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“OVERALL FLU 
VACCINATION 
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HEALTHCARE 

WORKERS 
NATIONALLY WERE 

ESTIMATED AT 
75%, BUT EXCEED 
95% AT FACILITIES 
WITH MANDATORY 

POLICIES...“

VA hospital system may mandate 
staff flu shots in ‘near future’
150-hospital system well short of 90% rate by 2020

By Gary Evans, Senior Staff Writer

With a new study finding 
that virtually none of 
the nation’s 150 Veterans 

Health Administration 
hospitals have 
mandatory flu shot 
policies for healthcare 
workers — leaving 
vaccination rates 
languishing in the 
55% range — the VA 
system is considering 
a vaccine mandate 
to protect patients 
and coworkers, 
Hospital Infection 
Control & Prevention 
has learned.

Given the repeated 
calls by leading medical 
groups for mandatory flu vaccination 
of healthcare workers to protect 
patients, the issue has taken on an air of 
historical inevitability that suggests the 

controversial matter is all but resolved. 
Not by a literal long shot. The recently 
published study1 suggests that healthcare 

worker immunization 
levels at VA hospitals 
have plateaued well 
below the Department 
of Health and Human 
Services goal of a 
90% of healthcare 
workers vaccination 
rate by 2020. Overall 
flu vaccination 
rates for healthcare 
workers nationally 
were estimated at 
75%, but exceed 
95% at facilities with 
mandatory policies, 

the authors reported.
Researchers at the University of 

Michigan Medical School and the Ann 
Arbor VA Healthcare System surveyed 
infection preventionists at 386 non-
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VA hospitals and 77 VA facilities. 
Of the non-VA hospitals, 43% 
of the IPs responding said their 
facility mandated flu vaccination 
of all healthcare providers. Though 
the hospitals were not named, a 
1.3% level of mandatory policies 
at the VA hospitals translates to a 
single outlier among the 77 federal 
facilities. Something short of a 
mandate appears to be in place at 
many hospitals, though the survey 
did not ask respondents to go into 
detail about the specifics of their 
policies. Overall, about one-fifth of 
hospitals without mandatory policies 
said unvaccinated staff had to sign 
declination forms and/or wear a 
mask while seeing patients during flu 
season. For example, the Ann Arbor 
VA has such a masking policy for 
caregivers who decline immunization.

Unions in place

There are also pockets of 
entrenched resistance, as 28% of 
the IPs at VA hospitals said worker 
unions were a factor in the lack of a 
flu vaccine requirement. That could 
set the stage for labor negotiations 
and legal challenges if a mandate is 
enacted. Currently, the VA system 
does not have a national policy 
to mandate flu immunization of 
healthcare workers, and many 
hospitals are apparently waiting for 
the green light before pushing such 
policies. More than half of IPs in 
the 77 VA hospitals said they could 
not mandate the vaccine because 
they were part of a federal system 
that had no such national directive.

Since the survey was taken in 
2013 the VA system has continued 
to encourage its hospitals to work 
toward near-universal vaccination by 
2020, but voluntary immunization 
efforts historically have shown little 

evidence of the kind of dramatic, 
sustainable increase that would be 
necessary to take the health system 
from 55% to a 90% vaccination rate. 

“I can tell you in conversations 
with our people at the Ann Arbor 
VA that they believe there have 
been recent developments at 
the [VHA] National Leadership 
Council — they may be moving 
toward mandatory vaccination of VA 
employees in the near future,” says 
M. Todd Greene, PhD, MPH, lead 
author of the study and a research 
investigator at the University of 
Michigan and the Ann Arbor VA.

There are tens of thousands of 
healthcare workers in the VA system, 
so mandating the seasonal flu shot 
would no doubt be controversial. 
It would also be a monumental 
endorsement of public health in 
the face of a national anti-vaccine 
movement that has brought measles 
out of exile and threatens to erode 
critical coverage of other vaccines. 
The VA national office had not 
responded to a request for comment 
as this issue of HIC went to press, 
but it is no secret the VA has been 
considering a mandate for several 
years — particularly after it fell well 
short of an 80% immunization 
goal in 2011.2 Among the obstacles 
that have been cited are that the 
VA is larger than any organization 
that has implemented mandatory 
flu vaccination, adequate supply 
of vaccine could be an issue, and 
there are limited data definitively 
linking vaccination of healthcare 
workers with reduced influenza-
related illness in patients.3 Another 
factor is the unwillingness of some 
hospital administrators to open 
this can of worms, as about 22% 
of those surveyed overall said 
simply that hospital leadership 
would not mandate the vaccine.

“To put it bluntly, American 
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hospitals have a lot of work to do,” 
says Sanjay Saint, MD, MPH, senior 
author of the study and director of 
the University of Michigan Patient 
Safety Enhancement Program.

In that regard, the VA system 
may conclude that it is time to 
get on the right side of history as 
more and more facilities mandate 
seasonal flu shots. Among the 
continuing calls for mandatory flu 
vaccine policies were two by highly 
influential groups in 2015: the 
American Nurses Association and 
the American Academy of Pediatrics 
(AAP).4,5 (For more information, see 
the October 2015 issue of HIC.)

‘No excuses’

The AAP vigorously reiterated a 
prior call for mandatory influenza 
vaccination of healthcare workers, 
saying religious or philosophical 
objections to immunizations 
do not override the ethical 
imperative to protect patients.

“Unless you have a medical 
problem, there is, in my opinion, no 
excuse — zero, none — for healthcare 
workers not to be vaccinated,” 
says Jeffrey R. Starke, MD, co-
author of the AAP statement and 
chief of infection control at Texas 
Children’s Hospital in Houston.

Frustrated pediatricians are taking 
a similar hardline with patients that 
refuse to vaccinate their children, 
with 21% of the physicians going 
rogue against the standing AAP 
policy by “dismissing” families that 
balk at routine immunizations.6

On the healthcare worker issue, 
the AAP takes something of a 
“no caregiver is an island” stance, 
arguing that individuals embedded 
in societies and groups cannot 
consider their illness in isolation.

“Employees of healthcare 

institutions are obligated to honor 
the requirement of causing no harm 
and to act in the best interests of 
the health of their patients,” the 
AAP stated. “Medical exemptions to 
required influenza immunization (i.e. 
severe allergy to a vaccine component) 
should be kept at a minimum to 
ensure high coverage rates and 
granted only on an individual basis. 
Granting specific medical exemptions 
is constitutionally required, 
but states do not have to grant 
philosophical or religious opt-outs.”

The AAP calls for the development 
of “consistent policies” for exempted 
healthcare workers like wearing 

a mask if non-vaccinated.
“Mandating influenza vaccine 

for all healthcare workers is ethical, 
just, and necessary,” the AAP argued. 
“Hospital-acquired influenza has 
been shown to have a particularly 
high mortality rate, with a median 
of 16% among all patients and a 
range of 33% to 60% in high-risk 
groups such as transplant recipients 
and patients in the ICU.”7

Evidence and outbreaks

Influenza vaccination of healthcare 
workers has the potential to reduce 
both morbidity and mortality among 

patients, the AAP noted. While there 
have been influenza outbreaks and 
even patient deaths linked to non-
immunized flu-infected workers, the 
quality of the evidence supporting a 
protective effect in overall populations 
has been moderate at best.8 A 2013 
Cochrane review concluded that there 
were “no accurate data” supporting 
the vaccination of healthcare 
workers to prevent laboratory-
confirmed influenza in long-term care 
residents age 60 years and older.9

“Specifically, the authors did 
not find a significant decrease in 
respiratory illness or in deaths related 
to respiratory illness,” the AAP noted.

While influenza vaccine efficacy 
will vary year to year depending 
on the match with circulating 
strains, it seems clear enough that 
healthcare workers acquire flu and 
infect patients and coworkers. In 
a prospective surveillance study 
of laboratory-confirmed influenza 
among hospitalized adults in a 
network of Canadian hospitals from 
2006 to 2012, 17.3% of influenza 
cases were healthcare-associated.10

Starke has seen such cases 
firsthand for both influenza and 
other respiratory infections.

“I have done infection control at 
Texas Children’s for 20 years and we 
have clearly had incidences where 
we had a transmission of viruses to 
children from ill healthcare workers,” 
he says. “There’s no question about 
it. It’s not a question of if it happens 
— it does. The bigger question 
is, how often does it happen?”

There is clear evidence of the 
devastating consequences of hospital-
acquired influenza in high-risk 
populations. In a NICU outbreak, 
six babies were infected and one died. 
Some among the poorly immunized 
group of caregivers admitted working 
while ill, with only 14% reporting 
they stayed home with an influenza-

“MANDATING 
INFLUENZA 

VACCINE FOR 
ALL HEALTHCARE 

WORKERS 
IS ETHICAL, 
JUST, AND 

NECESSARY,” THE 
AAP ARGUED.
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like illness.11 In an outbreak in a 
bone marrow transplant unit, six 
patients developed pneumonia 
and two died.12 Five staff members 
developed influenza-like illness 
during the outbreak, and overall there 
were seven cases of occupationally-
acquired influenza in a staff with 
paltry immunization rates.

Voluntary programs have proved 
largely ineffective, in part because 
healthcare workers have persistent 
misconceptions about the risks and 
benefits of the influenza vaccine. The 
most commonly reported barriers 
to vaccination were concerns about 
vaccine safety and effectiveness 
and low perceived susceptibility to 
influenza. Some continue to believe 
the long-dismissed concern that the 
vaccine actually causes flu. As a result 
healthcare workers fail to lead by 
example if they recommend universal 
immunization to their patients but 
do not require it of themselves. 
Furthermore, unvaccinated healthcare 
workers fuel the growing public 
distrust and fear of vaccines, which has 
resulted in the resounding resurgence 
of preventable diseases, the AAP noted.

For IPs facing immunization issues 
and the commonly reported problem 
of healthcare workers reporting for 
duty with flu or other respiratory 
and symptomatic infections, there 
is still one old-school safety net: 
hand hygiene. At Texas Children’s, 
a major institutional effort pushed 
compliance with hand washing 
toward 100%, drastically reducing 
hospital-acquired respiratory infections 
in patients, Starke says. The all-
out effort included a marketing 
component with slogans and pens, 
involvement of patients and families, 
and tying hand hygiene compliance 
to an employee bonus program.

“The vast majority of respiratory 
viruses are transmitted through direct 
contact,” he says. “In fact, they are 

not particularly airborne — though 
influenza is a little different in that 
it can be spread through droplets 
through the air that can go several 
feet. But if every healthcare worker 
got immunized for flu and then if 
we really do a superb job with hand 
hygiene, we would block the vast 

majority of transmission of viruses 
from healthcare workers to patients.”
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“AS A RESULT 
HEALTHCARE 
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UNIVERSAL 
IMMUNIZATION TO 

THEIR PATIENTS BUT 
DO NOT REQUIRE IT 
OF THEMSELVES.”
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Are novel flu vaccines an answer for high-risk 
patients?
Yale researchers reduce flu in cancer patients five-fold

Amid ongoing efforts to get 
90% of healthcare workers 

immunized against seasonal flu by 
2020, researchers are seeking to 
boost the immunity of high-risk 
patients to protect them from serious 
and even fatal flu infections in the 
hospital and the community.

One such group is those with 
plasma cell disorders (PCD), a 
cancer of the immune system that 
leaves people highly vulnerable 
to complications from seasonal 
flu infection. Yale Cancer Center 
researchers presented some 
promising findings for these patients 
recently in Orlando at the annual 
meeting of the American Society of 
Hematology.

Based on historical data, these 
plasma disorder patients have a 
10-fold increased risk of influenza 
and an expected yearly flu infection 

rate of at least 20%. Standard 
immunization results in poor 
expression of protective immunity, 
so the researchers gave the cancer 
patients two shots of Fluzone high-
dose vaccine 30 days apart during 
the 2014-15 flu season. Eligibility 
criteria allowed any patient with 
PCD and no contraindication 
to trivalent inactivated influenza 
vaccine. The primary endpoint was 
laboratory confirmed flu infection 
rate. Patients were asked to report all 
flu-like illnesses for viral testing and 
patients were asked about infectious 
symptoms at all study visits and at 
the end of the flu season in May 
2015.

“Interestingly the rate of 
documented flu infections was only 
4% compared to an expected 20% 
and may be due in part to the higher 
rate of seroconversion,” the authors 

concluded1. Given the encouraging 
clinical results, they are planning 
a randomized clinical trial of the 
approach during the 2015-2016 
influenza season.

A total of 51 patients enrolled 
with a median age of 75 years. The 
novel, off-label vaccination strategy 
was safely tolerated in all patients. 
With close clinical follow-up, only 
4% (2/51) of patients developed 
laboratory-confirmed influenza.
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Parents of 350 babies warned of possible TB 
transmission from infected worker
Newborns being treated whether they test positive or not

A s patient notifications of 
potential exposures to infectious 

disease go, it doesn’t get much 
worse than telling parents their 
newborn baby may be in danger.

That’s the situation Santa Clara 
Valley Medical Center in San Jose, 
CA, finds itself in, having recently 
notified patients by phone and letter 
that some 350 infants and their 
mothers may have been exposed 
to a healthcare worker with active 

tuberculosis between mid-August 
2015 and mid-November 2015.

Now on leave for treatment, 
the employee worked in the 
newborn nursery in the hospital’s 
Mother & Infant Care Center.

“While the risk of infection is low, 
the consequences of a tuberculosis 
infection in infants can be severe,” 
Stephen Harris, MD, Chair of 
Pediatrics at Santa Clara Valley 
said in a statement. “That’s why we 

decided to do widespread testing 
and start preventative treatments for 
these infants as soon as possible.”

The hospital is doing both 
diagnostic testing and preventive daily 
treatments of isoniazid on the infants, 
which are being monitored closely 
for any signs of active infection with 
Mycobacterium tuberculosis. Elements 
of risk include that the newborn 
immune system is not fully developed 
and may not respond to testing. Thus 
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X-rays and preventive treatment will 
be done, and of course clinicians 
will act quickly if there is any sign of 
reduced susceptibility of the TB strain 
to the first line drug administered.

All patients, visitors, and 
employees who were potentially 
exposed to the infected worker 
have been identified.

“The employee underwent her 
annual tuberculosis test in September 
2015,” the hospital stated. “The 
screening was negative and the 
employee did not show symptoms at 
any time. Her physician discovered 
her TB when she underwent 
evaluation for an unrelated medical 
condition. Even before the hospital 
received a confirmed diagnosis, the 
employee was placed on leave.”

Q&A for patients

The hospital posted frequently 
asked questions for patients, parents 
and others possibly exposed. IPs 
may want to consider something 
similar if they ever find themselves 
in a similar situation. Some of the 
questions include the following:

What is Tuberculosis (TB) and 
how is it spread? Tuberculosis is an 
infectious disease that usually affects 
the lungs but can affect any part of 
the body. It is caused by a very small 
bacteria that lives in the lungs of an 
infected person and gets into the air 
when the infected person breathes 
or coughs, making it possible for 
others to potentially inhale it.

How could I have been exposed? 
A person can be exposed if there 
is a shared breathing space with a 
person who has the infection in 
their lungs. Usually, a person has to 
be in close contact with someone 
with active TB for a long period of 
time to become infected; however, 
some people do become infected 
after shorter periods of contact.

How will I know if I have been 
infected with the TB bacteria? A 
blood sample is taken to test if you 
have the TB bacteria in your body.

What are the symptoms of 
TB? It depends on where the TB 
bacteria begin to grow, but most 
often the TB bacteria infect the 
lungs. The following are the most 
common symptoms in adults:

• a cough that lasts three weeks or 
longer;

• pain in the chest;
• coughing up blood or phlegm;
• weakness;
• weight loss;
• chills;
• fever, sweating at night.
Will everyone who gets infected 

develop these symptoms? No, 
sometimes the infection lives inside 
your body but your immune system 
will stop the TB bacteria from 
multiplying. In this case, you would 
not have any symptoms. Because 
some people will not show symptoms, 
it is important that anyone who was 
potentially exposed gets tested.

What if I have a positive test for 
TB infection? A positive test result 

does not mean you have TB disease. 
Your doctor may decide to do other 
tests such as a chest X-ray and a 
test of your sputum (phlegm). You 
will also likely be asked about any 
symptoms you may be experiencing. 
Based on the demographics of 
Santa Clara Valley Medical Center, 
approximately 1 in 5 patients already 
have a positive test for TB and were 
exposed in the past. Your doctor will 
review your tests and determine how 
to proceed. People who test positive 
may be prescribed medication. 
Your physician will decide if 
medication is appropriate for you.

If I have a positive test for TB, 
will my family be affected by this? 
If you have developed the disease and 
have symptoms, then there is a risk 
your family may be affected. If you do 
not have symptoms, your family will 
likely not be affected. The County 
Public Health Department will assist 
with any necessary follow-up for your 
family after you have been tested.

If someone stayed with me in 
the hospital while I was in Mother-
Infant Care Center, are they at risk 
for exposure to TB disease? We are 
screening all patients who may have 
had contact with the TB-infected 
individual. Generally, a healthy 
person who stayed with you in the 
hospital has very little risk of getting 
TB. If that person is concerned or 
has a condition that weakens their 
immune system, they should contact 
his/her primary care provider after 
you get the results of your TB test.  n

Bare below elbows: Common sense or nonsense?
Epidemiologist makes the case for ‘biological plausibility’

Is it time for clinicians to lose 
the white coats, long sleeves, 

and neckties in favor of bare arms 

for patient care? Citing anecdotal 
evidence, common sense, and the 
limited data available in the absence 

of clinical trials, the University of 
Iowa Hospital and Clinics is doing 
just that beginning January 2016, 
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said Michael Edmond, MD, 
MPH, hospital epidemiologist 
at the Iowa City facility.

Edmond gave a vigorous defense 
of the concept recently in San Diego 
at IDWeek 2015. However, the 
debate format of the session left 
him open to some withering cracks 
by his opponent Neil O. Fishman, 
MD, an infectious disease physician 
at the University of Pennsylvania 
in Philadelphia. Citing the dearth 
of data to support the practice, 
Fishman said Edmond was essentially 
relying on “the audacity of hope.”

Moderator Patrick Joseph MD, 
an editorial board member of Hospital 
Infection Control & Prevention, didn’t 
make Edmond’s job any easier by 
prefacing a pre-debate electronic 
vote by the audience with a rather 
strictly defined question: “Would you 
formally recommend that healthcare 
workers with patient contact wear 
short sleeves? By ‘formally,’ I mean 
would you recommend it to your 
infection prevention committee, 
your hospital, to your surgical center 
— would you actually recommend 
that healthcare workers with patient 
contact wear short sleeves?”

Given those rather rigid 
instructions to the jury, only 
37% said yes, that they would 
recommend such a practice, which 
was popularized in the U.K. as a way 
to reduce Clostridium difficile and 
MRSA. The U.K. success against 
C. difficile, in particular, has been 
the envy of U.S. epidemiologists. 
But with the multiple interventions 
at play and certainly no clinical 
trial with bare arms vs. white coats, 
Edmond’s task was to piece together 
the case for “biological plausibility.”

Opening gambit

He began by showing photographs 

of caregiver’s coats and clothing 
touching patients, which of course 
wouldn’t be the case if contact 
isolation measures were in effect 
and a gown was being worn. This 
was Edmond’s opening gambit, 
the rationale that has upheld 
contact precautions for decades 
supports the concept of bare 
arms for standard patient care.

“We use contact precautions for 
epidemiological important organisms, 
placing patients in private rooms and 
wearing gowns and gloves when we go 
into the room,” he said. “This is based 
on evidence that clothing does become 
contaminated and the assumption that 
pathogens on contaminated clothing 
can be transmitted to patients.”

Thus the logical extension 
of contact precautions concern 
with clothing as a fomite, is “bare 
below the elbows,” which means 
no sleeves, white coat, neckties, 
wristwatch and no jewelry except 
a wedding band, he said.

“The intention of this is to allow 
a good hand and wrist washing 
and to avoid contamination of 
sleeve cuffs,” Edmond said. “I have 
personally practiced bare below the 
elbows consistently since 2009.”

The postulated role of clothing in 
the transmission of pathogens is based 
on the awareness that patient skin 
and the surrounding environment are 
contaminated with pathogens, he said.

“The clothing of the healthcare 
worker becomes contaminated by 
being in contact with the patient 
or the environment,” he said. 
“We add to that some pieces of 
clothing are infrequently laundered, 
particularly neck ties and lab coats, 
[which harbor] pathogens we 
presume may be transmitted from 
the healthcare worker clothing 
to the subsequent patient.”

Staph aureus and gram negative 
bugs have been found on clothing, 

and — though Edmond didn’t 
mention this in his presentation 
— spore-forming C. difficile 
has been consistently difficult 
to remove from anything.

“For some pathogens and some 
type of fabrics, the persistence of these 
organisms in a live state can be quite 
long,” Edmond said. “For Staph aureus 
up to a month, and for Enterococcus 
faecalis up to three months.”

From pigpen to pig skin

The pathogens may be able to 
linger on lab coats in particular, 
which may be infrequently laundered. 
Edmond cited a study showing 
washing of lab coats occurs on average 
about every two weeks.1 Edmond 
surveyed physicians at his former 
hospital, Virginia Commonwealth 
University in Richmond. “We found 
that about a third of people wash their 
white coats every week; about 40% 
every month, and most interestingly 
and quite appalling, almost 20% 
reported that they had never washed 
their lab coat. They’re like Pigpen.”

The question becomes, can 
the pathogens move from the 
contaminated clothing to the 
patient’s skin, setting up the 
possibility of cross transmission? 
Edmond and colleagues have shown 
that pathogens on swatches of lab 
coats can adhere to pig skin.2

“Can we culture the organisms 
back off of the pig skin? What we 
found with MRSA, VRE, and pan-
resistant acinetobacter is that yes, 
indeed we can,” he said. “So we can 
theoretically at least say transfer can 
occur from the white coat to the skin.” 

Other studies have found that 
pathogens can be transmitted from 
lab coats to mannequins in simulated 
patient care experiments. “They found 
4 of 5 times with a tie and with long 
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sleeves you do find that the healthcare 
worker transmitted [microorganisms] 
to the mannequin,” he said. “The 
best [result] was when the healthcare 
worker wore short sleeves and no 
necktie. There was no transmission in 
any of the 5 replications of the study.”3 

“[Admittedly], we have no 
evidence at this point that if we took 
all of the white coats and all the 
neckties away that we would reduce 
infection rates,” he said. “I would 
summarize all of the data by saying we 
have biologic plausibility that these 
articles of clothing are involved in 
transmission of infections to patients. 
But would we ever use biological 
plausibility to change practice?”

Giving this question some 
thought, Edmond concluded that 
the biological plausibility could be 
used to alter medical practice if the 
following three conditions were met:

• A potential for benefit. 
“Which I think we do here.”

• No risk for harm, “except 
maybe to some people’s egos.”

• Minimal costs.
“We meet all three of those 

criteria, so I think it makes sense 
to argue that biologic plausibility is 
enough,” Edmond said. “However, 
I would say as an epidemiologist 
without hard data, I don’t think we 
can ever mandate this intervention, 
but I do think that there is 
enough there to recommend and 
encourage people to do it.”

Showing a picture of a dirty 
cuff sleeve of a lab coat, Edmond 
said, “Your mother could tell 
you this is an infection control 
problem. I don’t think you need 
a randomized control trial.”

Returning to the whole concept 
of contact precautions, he tried 
to close the deal by emphasizing 
that “based on this same evidence 
and same assumptions, we are 
willing to wrap ourselves up in 

plastic to go into the room [of a 
patient in] contact precautions.”

Fashion police?

Fishman opened his 
counterattack by going down a 
long list of all manner of mandates 
and requirements for infection 
control tracking and reporting.

“And you want us to be the 

fashion police?” he said incredulously. 
“There are no clinical studies that 
demonstrate cross-transmission of 
a healthcare-associated pathogen 
from a healthcare provider to a 
patient [via sleeves or clothing]. 
We did hear that there is evidence 
demonstrating transmission to pig 
skin and mannequins, as far as I 
know none of them were infected.”

The bare elbows campaign in 
the U.K. was more political than 
medically motivated, Fishman 
said, citing some reports of the 
unintended consequences of 
physicians looking less professional 
and undermining patient confidence.

“I think we do need to be 
concerned about the perception of our 

profession,” Fishman said. “Can we 
afford to promote practices based on 
limited evidence, theoretical rationale, 
practical considerations, and authors’ 
opinions? The bare arm is going to be 
subject to the same fecal patina, the 
same microbiome clouds, the same 
dirt on the countertops and bedside 
tables as the white coat. I don’t think 
we’re washing up to the elbows — 
we have enough problems getting 
people to clean their hands let alone 
getting clean up to their elbows.”

On the contrary, Edmond said, 
“As a practitioner of bare below the 
elbows, I can tell you that when I 
examine a patient and my arm touches 
their skin I am very aware of it and I 
do wash my arm. When I had sleeves 
on previously, I didn’t really notice it.”

With that, Patrick called for 
another audience vote, with Edmond 
winning the battle but losing the 
war. Those willing to recommend a 
bare elbows policy after the debate 
increased 5% to 42%, but still the 
majority remained unconvinced. 
With his hospital’s bare elbow policy 
beginning Jan. 1, Edmond may be 
able to make a stronger evidence-
based argument in the future. Or not.
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“[ADMITTEDLY], 
WE HAVE NO 
EVIDENCE AT 

THIS POINT THAT 
IF WE TOOK ALL 
OF THE WHITE 

COATS AND ALL 
THE NECKTIES 
AWAY THAT WE 
WOULD REDUCE 

INFECTION 
RATES,” HE SAID.”
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The do’s and don’ts of using masks and N95s
Common sense tips provided by APIC

With all the post-Ebola 
emphasis on personal 

protective equipment, there’s 
no time like the present to 
review the proper use and wear 
of masks and respirators.

Fortunately, the Association for 
Professionals in Infection Control 
and Epidemiology (APIC) has 
created two new fact sheets that 
outline key points on use of N95 
respirators and procedure masks in 
non-surgical settings, which can be 
found at http://bit.ly/1MWaRTP.

More technical, arcane guidance? 
In a word, no. In a blessed appeal 
to common sense, the new APIC 
fliers breakdown the “Do’s and 
Don’ts” of procedure masks and 
N95 respirators in plain language 
approved by other key stakeholders.

“It’s an area we felt needed 
some clarification as well as 
being a good review,” says Laura 
Buford, RN, BSN, CIC, chair 
of the APIC Communications 
Committee and an infection 
preventionist at Lakeway Regional 
Medical Center in Austin, TX.

“It’s easy to get complacent 
about things that are so routine. 
Sometimes we forget the basics. 
We felt making this ‘Do’s and 
Don’ts’ would be beneficial for all 
levels of healthcare facilities.”

As infection preventionists 
are well aware, there has been 
confusion about this issue since 
the SARS epidemic in 2003, and 
probably before that. Data from 
the Respiratory Evaluation for 
Acute Care Hospitals (REACH) 
studies conducted during the 2009 
H1N1 pandemic confirmed the 
need for continued education and 

training about respiratory PPE 
among healthcare professionals 
health professionals and 
infection preventionists.1 In that 
regard, some of the commonly 
identified problems continue.

“Some things that have been 
reported are staff wearing the wrong 
type of mask, not wearing the mask 
correctly, masks hanging around the 
neck after use — ill-fitting N-95 
respirators,” Buford says. “These are 
pretty common in conversations 
with different healthcare facilities 
when creating this guide.”

While N95 respirators are for 
the prevention of transmission of 
airborne pathogens like tuberculosis, 
Buford reminds that standard 
procedure masks are actually a 
part of standard precautions if 
the patient is symptomatic.

“Staff should wear a mask when a 
patient is coughing but they may not 
need to be on Droplet or Airborne 
Precautions,” she says. “Staff need 
to protect themselves all the time, 
especially when it’s not something 
specific that lands the patient into 
a transmission-based precaution.”

OSHA approval

The “Do’s and Don’ts for 
wearing procedure masks in non-
surgical healthcare settings” and 
the “Do’s and Don’ts for wearing 
N95 respirators in non-surgical 
healthcare settings” are free, 
downloadable fact sheets that 
feature quick tips for wearing 
and safely removing the PPE.

The fliers were developed by 
APIC’s Communications Committee 

with input from the American 
Nurses Association (ANA), the 
Association of Occupational 
Health Professionals in Healthcare 
(AOHP), and the Association of 
periOperative Registered Nurses 
(AORN). The recommendations also 
pass muster with the Occupational 
Safety and Health Organization.

“We always want to make 
sure any guidance we provide is 
consistent with recommendations 
from regulatory bodies,” Buford 
says. “Our goal is to help healthcare 
workers be safe as well as compliant.”

The new fact sheets are 
essentially just-in-time teaching 
tools as the flu and respiratory 
infection season continues.

For example, the handout 
on N95 respirators includes 
the following Do’s:

• Check to make sure the 
N95 respirator has no defects 
such as holes or torn straps.

• Wear for protection against very 
small particles that float in the air 
(e.g., TB, measles, or chickenpox).

• Follow manufacturer’s 
instructions for donning and 
doffing of N95 respirator.

And the following Don’ts:
• Wear an N95 respirator 

without proper fit-testing.
• Touch the front of 

an N95 respirator as it is 
contaminated after use.

• Leave an N95 respirator 
hanging around your neck.
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EPINet has new leadership, expands mission to 
go beyond threat of bloodborne infections
Now includes C . diff, MRSA exposures

The International Healthcare 
Worker Safety Center — one 

of the original surveillance systems 
for healthcare worker needlesticks 
— has made a dramatic transition 
to an independent non-profit 
center that is widening the net 
beyond bloodborne pathogens 
to include worker exposures to 
Clostridium difficile and MRSA.

“This is a great way to branch out 
while keeping bloodborne pathogens 
at our core,” says Amber Mitchell, 
DrPh, MPH, CPH, the new 
president and executive director of 
what is now called the International 
Safety Center. “We will be focusing 
on the healthcare-based and the 
community-based pathogens that are 
becoming more and more prevalent.”

The center will continue to 
offer free standardized recording 
and tracking of sharps injuries 
and blood and body fluid contacts 
through the forms and database that 
comprise the Exposure Prevention 
Information Network (EPINet) 
database. The original Healthcare 
Worker Safety Center was housed 
at the University of Virginia in 
Charlottesville as founded in 
1991 and directed by needlestick 
prevention pioneer Janine Jagger, 

PhD, MPH, a professor of medicine 
at UVA. In turning the reins 
over to Mitchell and colleagues, 
Jagger said in a statement that 
with emerging infectious diseases 
like Ebola and resurging ones 
like measles, the work of hospital 
employee health professionals has 
never been more important.

As part of the transition the 
center is no longer based at UVA, 
instead operating as an online 
collaborative effort and a new 
website (http://bit.ly/1BqbDpG).

“This type of advocacy center is 
really best run as an independent 
nonprofit,” Mitchell explains. 
“Contributions to an academic 
center have a tremendous amount 
of overhead — sometimes as high 
as 45%. We thought that if 100% 
of contributions could go toward 
protection of healthcare workers, 
that was money well allocated.”

The International Safety Center 
will be an extension of the original 
center, with an enhanced focus 
on collecting and analyzing data 
that better identifies healthcare 
worker safety hazards. The new 
center is designed to help hospitals, 
clinics, and other healthcare 
facilities measure blood and body 

fluid exposures, sharps injuries, 
and needlesticks to help prevent 
worker exposures to dangerous 
pathogens like HIV, hepatitis C, 
measles and methicillin-resistant 
Staphylococcus aureus (MRSA).

The infectious disease threats in 
occupational health have changed 
with hepatitis B vaccine being 
administered in childhood and 
HIV now a chronic disease for 
those under appropriate care.

“People are living longer with 
HIV,” Mitchell says. “There is an 
enormous amount of comorbidities 
and coinfections like MRSA 
and C. difficile. So while the 
high-risk exposures may still be 
the bloodborne pathogens, the 
contact with these coinfections is 
what we really want to get at.”

To be clear, EPINet tracks 
exposures, not actual infections. 
In 2000 the center played a key 
role in passage of the Needlestick 
Safety and Prevention Act, which 
expanded needle safety requirements 
and oversight by the Occupational 
Safety and Health Administration. 
Mitchell collaborated with the 
UVA center at that time as a key 
point person at OSHA working 
to get the law enacted.  n

Diverting more than drugs: Addicted workers 
can harm patients, drain hospital budgets
Boston hospital pays record amount for drug diversion allegations

In the largest settlement of 
its kind involving allegations 

of drug diversion at a hospital, 

Massachusetts General Hospital 
(MGH) in Boston has agreed 
to pay the United States $2.3 

million to resolve allegations 
that lax controls enabled MGH 
employees to divert controlled 
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COMING IN FUTURE MONTHS

substances for personal use. MGH 
voluntarily disclosed the diversion.

MGH also has agreed to 
implement a comprehensive 
corrective action plan to address 
future diversions, U.S. Attorney 
Carmen M. Ortiz, JD, announced. 
“Under the law, hospitals like 
MGH have a special responsibility 
to ensure that controlled 
substances are used for patient 
care and are not diverted for 
non-medical uses,” Ortiz said.

In 2013, an investigation was 
launched after MGH disclosed 
to the Drug Enforcement 
Administration (DEA) that two of 
its nurses had stolen large volumes 
of controlled substances. The 
two nurses stole nearly 16,000 
pills, mostly oxycodone. Both 
nurses stole from automated 
dispensing machines.

DEA’s ensuing audit of MGH’s 
controlled substances revealed 
count discrepancies totaling more 
than 20,000 pills, missing or 
incomplete medication inventories, 
and hundreds of missing drug 
records. MGH cooperated with 
the DEA’s investigation and 
subsequently disclosed additional 
violations of the Controlled 
Substances Act (CSA). Specifically, 
MGH disclosed the following:

• a pediatric nurse with 
a 12-year substance abuse 
problem had injected himself 
with Dilaudid at work,

• a physician had prescribed 
controlled substances for patients 
without seeing them and without 
maintaining medical records,

• several nurses were able to 
divert prescription drugs for many 
years without being detected, and

• medical staff had failed 
to properly secure controlled 
substances and even had brought 
them to lunch on occasion.

Fingerprint ID

The corrective action plan 
that MGH accepted includes 
the establishment of an internal 
drug diversion prevention team; 
the creation of a full-time drug 
diversion compliance officer 
position; mandatory training of 
all staff with access to controlled 
substances, including on how to 
identify the signs and symptoms of 
substance abuse; enhanced diversion 

monitoring by supervisors and 
management; annual external audits 
to ensure compliance with the CSA; 
and increased physical controls of 
controlled substances, including 
limiting and monitoring access to 
automated dispensing machines 
through fingerprint identification.

Over the past decade, outbreak 
investigations have documented 

more than 100 infections and nearly 
30,000 potentially exposed patients 
stemming from drug diversion in 
U.S. healthcare facilities, a CDC 
study reveals.1 Of course, diverted 
drugs are frequently painkillers, 
meaning patients can suffer both the 
injury of infection and the insult of 
painful care. (See Hospital Infection 
Control & Prevention, June 2015).

As disturbing as those factors 
are, it should be noted that while 
protecting patients is paramount, 
there is an employee health issue: 
the addicted healthcare worker. 
For example, nurses emphasize 
the ethical obligation to try to 
get their addicted colleagues 
into treatment: “Drug diversion 
is a symptom of the disease of 
addiction …a treatable disease.”2

Encouraging healthcare workers 
with an addiction problem to 
seek treatment may be one of 
the best ways to save a caregiver’s 
career before the disaster of 
an outbreak — the event that 
typically reveals the diverter.
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CME/CE OBJECTIVES
Upon completion of this educational activity, participants should be able to:
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and epidemiologists;

2. Describe the effect of infection control and prevention issues on nurses, hospitals, or the 
healthcare industry in general;

3. Cite solutions to the problems encountered by infection preventionists based 
on guidelines from the relevant regulatory authorities, and/or independent 
recommendations from clinicians at individual institutions. 

CME/CE QUESTIONS

1. With a study finding that only 

1.3% of VA hospitals surveyed 

had mandatory flu shot policies 

for healthcare workers, the 

authors said vaccination rates 

at the federal facilities were 

approximately:

A . 25%

B . 35%

C . 55%

D . 65%

2. The Department of Health and 

Human Services has set a goal 

of a 95% healthcare worker 

vaccination rate by 2025.

A . True

B . False

3. In a tuberculosis exposure 

incident requiring notification of 

the parents of 350 newborns, 

the infected employee 

underwent a TB test in 

September 2015. What were 

the results?

A . False positive

B . Negative

C . Positive

D . Inconclusive

4. According to Michael Edmond, 

MD, MPH, the “bare below the 

elbows” approach means which 

of the following can still be 

worn?

A . Lab coat

B . Watch

C . Necktie

D . Wedding ring
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Change is the constant: Can IPs turn challenge into 
opportunity?
Infection prevention at a crossroads as new threats loom

By Gary Evans, Senior Staff Writer

Infection preventionists are still struggling to 
raise their profile and funding for their pro-
grams, many of which received no additional 

support last year during an unprecedented Ebola 
crisis in the U.S. 

However, in a field where change is the con-
stant there are challenges and opportunities 
aplenty that attest to one central truth: On virtu-
ally every issue of import touching their career 
path – emerging infections, the anti-vaccine move-
ment, the threat of a post-antibiotic era, health-
care reform - IPs are clearly part of the solution, 
not the problem.

Healthcare administrators and leaders would 
be advised to grasp this point sooner than later 
because the need for a strong infection prevention 

program is only going to increase. 
For example, a mere decade and a half into 

this new century we have already seen a barrage 
of potential pandemic pathogens - a trend that 
is expected to continue due to increasingly rapid 
travel and inevitable human encroachment on ani-
mal habitats.

“IPs are leveraging the recent events to dem-
onstrate that preparedness and prevention are 
fundamental to protecting patients and health-
care workers, as well as the reputation and 
brand of healthcare facilities,” says Katrina 
Crist, MBA, CAE, the CEO of the Association 
for Professionals in Infection Control and 
Epidemiology. “In a globally connected world, the 
next emerging infection is only a plane ride away. 
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APIC has been making the case that investing in 
properly resourced infection prevention depart-
ments, training, and technology leads to greater 
preparedness and prevention. Over the next year, 
APIC will be bringing forward criteria and models 
for structuring infection prevention and control 
programs.”

Changing demographics

Will this future need for IPs be met by the labor 
force needed? In our annual Hospital Infection 
Control & Prevention Salary Survey and career 
report IPs have worked a median of 10-12 years in 
infection control, but the respondents were clearly 
career healthcare professionals. Overall, 73% said 
they have worked in healthcare 25 years or more. 
However, 25% were age 50 or younger, so there is 

some indication the field is replenishing openings 
as an aging demographic shift continues. 

“The next five years will be critical to building 
the next generation of IPs, and [our] preliminary 
data suggests that 5% will not be employed in 
infection prevention within this time period, and 
another 13% are unsure,” Crist says. “Infection 
prevention and control has emerged as an inter-
esting and exciting profession, and APIC will be 
mapping out how to expose more nursing, microbi-
ology, public health, and other students to the pro-
fession as part of their higher education or early in 
their careers.”

APIC is the process of conducting a 
“MegaSurvey,” which promises to be the most 
definitive profile of the profession in history. In the 
interim, a sampling of data generated by the HIC 
survey produces this composite sketch of the IP in 
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America. “She” has a nursing background, is 56 
to 60 years old, and draws an income of $70,000-
$79,999. Overall, 65% of IP respondents received 
a 1%-3% raise in the last year, but 17% reported 
their compensation unchanged. 

The next wave

“During the past decade the 
depth, breadth, and span of 
infection prevention and con-
trol responsibilities and activi-
ties has exploded,” says Mary 
Lou Manning, PhD, CRNP, CIC, 
FAAN, FNAP, the 2015 president 
of APIC and an associate professor 
at the Thomas Jefferson University 
School of Nursing in Philadelphia. 
“The challenge of solving increas-
ingly complex infection prevention 
and control problems at the local, 
regional, national, and global lev-
els, and the ability to partner and 
learn alongside a vast array of nota-
ble colleagues, is attracting a new 
and academically diverse group of individuals who 
are making career choices to become infection pre-
ventionists. I do believe there is a sufficient supply of 
incoming highly qualified individuals to fill IP roles.”

However, as the prevailing “norm” of the infec-
tion preventionist as a registered nurse shifts, 
perhaps the most important challenge will be to 
recognize and play to the different strengths and 
skills of each and every IP, she says, adding. “The 

results of the APIC MegaSurvey will help inform this 
issue.”In addition, the ongoing discussion and adop-
tion of new legislation and regulations pertaining 
to infection control is both “a major challenge and 
opportunity” for IPs, Crist notes.

“A major focus for APIC will be to engage health-
care executives and leaders in posi-

tioning infection prevention and 
epidemiology as a bigger part of 
the solution to many of the prob-
lems that they are facing,” she says.

Two challenges

In addition to the aforemen-
tioned host of emerging pathogens 
- from SARS in 2003, the H1N1 
influenza A pandemic in 2009, 
and MERS and Ebola currently - 
Manning sees two challenges on 
the immediate horizon.

“The Affordable Care Act is 
changing the way U.S. healthcare 
is financed and delivered,” says 

Manning. 
“This is resulting in a huge shift in care patterns 

from inpatient to outpatient settings and is spot-
lighting the central role primary care is beginning to 
play. I believe IPs will be taking a more active role 
in primary care infection surveillance and infection 
prevention.”

In addition, the Centers for Disease Control and 
Prevention has warned that escalating resistance to 
antibiotics is one of the top public health threats in 

“DURING THE 
PAST DECADE 
THE DEPTH, 
BREADTH, 

AND SPAN OF 
INFECTION 

PREVENTION 
AND CONTROL 

RESPONSIBILITIES 
AND ACTIVITIES 

HAS EXPLODED.”
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the U.S, she adds.
“We know that the inappropriate and over-use 

of antibiotics is the single most important fac-
tor leading to the development of resistance,” 
Manning says. 

“We also know that antibiotic stewardship pro-
grams decrease unnecessary exposure to antibiot-
ics, slow the emergence of antibiotic resistance, and 
result in considerable cost savings for institutions. 
I believe that IPs’ perspectives and active participa-
tion in antibiotic stewardship programs are crucial 
to the optimal success of these programs.”

Critical issues indeed, but will the support 
and resources be forthcoming?  Recent history 
with Ebola says no, but IPs cannot take that for 
an answer. Despite the most highly publicized 
and publicly feared infectious disease since the 

emergence of HIV in 1981, 55% of APIC survey 
respondents said they never received any additional 
resources.

“We know that facility-wide infection preven-
tion programs are critical and require adequately 
trained, staffed, and resourced infection prevention 
and control departments,” Manning says. 

“Now more than ever it is imperative that IPs 
become skilled communicators in demonstrat-
ing the value of infection prevention programs to 
senior leaders and making sure leaders understand 
the level of resources necessary to protect patients 
and healthcare personnel at their institution. 
Therefore a critical skill for 21st century IPs is to 
be expert and savvy users of the business case to 
demonstrate the value of the infection prevention 
departments.”
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