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Q. Can a heel stick for a basic metabolic panel with magnesium and phosphorus be performed on a
two-month-old baby?

A. A heel stick is a common method to obtain capillary blood samples in pediatrics, in part because it is less
invasive than venous blood sampling. Heel sticks are the most commonly performed sample method in neonatal
intensive care units.  Samples obtained in this manner are used for a variety of  testing, including the basic
metabolic panel, magnesium, and phosphorus. These tests can be performed on a capillary sample obtained by
heel  stick  if  there  is  sufficient  sample.  When  performing  a  heel  stick,  follow  the  guidelines  for  capillary  sample
collection, and consider the limitations of capillary blood sampling when interpreting the results. Due to the special
technical requirements of this procedure, it is ideal to have experienced staff who perform heel sticks frequently.
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Q. Due to nationwide supply shortages affecting COVID-19 and other testing in the laboratory, we are
concerned about using up critical supplies when assessing competency. Do you have suggestions or
strategies we can use?

A. Performing competency assessment is a challenge, especially during the COVID-19 health care emergency, but
it is crucial for ensuring that testing personnel are performing tests correctly and accurately for reliable results and
patient care. While no exceptions for assessing competency have been made by the Centers for Medicare and
Medicaid  Services  at  this  time,  it  helps  to  remember  that  some elements  of  competency can be assessed
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throughout the year during routine supervisory activities, such as review of records for daily maintenance, quality
control, and proficiency testing. Corrective action logs can be a good source for evaluating problem-solving skills.
There may also be opportunities to observe test performance and daily maintenance activities. The CAP has
complementary example templates that may be useful for this purpose; they can be downloaded from cap.org (log
in to e-LAB Solutions Suite and go to Accreditation Resources and then Templates). The CAP also has its optional
Competency Assessment Program that helps laboratories develop assessment checklists and provides other tools
to tailor a program specific to a laboratory.

Consider also the following suggestions to help reduce the potential burden on the supply chain and simplify the
competency assessment process:

Use  routine  controls  or  proficiency  testing  samples  for  evaluating
technologist  performance  during  competency  assessment.  Routine  QC
and PT performed for regulatory compliance also provide an opportunity
to complete the blind sample element of  competency assessment.  QC
materials can be de-identified to qualify as a blind specimen.
Use  one  testing  event  to  fulfill  multiple  requirements.  For  example,
testing  performed  to  meet  compliance  with  instrument  comparison
(COM.04250)  can  also  be  used  to  meet  the  blind  sample  testing
requirements. The CAP offers Quality Cross Check programs (COVQ2 and
COVSQ) that can be used for instrument comparison and to evaluate the
performance of personnel simultaneously. Many elements of competency
can be met through this process if it is observed from start to finish and
includes questions regarding troubleshooting.
Determine if  COVID-19 testing can be combined with an existing test
system for evaluating competency. The CAP defines a test system as being
the process  that  includes preanalytic,  analytic,  and postanalytic  steps
used to produce a test result or set of results. In many situations, tests
performed on the same analyzer or platform may be considered one test
system and a separate competency assessment would not be required for
each test performed on the instrument. For example, if a SARS-CoV-2 test
is added to the same instrument platform used to perform influenza and
RSV testing and there are no differences in how the testing is performed
or  interpreted,  the  tests  can  be  included  under  one  test  system for
competency assessment. A separate assessment would not be required for
the additional test; however, the laboratory must assess training needs
and take appropriate action. Tests with unique aspects or procedures,
such  as  differences  in  pretreatment  of  specimens  prior  to  analysis,
different  procedural  steps,  or  differences  in  evaluation/interpretation,
must be assessed separately for competency to ensure they are performed
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correctly.
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Q. When a patient is admitted to our hospital, we collect MRSA nares PCR, MRSA axilla by culture,
MRSA groin by culture, and vancomycin-resistant Enterococcus by PCR for infection control purposes.
Many surrounding facilities have told us they have removed the axilla and groin cultures, but no
references were cited to support removing these procedures. Our facility would like to follow the
practices of other hospitals, but our providers would like a reference to cite.

Are there best practices or benchmarks from an infection control and microbiology point of view that
would allow us to remove the axilla and groin MRSA screen cultures?

A.  Screening certain populations of  patients  upon admission to a health care facility  (also known as active
surveillance testing) for asymptomatic colonization with methicillin-resistant Staphylococcus aureus (MRSA) is a

common practice at health care facilities and is even mandated by law in some states.1 This testing—who to
perform it on, how often to screen, what methods to use, which anatomical sites to sample, and what intervention

should take place for patients who have positive results—is an area of debate.2 The goal of this testing is to identify
patients who are colonized with MRSA and isolate and/or decolonize them to decrease nosocomial transmission
and the incidence of MRSA infection. Another possible use of such screening is to avoid or de-escalate empiric anti-

MRSA vancomycin therapy in patients who test negative.3

Multiple methods can be used to perform active surveillance MRSA screening, including culture-based approaches
(blood agar and/or chromogenic media), PBP2a detection, full antimicrobial susceptibility testing, and/or mecA
gene detection. There are no guidelines or best practice recommendations that specify which method is best.
Based on the testing method reported in  more than 600 participant  responses to  the College of  American
Pathologists’ Methicillin-resistant Staphylococcus aureus Screen, 5 Challenge (MRS5) Survey and the more than
600 participant responses to the MRS5-Molecular Survey, institutions vary widely in their approaches. Variables to
consider  in  test  method  selection  include  the  sensitivity  and  specificity  of  the  testing  method  employed,
turnaround  time,  cost,  and  integration  into  laboratory  workflow.

A practice recommendation document put forth by the Society for  Healthcare Epidemiology of  America and
Infectious Disease Society of America in 2014 states that the anterior nares is the site of colonization that is most

frequently positive in most studies but that no single site will detect all colonized individuals.4 Due to this finding
and to the relative ease of collection at this anatomic location, the anterior nares has come to be considered the
primary site for sampling. Other sites also may be sampled to improve the overall sensitivity of surveillance, but it
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comes at an additional cost.

One approach for determining whether to sample additional anatomic locations is to examine the lab’s in-house
data to see how many patients screen positive by groin and/or axilla culture without a concurrent positive nares
PCR result. If the data show that the diagnostic yield from sampling additional anatomic locations is low, then
removing them from the lab’s active surveillance testing program can be easily justified. On the other hand, if the
data  show  that  culturing  samples  from  the  groin  and  axilla  in  the  lab’s  patient  population  identify  a  significant
number of additional colonized patients, then perhaps multisite screening should be continued. A cost analysis

based on the lab’s data may help determine the best approach.5

Knowing the baseline rate and monitoring for changes in clinical MRSA infection in your institution as well as
analyzing data from active surveillance testing for asymptomatic colonization can help guide the use of testing and
infection prevention resources when there are significant changes to either metric.  Guidance for implementing a
MRSA  active  surveillance  testing  program  can  be  found  in  the  appendix  of  the  2014  SHEA/IDSA  practice

recommendation document.4 The population to be screened, frequency, methods used, and anatomic locations
screened ideally should be determined collaboratively by an interdisciplinary group that includes the clinical
laboratory and infection prevention team at each institution.
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