N1 virus is a subtype of:

A. Influenza A virus

B. Influenza B virus

C. Rhinovirus

D. Picorna virus, type A

35. The W orld Health Organization recently declared H1N1 infection as a(n) ____________.

A. Epidemic

B. Pandemic

C. Plague

D. Outbreak
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