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Lack of preparation
for bioterrorism puts
health workers at risk
Experts urge education, better use of precautions

May 19, 2000: Patrons are watching a perfor-
mance in the Denver Performing Arts
Center while, silently, pneumonic plague

is unleashed through air conditioning vents. The
first symptoms are benign: cough, fever, achiness.
Yet within days, symptoms worsen as some victims
begin coughing up blood. Eventually, thousands of
people become ill and flock to area hospitals. This
act of bioterrorism leads to secondary infections in
dozens of health care workers who are treating the
patients. Delays in recognition of the infectious
threat leads to deaths.

This scenario, created as an unannounced exercise
to test readiness for a bioterrorism threat, revealed
serious weaknesses in hospitals’ ability to respond
to that kind of crisis. Hospitals quickly became over-
whelmed with patients and, after multiple shifts
without rest, hospital staff became fatigued, stressed,
and fearful.

While national bioterrorism experts dissect what
they learned from the Denver exercise, they have a
simple message for employee health professionals:
Do more of what you do best.

Staff education and awareness can make a differ-
ence in how effectively hospitals respond to bioter-
rorism or naturally emerging infectious diseases,
experts say. Employees who are careful about com-
plying with standard precautions, including giving
masks to patients with respiratory symptoms and
wearing masks themselves, will be better protected
from new pathogens.

NOW AVAILABLE ON-LINE!
www.ahcpub.com/online.html
For more information, contact (800) 688-2421.

December 2000 • Volume 19, Number 12 • Pages 133-144

IN THIS ISSUE
Lax attitude puts HCWs at bioterrorism risk

Too often, health care workers use protective equipment only
when they know a patient is infectious. But national bioterrorism
planning is giving employee health professionals a new and
frightening reason to stress the use of standard precautions. An
exercise in Denver showed that dozens of health care workers
could become infected from a bioterrorism agent before it was
identified. Part one of a two-part series . . . . . . . . . . . . . . . Cover

Think it couldn’t happen here? Yes it could!
Bioterrorism may seem like a very remote threat, particu-

larly for hospitals located away from the urban centers of the
country. But past events have shown that bioterrorism could
strike anywhere . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 135

Congress passes landmark needle-safety legislation
Using safer needle devices and documenting all needlesticks

on a sharps injury log became a national legal mandate with
passage of the Needlestick Safety and Prevention Act in the
waning hours of the Congressional session . . . . . . . . . . . . 137

CDC guarantees adequate supply of flu vaccine
Delays in production of flu vaccine wreaked havoc with

immunization campaigns at some hospitals. But the Centers for
Disease Control and Prevention in Atlanta assured hospitals and
other providers that enough flu vaccine will be available — even
if it’s late. CDC set up a Web site to help those in need of vac-
cine identify supply. CDC also guaranteed production of an
additional 9 million doses, to ensure that as many as 75 million
doses will be available this year. . . . . . . . . . . . . . . . . . . . . . 138

(Continued on next page)



“We’ve led health care workers down a path so
they’re waiting to know which patients are infec-
tious and [when they need] to do something spe-
cial,” says Lynn Steele, MS, CIC, epidemiologist
with the Hospital Infections Program at the
Centers for Disease Control and Prevention in
Atlanta. Instead, employees should routinely use
protective equipment to protect against bodily
fluids.

“Doing the right thing as consistently as possi-
ble is the key,” concurs Michael Bell, MD, bioepi-
demiologist for the Hospital Infections Program
and lead CDC author of a guidance paper on
bioterrorism. (For more information, see editor’s
note at the end of this article.)

The agents considered most likely to be used in
bioterrorism at first don’t present symptoms that
seem alarming. Victims of smallpox won’t feel
sick at all for a few days or more than a week
while the virus incubates. They’ll first get a rash
and fever, but when smallpox symptoms worsen,
the disease causes disfigurement, pain, and, for
many, death.

Pneumonic plague, a pulmonary version of the
ancient bacterial disease, begins with symptoms
that seem like the common cold. But “by the time
some of the patients present with severe symp-
toms, even antibiotics will not save their lives,”
says Stephen Cantrill, MD, associate director of
emergency medicine at Denver Health Medical
Center and a participant in the exercise. “It’s by
and large a matter of time before they die.”

While some possible bioterrorism agents, such
as anthrax, don’t involve person-to-person trans-
mission, smallpox and plague could spread
through secondary infections. (For information
on the most likely bioterrorism agents, see box,
p. 136.)

In Denver, Cantrill and his colleagues consid-
ered health care workers at risk for infection from
plague if they had contact within two feet of the
patient and weren’t using protective gear. The
numbers reached into the dozens before the
bioterrorism event would have been detected.
“This represents a real dilemma, quite honestly,”
says Cantrill. “We can’t all dress up like space-
men when someone has the symptoms of a cold.”

But using masks and goggles after the out-
break has been identified leaves many unpro-
tected. “Once the institution realizes it’s dealing
with an epidemic of a significant disease, then
everyone is going to follow appropriate precau-
tions,” says Cantrill. “Are you closing the barn
door after the horses escape? How much damage
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was done before you realized that?”
The Denver exercise raises more questions

than answers. But Cantrill and others say the real
possibility of bioterrorism, or of an emerging
infectious disease, provides a basis for employee
awareness and greater vigilance toward standard
precautions. (See related article, above.)

Research shows that physicians, nurses, and
other hospital staff follow appropriate hand-
washing procedures in only 25% to 75% of all
patient encounters.1,2 One study found that only
about half of operating room personnel wore pro-
tective eyewear.3

And while wearing gloves has become routine,
the use of masks remains low. “We hope to change

the culture, so it becomes the norm to put on a
mask and eye protection until you evaluate that
the patient is not coughing or is not going to have
any potential to transmit body fluids, instead of
waiting for that label to know this is something
extra you have to do,” says Steele.

Employee health professionals also have a role
in the broader preparations that should occur
hospitalwide. The Denver exercise pointed to the
importance of communication, particularly as a
part of detection of emerging diseases.

While infection control staff take the lead in
surveillance and reporting to public health
authorities, employee health professionals would
be an important link in the education of health
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‘It can’t happen here’:
You better think again

If you live and work far from one of the nation’s
financial or governmental centers, a bioterrorism

attack may seem about as likely as an asteroid
strike. Not zero chance, but close to it.

But if you think you don’t have to worry about
bioterrorism because of your location, think again.
After all, notes Michael Bell, MD, lead author of a
guidance paper on bioterrorism, “I wouldn’t have
expected Oklahoma City to be targeted for bombing.
. . . It’s impossible to say any particular site is going
to be absolutely safe.” Bell is a bioepidemiologist for
the Hospital Infections Program with the Centers for
Disease Control and Prevention in Atlanta.

Past events already have proven that point. In
1984, a religious cult in the rural community of The
Dalles, OR, intentionally contaminated restaurant
salad bars with S. Typhimurium, sparking a communi-
tywide outbreak of salmonellosis that afflicted more
than 750 people. The county previously had an aver-
age of five salmonellosis cases a year. When a vial of
the bacteria was found in a laboratory on the cult’s
compound, cult members admitted putting the organ-
ism on the salad bars and in the city’s water supply
tank. They reportedly hoped to influence local elec-
tions by sickening potential voters.1

More recently, the group Aum Shinrykyo released
nerve gas in the Tokyo subway system. Authorities
later discovered that the group had experimented
with botulism and anthrax.

Planning for bioterrorism can be integrated into a
broader effort to detect emerging infectious diseases,
which also can evolve suddenly.

“We must always be prepared for the unexpected,
whether it be a naturally occurring influenza pan-
demic, multiple antibiotic-resistant infections, or the

deliberate release of anthrax by a terrorist,” said
James M. Hughes, MD, director of the National
Center for Infectious Diseases at the Centers for
Disease Control and Prevention in Atlanta, as he
testified before a U.S. Senate subcommittee.2

In fact, it may be difficult to tell in the first days of
an outbreak whether it was intentional or naturally
occurring. Before Legionnaire’s disease was identi-
fied in a 1976 outbreak, some suspected that the
veterans in Philadelphia had been intentionally tar-
geted with a pneumonia-like disease. Likewise,
before rodent-borne hantavirus was identified in the
Southwest in 1993, rumors spread that the Navajo
tribe had been targeted with a biological agent.

Trying to define the probability of a bioterrorism
act is impossible because they are so unpredictable,
says Bell. “We can lull ourselves into a false sense
of security, but I don’t think we should,” he says.
“Even though we seem to think it’s a small probabil-
ity, we don’t know what that means. All we can say
is it’s a nonzero probability. The probability does
exist. Then we have to decide if it’s important
enough to prepare for.”

Nationally, bioterrorism planning includes the Office
of Emergency Preparedness, the National Security
Council, the Federal Bureau of Investigation, the
Department of Defense, local and state health depart-
ments, and other federal agencies.

Different communities will set their own priorities
for preparedness, says Bell. “Each state is taking a
tailored approach to what it needs to do,” he says.
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care workers. In the case of an outbreak, many
employees would turn to employee health staff
with concerns about safety, prophylaxis, and pos-
sibly vaccination.

In the wake of the bioterrorism exercise, the
Medical Center of Aurora (CO) is currently devel-
oping protocols to enhance the early recognition
of new disease clusters. While the test case of
pneumonic plague presented a difficult scenario,
it pointed to the importance of staff education
and staff awareness when a cluster of patients
presents with the same symptoms, says Sandy
Hawkins, RN, MS, CIC, the hospital’s infection
control coordinator.

She echoed the importance of communication,
particularly within the emergency department.
“We have a very large emergency department.
Physically, there are five different areas, and, at
any given time, we have six physicians on duty.

The staff soon discovered that communication
within the department for updates was a priority.

“Team members need to meet every 20 min-
utes for updates, with an open line to the com-
mand center,” she says. “That way team members
have the most current information about patients,
causative agent, treatment recommendations, and
other matters.”

Rapid dissemination of information can diffuse
rumors and fears, notes Tara O’Toole, MD, MPH,
deputy director of the Center for Biodefense
Studies at Johns Hopkins University in Baltimore.
“It is very important that hospital personnel of all
stripes are aware of the possibility of a bioterrorism
attack and have enough factual information about
what they should do, how they could be protected.
Should an attack occur, someone needs to be able
to get information out to everyone from profes-
sional staff to support workers. [Hospitals need to]
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ANTHRAX
Symptoms usually appear within seven days of con-
tact and vary depending on how the disease was
contracted. Cutaneous infections occur when the bac-
terium enters a cut or abrasion on the skin. Skin infec-
tion begins as a raised itchy bump that resembles an
insect bite but within one to two days develops into a
vesicle and then a painless ulcer, usually 1 cm to 3
cm in diameter, with a characteristic black necrotic
(dying) area in the center. Lymph glands in the adja-
cent area may swell. About 20% of untreated cases of
cutaneous anthrax will result in death. Deaths are rare
with appropriate antimicrobial therapy.
— Inhalation: Initial symptoms may resemble a
common cold. After several days, the symptoms
may progress to severe breathing problems and
shock. Inhalation anthrax usually results in death in
one to two days after onset of the acute symptoms.
— Intestinal: The intestinal disease form of anthrax
may follow the consumption of contaminated meat
and is characterized by an acute inflammation of the
intestinal tract. Initial signs of nausea, loss of appetite,
vomiting, and fever are followed by abdominal pain,
vomiting of blood, and severe diarrhea. Intestinal
anthrax results in death in 25% to 60% of cases.

BOTULISM
Classic symptoms include double vision, blurred
vision, drooping eyelids, slurred speech, difficulty
swallowing, dry mouth, and muscle weakness.
Infants with botulism appear lethargic, feed poorly,
are constipated, and have a weak cry and poor
muscle tone. The symptoms are related to muscle

paralysis caused by the bacterial toxin. If untreated,
these symptoms may progress to cause paralysis
of the arms, legs, trunk, and respiratory muscles. In
foodborne botulism, symptoms generally begin 18
to 36 hours after eating contaminated food, but
they can occur as early as six hours or as late as
10 days.

PLAGUE
Symptoms include a very swollen and tender lymph
gland, fever, chills, headache, and extreme exhaus-
tion. The pneumonic form involves a severe respira-
tory illness including high fever, chills, cough,
breathing difficulty, and possibly bloody sputum.
Naturally occurring plague is linked to rodents, rab-
bits, and fleas. If plague patients are not given spe-
cific antibiotic therapy, the disease can progress
rapidly to death. About 14% (one in seven) of all
plague cases in the United States are fatal.

SMALLPOX
Initially, symptoms resemble other viral illnesses,
such as influenza, with fever and myalgia for two to
four days. Skin lesions appear and quickly progress
into a disfiguring pustular rash. The rash is most
prominent on the face and extremities and scabs
over in one to two weeks. Smallpox can be transmit-
ted from respiratory droplets or from contact with
skin lesions or secretions, with an average incuba-
tion period of 12 days. It is highly contagious and
can lead to death in more than 30% of victims.

Source: Centers for Disease Control and Prevention, Atlanta.

Symptoms of Possible Bioterrorism Agents



communicate very rapidly to people whether they
are at risk and how.”

Hospitals also may develop systems that could
be adapted to address a bioterrorism emergency,
notes O’Toole. For example, a computer system
used to monitor medical errors could be designed
to adapt to outbreak response. Collaborative efforts
among hospitals would enhance the community’s
emergency readiness.

“The possible consequences of a bioterrorism
attack are so dire that I think there are solemn
responsibilities that the hospital community and
the medical community more generally have to
accept in preparing for such an event,” she says.
“There’s an awful lot we can do to prepare that
would limit suffering and death. It would be too
late once an attack occurs to make the arrange-
ments that would mitigate the situation.”

(Editor’s note: The CDC and the Association for
Professionals in Infection Control and Epidemiology

have developed a “Bioterrorism Readiness Plan: A
Template for Healthcare Facilities,” which is available
on the CDC’s Web site at www.cdc.gov/ncidod/hip/
Bio/bio.htm.)
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Congress passes landmark
needle-safety legislation
Hospitals must use safer devices, keep log

Using safer needle devices and documenting
all needlesticks on a sharps injury log

became a national legal mandate with passage
in late October of the Needlestick Safety and
Prevention Act in the waning hours of the con-
gressional session.

Needle-safety experts and union representatives
predicted that the new law would prevent thou-
sands of needlesticks. When used properly, safety
devices can reduce needlestick injuries by 80%.

“This landmark legislation without a doubt
will save many lives and improve the quality of
health care,” said Janine Jagger, PhD, MPH,
director of the International Health Care Worker
Safety Center at the University of Virginia in
Charlottesville, who was among the first to call
for the use of needle safety devices.

The bill, approved unanimously by both the
House and Senate, was one of the last actions
taken before Congress adjourned in late October.
President Clinton was expected to sign it into law
in November.

The Needlestick Safety and Prevention Act
amends the bloodborne pathogen standard of the
U.S. Occupational Safety and Health Administra-
tion (OSHA), bypassing the lengthy process of rule

making. In 1999, OSHA already had issued a com-
pliance directive directing hospitals and other
health care facilities to use “engineered controls” to
reduce needlesticks.

The revised bloodborne pathogens standard,
as provided by the law, will become effective 90
days after it is published in the Federal Register,
which should occur in about six months.

The Needlestick Safety and Prevention Act
requires employers to take these measures:

✔ Use devices designed with safety features
and maintain an up-to-date exposure control plan.

✔ Include nonmanagerial workers who are
involved in direct patient care in the evaluation
and selection of devices.

✔ Maintain a sharps injury log with informa-
tion on the type and brand of device involved in
the incident, the work area where the exposure
occurred, and an explanation of the incident.

“This was a very dramatic bipartisan effort,”
says Madeleine Golde, senior legislative advocate
for the Service Employees International Union
in Washington, DC. “This bill could never have
passed without that.”

The law may stem a wave of state legislation
on needlestick prevention, which began with
landmark legislation in California. Some 16
states had passed some type of needle safety
law. The national legislation was endorsed by
the American Hospital Association.

Yet despite widespread support for the needle
safety bill and intense lobbying by unions repre-
senting health care workers, the bill was stalled



for a time by political machinations.
When the bill passed the House and went to

the Senate, Sen. Jim Bunning (R-KY) put a proce-
dural “hold” on it. MedPro, based in Lexington,
KY, a manufacturer of sharps safety equipment,
was pressing for language in the bill that would
incorporate needle disposal devices. Bunning
eventually removed that hold.

“They completely misunderstand the differ-
ence between a safer device and a disposal
device,” lamented Mary Foley, RN, MS, presi-
dent of the American Nurses Association in
Washington, DC. ■

Amid flu vaccine delays,
CDC offers to boost supply
Web site links available doses with those in need

As employee health professionals scrambled
to cope with flu vaccine delays, the Centers

for Disease Control and Prevention created a spe-
cial Web site to link those needing more vaccine
with sources of extra supply.

The site, which can be accessed through www.
cdc.gov/nip, was designed not only to provide
information on manufacturers and distributors
but allow unused vaccine to be redirected to hos-
pitals that need it.

CDC also has guaranteed the production of up
to 9 million additional doses, which are to be
available in December, to ensure that there will be
no overall shortfall. Last year, 74 million of the 77
million doses produced were distributed. This
year, CDC anticipates a total of 75 million doses.

However, the timing of those doses has
wreaked havoc with hospitals’ campaigns to
immunize health care workers and high-risk
patients. Some hospitals received their usual flu
vaccine orders nearly on time. Others were told
that most of their shipment would arrive in
November and December and that they should
expect 10% to 15% less than they ordered.

“We were really trying to step up efforts this
year [to immunize health care workers] and
now it’s going to be much harder,” says James
Garb, MD, director of occupational health and
safety at Baystate Health System in Springfield,
MA, sharing the concerns of many in employee
health. Garb expected to receive just 16% of his
order in October, another 58% in November,

and the remaining 26% in December.
Delays in production of the flu vaccine

emerged earlier this year when growth of the
A(H3N2) vaccine component proved more diffi-
cult than expected. Two manufacturers also had
quality control issues to resolve with the Food
and Drug Administration (FDA).

As a result, manufacturers had somewhat dif-
ferent production problems. Aventis Pasteur
of Swiftwater, PA, began shipping vaccine in
September and expected to continue shipments
through the end of November, about a month
behind schedule. Wyeth-Ayerst Laboratories in
St. Davids, PA, expected to ship most of its 24
million doses in November and December.

Overall, the FDA estimated that 76% of the
flu vaccine would be shipped by the end of
November.

The Advisory Committee on Immunization
Practices issued recommendations in October
that called for giving priority to the highest risk
patients and health care workers who cared for
them. The expert panel also stressed that even
immunizations given as late as December or
January would likely prevent spread of influenza.

“In a review of the past 18 influenza seasons,
peak activity occurred in January to March dur-
ing 14 years,” reported Walter Orenstein, direc-
tor of the National Immunization Practices and
assistant surgeon general. Allowing for two
weeks between vaccination and full immunity,
“vaccination even in December will be expected
to have impact in most years.”

Campaigns can continue into next year

In fact, vaccination campaigns can continue into
the next year, according to Orenstein. “Influenza
peaked in February and March in 10 of 18 years.
Even vaccinations in January can prevent disease
morbidity and mortality in most years.”

Influenza experts gave the greatest priority for
immunization to high-risk patients — those with
medical conditions that place them at risk for com-
plications due to influenza. But they made it clear
that immunizing health care workers who care for
those patients is an equally important task.

If there’s a shortfall at a hospital, “the first advice
would be for these organizations to get additional
vaccine as much as possible,” says Keiji Fukuda,
MD, MPH, chief of CDC’s influenza branch. “It
really shouldn’t be an either/or situation. The tar-
get is to protect high-risk people. Vaccinating
health care workers is a part of that strategy.”
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Influenza experts were uncertain what impact
the delay would have on efforts to reach higher
levels of immunization of health care workers.
The 1997 National Health Interview Surveys
found that 34% of health care workers received
the influenza vaccine. Vaccination levels of 80%
or above provide “herd immunity” in which the
virus is unlikely to spread.

Lanier Park Hospital, a small hospital in
Gainesville, GA, typically immunizes more than
70% of its staff involved in direct patient care. But
this year, the hospital didn’t expect to receive any
vaccine until late November, says Edward I.
Galaid, MD, MPH, medical director of Lanier
Park Occupational Health.

“Once the word started coming down that the
vaccine was going to be delayed, the projections
of when we were going to get our vaccine were
later and later,” he says.

While the hospital was prepared to administer
vaccine as quickly as possible once it became
available, Galaid also was looking into the use of
antivirals to shorten the course of influenza for
those health care workers who become sick.

“I think it’s a prudent strategy to consider, not
knowing when the peak of the flu season is going
to be this year,” he says. “I know last year was
particularly challenging in terms of staffing [dur-
ing the influenza season]. The hospital is full,
your census is up, then you have people who are
sick. It’s a one-two punch.”

As a part of that strategy, “I think we’re going
to have to increase employee awareness of what
the symptoms are of flu,” Galaid says.

Ironically, the delay and fears of a shortage of
flu vaccine may have given the immunization
efforts an added boost of publicity. Some mem-
bers of the ACIP panel noted that it’s human
nature to want something that is in high demand.

Last year, Memorial Sloan Kettering Cancer
Center in New York City used “flu deputies” in
the hospital units to administer flu vaccines and
raised immunization rates to about 40%. As the
fall shipments of vaccine were delayed, Janet
Eagan, RN, MPH, CIC, the infection control man-
ager, made contingency plans to immunize staff in
the highest risk units first. Meanwhile, hospital
staff began asking when the vaccine would arrive.
(She expected her order in early November.)

“People stop me in the hall now asking, ‘When
are you going to give it out?’ We’re going to try to
use [the publicity] to our advantage,” she says.
“There’s a lot of press about it. A lot of people are
concerned. I’m really hoping more people will be

paying attention to [flu immunization] and will
be ready to go when it gets here.”

Eagan says she is glad she has an effective
mechanism to immunize health care workers
quickly. “I have a system in place, and everyone
knows what to do. I will give them their flu kits
— everything except the vaccine.”

Implementing the “flu deputies” program last
year puts her in a strong position, Eagan says. “It
would be harder to start that program now with-
out the vaccine here.” ■

Staffing, work climate
impact patient safety
Needlesticks more likely with reduced staffing

Nurses who work in hospitals with lower
staffing and poor morale are more likely to

suffer needlestick injuries, according to research
that was a highlight at a special conference on
working conditions and patient safety.

“We found that the worst staffed nursing units
in 20 hospitals and the nursing units with the worst
working climate [as measured through surveys]
had two to three times increased risk of being stuck
by a needle in a 30-day period,” says Sean Clarke,
RN, PhD, CRNP, CS. Clarke, a postdoctoral fellow
at the Center for Health Outcomes and Policy
Research at the University of Pennsylvania School
of Nursing in Philadelphia, used 1991 data.

The center, led by researcher Linda Aiken, RN,
PhD, conducted three different studies in 1991,
1998, and 1999, encompassing data from five
countries. The results provided evidence for the
concerns raised at the October conference,
“Enhancing Working Conditions and Patient
Safety: Best Practices.”

The conference was sponsored by five federal
agencies: the National Institute for Occupational
Safety and Health, the Agency for Healthcare
Research and Quality, the Occupational Safety
and Health Administration (OSHA), the Veterans
Health Administration, and the National Institute
for Communicable Diseases at the Centers for
Disease Control and Prevention.

Patient safety and employee health are inter-
connected, several speakers contended.

“[The conference] reflects a vision and a wisdom
that is emerging in parallel universes that they
can’t be parallel, they have to be intertwined,” says
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Mary Foley, RN, MS, president of the American
Nurses Association and one of the speakers at the
conference. “The worker element was missing in a
lot of the studies on the [patient] safety issues, on
patient errors. It failed to recognize the human fac-
tors,” she tells Hospital Employee Health.

In fact, researchers at the University of Pennsyl-
vania found that the “human factors” could out-
weigh other measures designed to reduce injury.
Preliminary data show that patient indicators such
as medication errors, patient falls, and low satisfac-
tion are associated with health care worker injuries
and burnout. Hospitals where nurses perceived
they had a good working climate and adequate
staffing also had better patient outcomes, he says.
“What’s good for workers is good for patients,”
Clarke tells HEH.

“If we want to make hospitals a safer place we
need to work on good policies and procedures,
but we also need to look at how many people
we’re putting to work and how we’re supporting
them,” he says.

Interestingly, although the countries studied
have different types of medical systems, they all
experienced similar issues, Clarke says. The cen-
ter’s latest study included hospitals in the United
States, Canada, Germany, Scotland, and England.

“So far, everything we see suggests that those
countries are more alike than different,” he says.
“Nurses are seeing the same situations in terms of
quality in their hospitals. Nurses are talking about
the same levels of problems as here in the U.S.”

In the conclusion of his presentation, Clarke
noted, “Remedying problems with understaffing
and poor working climates could be one of the
most important steps in building a safer health
care system.”

This “Best Practices” meeting was designed as
an upbeat follow-up to a conference last year that
linked patient safety and working conditions.
Speakers discussed programs that have decreased
back injuries, needlesticks, nosocomial infections,
and other hazards.

James P. Bagian, MD, PE, director of the
National Center for Patient Safety at the Veterans
Health Administration, spoke of that agency’s
pace-setting work to redesign care processes to
be both patient-friendly and worker-friendly.

“This [link between patient and worker safety]
has momentum, and we want to keep that momen-
tum going,” says Gregg Meyer, MD, director of the
Center for Quality Measurement and Improvement
at the Agency for Healthcare Research and Quality
in Washington, DC.

While Foley and others called for more research
to establish the link between staffing and other
working conditions and patient safety, Meyer
noted that many hospitals already have success
stories to share.

“We want to move those [examples] into more
generalized practice, while at the same time
building more of a knowledge base,” he says.

Participants even heard from the chairman of
the board of Alcoa about how worker safety can
improve productivity and performance — thus
creating a better business environment. That
“human factors” perspective is just emerging in
health care, says Elise Handelman, MEd, RN,
COHN-S, director of OSHA’s office of occupa-
tional health nursing.

“We’ve focused on patient care but haven’t
looked at the whole work environment,” she
says. “There are situations where we can improve
the situation for both [workers and patients].”

[Editor’s note: Hospital Employee Health will
highlight some of the best practices in upcoming
issues. More information on the conference can be
found on the Web site of the Quality Interagency
Coordination Task Force at www.quic.gov.]

Reference

1. Clarke SP, Aiken LH, Sloane DM, et al. Staffing and
professional practice environments in hospitals as keys to
nurse and patient safety. Presented at Enhancing Working
Conditions and Patient Safety: Best Practices. Pittsburgh;
October 2000. ■

Putting on the ‘blitz’
raises safety awareness
Campaign includes catchy posters, measurement

“Splash happens.” That stark fact and other
compelling messages on safety posters

helped Scripps Memorial Hospital in La Jolla,
CA, reduce splash and needlestick exposures by
70%. A focused awareness campaign can lead to
safer work practices, says Linda Good, RN, MN,
COHN-S, employee occupational health coordi-
nator, who spoke at the recent annual conference
of the Association of Occupational Health Profes-
sionals in Healthcare in Albuquerque, NM.

The October conference attracted about 225
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employee health professionals who heard updates
on Occupational Safety and Health Administration
(OSHA) activities and the latest trends in disability
management, accident investigation, and blood-
borne pathogen protection. This year, the confer-
ence highlighted “Best Practices,” which gave
Good an opportunity to share the “blitz strategy”
she used in the exposure-prevention campaign.
The campaign was recognized by her health sys-
tem with a “Values in Action: Quality” award.

“Each week we had a different series of posters
put up at all six facilities simultaneously,” says
Good. “No matter where you went for a meeting,
everywhere you’d look you’d see these posters.
The idea was that the repetition in itself would be
an eye-catching element.”

That just wasn’t a matter of creating some
posters and slapping them on the walls. Good
and her colleagues took a methodical approach
both to the message and the outcomes.

They began by reviewing employee injury logs
to look for problem areas. “We were trying to
pick up on things in which we could intervene,”
she says.

The Employee Health Consortium, made up
of employee health professionals who work in
the Scripps hospitals, home health agency, and
skilled nursing facility, decided on four basic top-
ics related to bloodborne exposures: sharps con-
tainer injuries, splashes to mucous membranes,
hidden sharps on instrument trays, and a gen-
eral resistance to change [to accommodate safer
devices and practices].

From the outset, the committee members
agreed to collect before-and-after data on expo-
sures. “One of our high priorities was to make
this measurable,” says Good.

In fact, conducting a campaign and measuring
its effects is one way to show the impact of an
employee health department, says Good.

“We need to demonstrate our value to the
administrators and decision makers, so they
aren’t tempted to do away with us [in a cost-cut-
ting crunch],” she says. “We felt that it would be
much more impressive to say at our facility we
had a 25% decrease in needlesticks following the
campaign, rather than saying we felt this was
successful.”

As a baseline, Good used exposure data from
the quarter preceding the campaign. As a follow-
up, she looked at exposures the quarter after the
campaign.

Good drew the messages for the campaign from
interviews with employees who had exposure

incidents. “We chose things we thought would
impact them. We tried to pick things that were
vitally important to them.”

For example, one poster uses speech bubbles to
reveal why nurses don’t use the needleless sys-
tem: “It’s a hassle. I’m in a hurry. I’m only inject-
ing the IV line.”

Then the poster states: “You haven’t seen has-
sle ’til you spend a year getting HIV tested. Think
safety — Use the needless system every time.”

“Maybe if we poked fun at it a little bit or
repeated back to the people some of the excuses
they were giving to us, they could [question] if
they really were legitimate excuses,” Good says.
Overall, the four-week campaign led to a reduc-
tion in needlesticks at all three participating
hospitals.

Many of the posters remained up at the facili-
ties, although over time, they lose their impact,
notes Good. She says she’s ready for another
awareness campaign. This one is about the impor-
tance of looking out for the welfare of co-workers.
She calls it, “Be a Safety Angel.”

“My pet dislike is [to do] accident follow-up,”
she says. “There’s nothing more sad than to follow
up on injuries after they’ve happened. Anything
I can prevent from happening is great; that’s my
highest priority.” ■

Employee health debated
at union bargaining table
From fatigue to latex allergy, issues strike chord

Employee health issues have moved to the
forefront as a bargaining issue as unions

raise concerns about working conditions and
demand action on latex allergy, needlestick
safety, ergonomics, and other issues.

“Every year, we’re negotiating more health and
safety language on a broad range of health and
safety issues that health care workers face,” says
Bill Borwegan, MPH, occupational health and
safety director of the Service Employees Inter-
national Union (SEIU) in Washington, DC. “It’s
such a pertinent issue, and the government really
has not accepted its responsibilities [to protect
workers] and neither has management.”

As nurses walked the picket line at Washing-
ton (DC) Hospital Center in October, some held
signs urging action on safety issues.
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Efforts to limit mandatory overtime were a
major focus of the strike, but negotiations also
touched on latex allergy and the labor-manage-
ment safety committees.

The American Nurses Association and its affili-
ate, the District of Columbia Nurses Association,
both in Washington, DC, asserted that mandatory
overtime caused stress and fatigue that could
lead to medical errors as well as employee injury.
Four other strikes this year have involved the
issue of mandatory overtime.

Washington Hospital Center contended that
the union exaggerated the problem of mandatory
overtime. Areas most likely to face mandatory
overtime include the operating room and trauma
unit. “The reality is that 90% of our nursing units
only have to work involuntary overtime a couple
of times a year,” says Lisa Wyatt, MSM, vice pres-
ident of public affairs for Washington Hospital
Center. “We have made extremely reasonable
proposals on capping the mandatory overtime
for the nursing units that are hardest hit.”

“Realistically, if this only happened once or
twice a year, it would not be an issue,” counters
Karen Skinner, RN, MSN, RNC, spokeswoman
for the District of Columbia Nurses Association.
“They would not be out of their jobs for three
weeks if this was an occasional issue. It happens
routinely, and it’s a major concern.

“It doesn’t happen on all the units, but it does
happen on many of the units,” she says. “It’s
enough of a problem that they’re saying we have
to address this before we can go back to work.”

The relationship between stress, fatigue, and
injury is gaining new attention from federal agen-
cies and academic researchers. A conference
sponsored by several agencies in October focused
on the link between patient safety and working
conditions. (See related article, p. 139.)

“Finally, the health and safety of health care
workers — of caring for people who care for others
— is getting the attention it needs and deserves,”
says Susan Wilburn, RN, MPH, senior specialist
for occupation safety and health with the American
Nurses Association.

While needlestick and back injuries attract
more publicity in the media, they also are touch-
stones for union organizers, says Borwegan. “It’s
low-hanging fruit for a union that’s looking to
help improve the conditions of unorganized
workers,” he says.

Unions also have successfully included health
and safety language in contracts.

At San Francisco General Hospital, the SEIU

negotiated a contract provision that requires pur-
chasing decisions on safer needle devices to be
made by a joint labor-management committee.
Last year, ANA negotiations at Children’s
National Medical Center in Washington, DC,
included the replacement of latex products with
nonlatex alternatives.

The SEIU negotiated language in a contract
with Jackson Memorial Hospital in Miami that
states, in part, “The Employer will continue to
comply with applicable federal, state, and county
laws and regulations pertaining to occupational
safety and health. To this end, any unsafe condi-
tions reported by nurses will receive priority cor-
rective action by management.”

Unions also have demanded the involvement
of frontline health care workers in safety issues,
such as the prevention of needlestick injuries.

“There’s a great deal more awareness in the
problem [of health care worker injury] as well
as the fact that there are many solutions,” says
Wilburn. “Those solutions will be more specific
and effective if nurses are involved in them.” ■

Rapid HIV test pulled
from market temporarily
FDA recommends alternatives for fast results

Production of the only rapid HIV test cur-
rently licensed for the U.S. market has been

suspended while the manufacturer, Abbott
Diagnostics of Abbott Park, IL, struggles to
resolve manufacturing problems.

In an Oct. 18 letter to customers, Abbott stated
that the Abbott/Murex Single Use Diagnostic
System (SUDS) HIV-1 test failed “to meet certain
panel and negative control specifications.”

“As part of this investigation, all product com-
ponents are being evaluated as a potential cause
for this problem,” vice president Gene Cartwright,
PhD, stated in the letter. While the company gave
no time line for restarting production of the rapid
HIV test, it could be as soon as 30 days, he added.

Hospitals may continue to safely use their cur-
rent supply of the SUDS test, says Food and Drug
Administration (FDA) spokeswoman Lanessa
Banks.

The sudden suspension of production high-
lighted the importance of a swift and well-
informed response to needlestick exposures.
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The SUDS test provided an initial result on the
HIV status of source patients within 10 minutes.
However, some concerns had surfaced about
the accuracy of the rapid test.

At PEPline, a national post-exposure hotline
for clinicians and health care workers, recom-
mendations for PEP are based on risk factors and
an assessment of the exposure, says Ronald H.
Goldschmidt, MD, professor of family and com-
munity medicine at the University of California-
San Francisco and co-director of PEPline. PEP can
be discontinued within a few days if tests show
the patient is HIV negative, he says.

The suspension of the rapid test “reempha-
sizes how important it is to have HIV tests done
accurately and in the context of proper counsel-
ing,” says Goldschmidt. “Falsely positive tests
are phenomenally traumatic and create major
medical problems [from PEP side effects]. Falsely
negative tests can leave people without proper
care and lead to inadvertent infection of other
persons.”

As an interim measure, the FDA recommended
using enzyme-linked immunoassays (EIA).
“Typically, samples are tested in batches so that
results may not be available for several days.
However, if health care providers arrange for the
EIA tests to be performed on samples as needed,
results could be available within 90 to 160 min-
utes,” the FDA reported.

The agency also recommended testing three
batches with the EIA at one time to avoid the
delay of retesting after a needlestick. “Repeatedly
reactive samples would be those found reactive
in at least two of the three replicate tests.”

The Sano Chemia (originally Waldheim) Fluo-
rognost HIV-1 Indirect Immunofluorescence
Assay could be used as an alternative to the EIA
and, with proper equipment and a well-trained
technician, could be available within 100 minutes,
the FDA stated.

Regardless of the screening test used, it should
be confirmed by a supplemental test, the FDA
said. “The long-range solution to this problem
will include the availability of multiple rapid HIV
tests. FDA continues to encourage the develop-
ment of rapid HIV tests and has recently taken
action to facilitate approval of rapid HIV tests.”

[Editor’s note: For more information on the
SUDS test suspension and interim measures, con-
tact the FDA’s Center for Biologics Evaluation
and Research´s Consumer Affairs Branch, Office
of Communication, Training and Manufacturer

Assistance at (800) 835-4709 or (301) 827-1800.
A list of licensed HIV tests is available at www.
fda.gov/cber/products/testkits.htm.] ■

Eye wash recalled
as unsterile, possible hazard

H.L. Bouton of Buzzards Bay, MA, has issued a
voluntary recall of eye wash products, say-

ing they may be unsterile and could pose a “seri-
ous health hazard.”
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The recall includes eyewash, emergency
eye/face/body wash, eyewash concentrate and
normal saline marketed under the Lavoptik, Zee
Medical, and Rapid Clear labels. The eyewash
and emergency eye wash/face/body/wash are in
6 oz., 16 oz., and 32 oz., 128 oz., and 5 qt. sizes.
The saline solution is a 16-oz. size. The eyewash
concentrate is in 70 oz. and 180 oz. sizes.

No consumer complaints or injuries were
reported before the company issued the recall.
For further information, contact H.L. Bouton at
(508) 759-8000. ▼

NIOSH names acting director
to replace Rosenstock

Lawrence J. Fine, MD, MPH, was named acting
director of the National Institute for Occupa-

tional Safety and Health (NIOSH) when Linda
Rosenstock, MD, MPH, left to become dean of
the School of Public Health at the University
of California, Los Angeles. Fine is director of
NIOSH’s Division of Surveillance, Hazard
Evaluation, and Field Studies. ■

Respiratory Protection OSHA Training
Course — Nov. 28-Dec. 1, Des Plaines, IL. Course
covers the establishment, maintenance, and mon-
itoring of a respirator program.

Biohazards OSHA Training Course — Dec.
12-15, Des Plaines, IL. Course covers the recogni-
tion, evaluation, and control of biological haz-
ards, including TB and bloodborne pathogens.
Continuing education credits are available from
the American Board for Occupational Health
Nurses. Courses are also offered at other loca-
tions and dates. For more information, contact
the OSHA Training Institute, 1555 Times Drive,
Des Plaines, IL 60018-1548. Telephone: (847) 297-
4913. Web site: http://www. osha-slc.gov/Osh
Doc/Directive_data/TED_1_2000-06.html.

Safe Patient Handling and Movement — Jan.
8-10, St. Pete Beach, FL. Sponsored by the VISN 8
Patient Safety Center of Inquiry, James A. Haley
Veterans’ Hospital, Tampa, FL. (813) 972-2000.
Web site: www.patientsafetycenter.com. ■
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After reading each issue of Hospital Employee Health,
the nurse will be able to do the following:

• identify particular clinical, administrative, or regu-
latory issues related to the care of hospital employees;

• describe how those issues affect health care work-
ers, hospitals, or the health care industry in general;

• cite practical solutions to problems associated with
the issue, based on overall expert guidelines from the
Centers for Disease Control and Prevention, the National
Institute for Occupational Safety and Health, the U.S.
Occupational Safety and Health Administration, or other
authorities, or based on independent recommendations
from clinicians at individual institutions. ■
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no restrictions on HCWs with HCV,
AUG:89

privacy of medical records, MAY:58

Standard/Universal precautions
and bioterrorism preparedness,

DEC:133, DEC:135
improving adherence to universal

precautions, JUN:70

Substance abuse
creating a drug-free program, APR:43
limits of drug testing, APR:42
drug testing as preemployment screen,

JUN:65

Surgical smoke
OSHA regulation of, APR:37, JUL:78
selecting evacuators, APR:40

Tuberculosis
false-positive TB tests, SEP:105
manual on TB respirators, FEB:24
possible delay of TB standard, JAN:9
proposed TB rule, OCT:119
screening tool, JUN:71

Unions
negotiating on safety issues, DEC:141
unions trigger OSHA complaints, JAN:4
union checklist on complaints, FEB:23

Vaccinations (see Immunizations)

Wellness programs
lower workers’ comp claims, MAR:33
smoking cessation programs, OCT:117

Workers’ compensation
cost of latex allergy, MAR:29
insurer mandates safer devices, MAR:32


