
Device vise: Joint
Commission enforcing
OSHA needle mandate
Surveyors at front door, inspectors at the back 

Closing the loop on hospitals slow to respond
to federal regulation, the Joint Commission
on Accreditation of Healthcare Organiza-

tions has taken a huge step in speeding the transi-
tion from conventional needle devices to those
designed to protect health care workers from
bloodborne infections. Beginning in April 2002,
hospitals that are not complying with the new fed-
eral Needlestick Prevention Act face citations by
the Joint Commission. 

The threat of lost accreditation should stir another
flurry of compliance preparations in the nation’s hos-
pitals, as the move essentially deputizes Joint Com-
mission surveyors to enforce regulations by the
Occupational Safety and Health Administration
(OSHA). While OSHA primarily responds to worker
complaints, the Joint Commission conducts regular
accreditation surveys as well as unannounced visits.  

The collaboration comes as a result of an “edu-
cational partnership” formed several years ago
between OSHA and the Joint Commission, says
Carole Patterson, RN, health care consultant with
Joint Commission Resources, a subsidiary of the
commission. 

“It is a horrible thing when people get [needle]
stuck,” she tells Hospital Infection Control. “We want
hospitals to start getting busy and start complying
with that law.”

Passed by Congress and signed into law Nov. 6,
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2000, the needlestick act amends the OSHA
bloodborne pathogen standard to require that
hospital exposure control plans be reviewed
annually to reflect changes in sharps safety tech-
nology. Frontline and nonmanagerial workers
must be allowed input in evaluating and select-
ing safety-engineered devices. Infection control
professionals must also maintain a sharps injury
log that ensures employee privacy and contains,
at a minimum, the type and brand of device
involved in the incident.

“The immediate result is that we expect to see
hospitals and health care organizations involve
frontline staff in the review, recommendation,
and selection of needleless and sharps replace-
ment devices,” Patterson says. “That is what we
expect now. Then we would expect to see that the
hospital has [implemented devices] or is in the
process of doing that.”

While some language and compliance examples
will be updated in future standard revision, the
Joint Commission clarified that current standards
give it the power to take the action. The commis-
sion requires compliance with “applicable law 
and regulation” standards in the hospital stan-
dards’ “Governance” (GO.2.4) and “Management”
(MA.2) chapters. Accredited health care organiza-
tions also will find applicable standards in the
“Environment of Care” chapter, the “Surveillance,
Prevention, and Control of Infection” chapter, the
“Care of Patients” chapter, and the “Leadership”
chapter, the Joint Commission stated.

The action was announced in the August issue
of the Joint Commission’s Sentinel Alert.1 Though
given until next April, hospitals should begin
preparing because Joint Commission surveyors
routinely assess an organization’s familiarity
with and use of sentinel event alert information.
To some infection control professionals, it was
surprising that the Joint Commission addressed
the issue as a sentinel alert, which carries its high-
est sense of urgency in updating requirements to
hospitals. 

“It’s one thing to say they are going to be
looking for compliance; it’s another to make it a
sentinel event alert,” says Patti Grant, RN, MS,
CIC, an ICP at RHD Memorial Medical Center
in Dallas. “When they publish a sentinel event,
you have some 90 days in an institution to react,
respond, and plan. This is a done deal. They
have just made the OSHA bloodborne standard
mandatory [nationwide].”

While ICPs have been well aware of that Joint
Commission/OSHA partnership for years, there is
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often a distinctly different perception of the two
organizations. The accreditation process may be
seen as a mutual effort toward health care quality
improvement. On the contrary, OSHA is often
characterized as a traditional industry regulator
that has made an awkward and somewhat unin-
formed entry into the health care arena. However,
ICPs also have noted that if it wasn’t for OSHA,
some hospitals would never take sufficient action
to protect their workers. For example, Grant
praised OSHA for mandating that hepatitis B vac-
cine be offered to health care workers in the origi-
nal 1991 bloodborne pathogen standard.

“But what OSHA has just done — and I’m
not saying it’s a bad thing — is come in through

the back door and made the entire nation that
seeks [accreditation] from the Joint Commission
accountable to the OSHA federal bloodborne
pathogen standard,” she says. “I would be com-
plying whether I was an OSHA-bound facility
or not. ICPs do the right thing. And the bottom
line is we don’t want anybody to get sick. But
this is a piece of work — to make it a sentinel
event alert when it already has been adopted
into the bloodborne pathogen standard.”

Indeed, while the inspection/survey experi-
ence can always vary with the personalities
involved, there looms a larger question now that
two forces are dovetailing their requirements.

“The only caveat when you have more than
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Needle safety protects 
workers and patients 

In issuing an alert requiring compliance with federal
needle safety regulations, the Joint Commission on

Accreditation of Healthcare Organizations cited the
following key points:1

✔ While precise numbers are not available, the
Centers for Disease Control and Prevention esti-
mates that each year health care workers sustain
more than 600,000 injuries involving contami-
nated needles or sharps, and approximately one-
half of these injuries go unreported. While most
needlestick injuries involve nursing staff, other
health care workers also sustain injuries. 

✔ Fortunately, injuries involving patients are less fre-
quent. The Joint Commission’s sentinel event
database includes two cases — one involving an
infant and one a child. Techniques that are used to
protect health care workers from needlestick- and
sharps-related injuries can also protect patients.

✔ The risk of infection from a contaminated needle-
stick or sharp is dependent upon the pathogen
involved, the severity of the injury, and the availabil-
ity and use of appropriate prophylactic treatment.
Hollow-bore needles — primarily hypodermic nee-
dles attached to disposable syringes and winged-
steel or butterfly-type needles — are the cause of
the majority of reported injuries. Injuries can occur
while manipulating the needle in the patient, han-
dling or passing the device after it has been used,
recapping the instrument, and transferring a body
fluid between containers, or from improper disposal
or during clean-up following a procedure.

✔ All health care organizations should have a
needlestick prevention program in place as part
of their compliance with the existing bloodborne
pathogen standard established in 1991 by the

Occupational Safety and Health Administration
that requires organizations to use safety-engi-
neered sharps and needleless systems when
possible. Strategies to help prevent needlestick
and sharps injuries include:

• Eliminate the use of needles when safe and
effective alternatives are available. 

• Implement the use of devices with safety features
and evaluate their use to determine which are
most effective and acceptable. 

• Analyze needlestick- and sharps-related injuries
in your workplace to identify hazards and injury
trends. 

• Set priorities and strategies for prevention by
examining local and national information about
risk factors for needlestick injuries and successful
intervention efforts. 

• Ensure that health care workers are properly
trained in the safe use and disposal of needles
and sharps. 

• Modify work practices that pose a needlestick
injury hazard to make them safer. 

• Establish procedures for and encourage the
reporting and timely follow-up of all needlestick
and other sharps-related injuries. 

• Evaluate the effectiveness of prevention efforts
and provide feedback on performance. 

• Encourage health care workers to report any haz-
ards from needles they observe in their work envi-
ronment and to participate in bloodborne pathogen
training and follow recommended injury prevention
practices, including hepatitis B vaccination.

Reference

1. Joint Commission on Accreditation of Healthcare
Organizations. Sentinel Alert. Preventing needlestick and
sharps injuries August 2001; Issue 22. Web site: www.
jcaho.org/edu_pub/sealert/sea22.html.  ■



one regulatory body trying to urge people into
doing the right thing is that they often come to a
crossroads where they disagree about some-
thing,” says Susan Kraska, RN, CIC, an ICP at
Memorial Hospital in South Bend, IN. “If one
goes one way and one the other, all of us are left
in a lurch. That is something that makes me a lit-
tle leery.”

The move also raises questions about compli-
ance under the various requirements in OSHA
federal and state plans, and under individual
state laws that have been passed mandating nee-
dle safety. ICPs should review their state and
local requirements, but Patterson left little doubt
that compliance with the OSHA revisions is
expected of any accredited hospital. 

“Fortunately, we are finding many folks have
already replaced [conventional sharps],” she says. 

Indeed, many hospitals have implemented

needle safety devices, but new products continue
to be introduced as regulatory forces pressure the
device industry to meet the demands of a chang-
ing market. One common misconception, how-
ever, is that needlestick injuries will end when
protective devices are standard in all hospitals,
says Ruth Carrico, RN, MA, CIC, director of
infection control at the University of Louisville
(KY) Hospital. “I am not convinced that all of the
safety items available are truly going to prevent
exposure issues,” she says. “I know at our facility,
we have safety devices all over the place.”

Yet injuries still occur either when the device is
in use and the needle exposed, or when health
care workers fail to activate its protective design,
she says. Another problem is that conventional
needle devices are still the primary equipment
used during basic medical training, leaving hospi-
tals to try to overcome established behavior pat-
terns and preferences. “We work with residents
and students from all the disciplines,” Carrico
says. “It’s tough for them because they have not
used [our] devices. Or they may just happen to
have a pocket full of another device that they
used at another hospital and they really liked. We
are going to have to move all of this education
back and stop trying to do all of this at the hospi-
tal level when people become employees.” 

In the interim, she expects to work with Joint
Commission surveyors as she continues to try to
ensure that her hospital is in compliance. “I have
never viewed the Joint Commission as being
heavy-handed. I have always viewed it as being
helpful and trying to encourage us to find ways to
practice better. My experience over the years with
the Joint Commission is it wants you to follow
your own policies. Obviously, our policy should
follow what the government is requiring us to do.”

In doing so — and with a little less “wiggle
room” due to the Joint Commission’s action —
ICPs must find the key to compliance without
undermining strapped hospital budgets, she says. 

“Truly, it is going to be problematic for us
because we have to figure out how we incorpo-
rate all of these devices safely into our system
and in a manner that makes sense for us fiscally,”
Carrico says. “And, I guess, how we do that is the
$64,000 question.”

Reference
1. Joint Commission on Accreditation of Healthcare

Organizations. Sentinel Alert. Preventing needlestick and sharps
injuries August 2001; Issue 22. Web site: www.jcaho.org/
edu_pub/sealert/sea22.html.  ■
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Ensure compliance with 
OSHA, Joint Commission

How did workers’ donning fanny packs ensure
needle safety compliance with inspectors from

the Occupational Safety and Health Administration
(OSHA)? Hear this novel approach and many other
“real-world” solutions described by a California
infection control professional who has been facing
down OSHA inspectors for about two years. Tapes
are now available at $199 of our recent teleconfer-
ence: Needle Safety Mandate: What You Must
Know Before OSHA Inspectors Come Calling. Each
of your staff will also have the opportunity to earn
one nursing contact hour free.

With the the Joint Commission on Accreditation of
Healthcare Organizations now saying it will enforce
the same requirements, the insightful grass-roots
guidance and clear explanation of all the require-
ments in this teleconference can ensure full compli-
ance at your facility. California was the first state to
face this issue several years ago. Tales of actual
OSHA inspections — giving precise details of what
was regarded as compliant or what drew a citation
— are revealed by Cynthia Fine, RN, MSN, CIC,
infection control/employee health professional in
Oakland, CA. 

Our expert faculty also includes veteran OSHA
observer Katherine West, BSN, MSEd, CIC, an
infection control consultant with Infection Control/
Emerging Concepts Inc in Manassas, VA. West pro-
vides a straightforward, practical explanation of what
the federal changes require of individual ICPs. To
order this important teleconference tape call our cus-
tomer service department at (800) 688-2421.  ■



ICPs devise H2O disaster
plan after Hurricane Floyd
What to do when water is everywhere or nowhere 

Awater disruption or contamination situation
can wreak havoc on health care facilities,

imperiling patients and causing major headaches
for infection control professionals. But as a practi-
cal matter, there is likely to be an initial burning
issue in the minds of health care workers. 

“What first started this for me was walking in
and saying, ‘Can we drink the coffee?’” recalls
Janette Drapchak, RN, CIC, infection control man-
ager at Rahway (NJ) Hospital. 

That and many other questions had to be
answered after Hurricane Floyd flooded North-
west New Jersey in 1999. The same area had been
hit by a complete tap water loss in 1995 when a
water main broke. Using knowledge gained from
both experiences, Drapchak and colleagues devel-
oped a disaster plan to prepare health care facilities
when water is everywhere or not to be found.1 (See
plan highlights, p. 134.) The plan is particularly
insightful in that it reflects firsthand experience
with both a complete water loss and a severe flood
caused by a pounding hurricane. 

“Hurricane Floyd hit New Jersey in a rather
odd way,” says Anthony Monaco, BBA, MA, one
of the developers of the plan and an environmen-
tal scientist with the New Jersey Department of
Health in Trenton. “It swung around to the west-
northwestern side of New Jersey and hit the
northern and northwest counties really hard. We
had massive flooding. It took out a couple of
major water companies, actually flooded them.
We ran a boiled-water order for almost a week.”

With the water supply potentially contami-
nated and appearing turbid, surveillance was
stepped up for waterborne pathogens such as
cryptosporidium and E. coli. (See surveillance
recommendations, at right.) Health officials and
ICPs monitored the hospital emergency depart-
ments for any significant increase in diarrhea.
Local health departments checked the pharma-
cies for any signs of depleting antidiarrheal medi-
cations. Overall, water quality was questionable
in an area that included about 4 million people
and many health care facilities. 

“Information was poor and was changing
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Focus surveillance on 
waterborne pathogens

In the event of a water-related disaster such as a
flood, surveillance should be heightened for water-

borne parasites and bacteria, according to a plan
developed by infection control professionals in New
Jersey.1 Surveillance should be maintained in a
practical, feasible manner even though ICPs will
probably be assigned to other disaster-related
duties, the plan notes. Here are some additional talk-
ing points regarding surveillance in such a situation:
• Problems specific to water supply disruption and

contamination must be identified, assessed, and
acted upon in a timely manner. Intensive surveil-
lance for gastrointestinal symptoms should be
performed on both inpatients and outpatients.
The most likely pathogens expected to cause ill-
ness would be parasites such as Giardia and
Cryptosporidium, and bacteria such as E.coli and
Shigella. 

• Credible surveillance data provide the best
method for stopping rumors and focusing atten-
tion on real health problems. Decide who is to
collect and analyze the data, and for how long.

• Keeping a log or line list of problems, observa-
tions, decisions, and actions is critically impor-
tant. Each entry should be timed and dated.
This record will be invaluable if problems that
require complex interventions and written
reports develop.

• Outbreaks of communicable diseases after water
disruption are unusual. However, the incidence
of diseases that were present before a water dis-
ruption may increase because of lack of sanita-
tion or overcrowding in shelters. Increases in
infectious diseases that were not present before
the disruption are not a problem, so mass vacci-
nation programs are unnecessary. Immunization
status should be obtained and any necessary
vaccine should be administered based on expo-
sure and risk.

• Patients’ wounds should be evaluated for tetanus
immunization, just as they would at any other
time of injury. Puncture wounds, or wounds con-
taminated with feces, soil, or saliva, should be
evaluated by a doctor to determine whether a
tetanus booster is necessary based on individual
records.

Reference 

1. Drapchak J, Ferrer L, Leschek J, et al. Recommenda-
tions for Safe Practices during Water Supply Disruption
and/or Contamination in Healthcare Facilities. New Jersey;
2001.  ■

(Continued on page 135)
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Water Disaster Infection Control
The water disaster plan developed by infection 
control professionals in New Jersey includes these
recommendations:

Hand Washing and Hand Disinfection
People knowledgeable in the use, advantages, dis-
advantages, cost, and acceptance of these products
should choose products for hand washing and surgi-
cal scrubs.
1. Routine hand washing:
A. Alternative agents such as detergent-containing

towelettes and alcohol-based waterless hand gels
should be made available. 

B. If hands are heavily soiled with dirt or heavily con-
taminated with blood and/or other organic mate-
rial, wash hands with soap and water to remove
organic material (water need not be potable).
Hand washing must be followed by use of an alco-
hol-based waterless gel. Rub vigorously, covering
all parts of hands until dry (usually 30 seconds).

C. Use alcohol-based waterless gel instead of hand
washing when hands are not visibly contaminated
or heavily soiled.

2. Hand antisepsis in high-risk areas. In high-risk
areas (i.e., labor and delivery, newborn nursery,
burn unit, etc.), bottled water should be used with
usual antiseptic agent to achieve hand antisepsis.

3. Surgical scrubs
A. Consideration should be given to performing

emergency surgery only.
B. On entering the operating suite, hands should be

first treated with an alcoholic hand gel. The subun-
gual spaces should be cleansed with soft wooden
sticks.

C. Surgical hand rubs maybe performed by pouring a
small volume of suitable antiseptic, usually an
alcohol preparation, into the cupped dry hands,
rubbing it unto the entire surface of hands and
forearms, keeping them wet for the scheduled
time by adding portions as necessary, and carry-
ing out wash movements. Brushing an alcohol
preparation into subungual spaces increases the
effect of disinfection. Alcohol-wet hands should
not be gloved but air-dried before donning gloves.

D. There is a limited list of possible agents that can be
used for surgical hand rub to achieve antimicrobial
efficacy. As a hygienic hand rub, n-propanol alcohol
is the most active, followed by isopropanol, ethanol
providone-iodine solution, and periacetic acid.

Hemodialysis Units
1. Water contamination:
A. If your water system requires treating water chemi-

cally beyond normal levels, advise dialysis units to:
(1)Sample water for chemical analysis to ensure com-

pliance with the Association for the Advancement

of Medical Instrumentation (AAMI) standards.
(2)Conduct chlorine/chloramine tests to ensure com-

pliance with AAMI standards.
(3)Monitor water system gauges once per shift.
2. Disruption of water: Discontinue dialysis. Make

arrangements for patients to be dialyzed in the
closest available centers until water pressure has
resumed, and then follow the above plan.

Housekeeping and Laundry
1. Disinfectants should not be diluted with contami-

nated water: this would increase the bioburden and
reduce the effectiveness of disinfectant solutions.
Potable water should be used to dilute disinfectants.

2. Institutional laundry operations are dependent on
the public water supply. The average conventional
washer will use approximately 3½ gallons of water
per pound. A tunnel washer uses 1¼ gallons of
water per pound and needs 70 Psi of pressure in
order to operate.

3. Contamination of the public water supply will not
have a huge impact on the operation of an institu-
tional laundry operation. Chemicals used in a hot
water wash cycle are sufficient to kill contaminants.

4. There is a potential of sediment in the water supply
after a disruption that will turn whites to yellow or
light brown. This condition will not change until the
water lines are completely flushed. The inlet filters
on washers also should be changed after an event. 

5. A total loss of the potable water supply will mandate
that the institution draw on outside commercial com-
panies for processing linen and personal clothing.

6. Contracts or agreements with outside commercial
laundry facilities should be established for emer-
gency situations. Arrangements should be made
with more than one company. It is important that
the company has facilities outside of the immedi-
ate area or has a second plant outside the area of
the institution.

7. A notice should be sent to nursing staff to institute
conservation efforts on patient floors that may
consist of the following:

A. Use of disposable underpads.
B. Use of disposable linen in the operating room.
C. Use of waterless baths to reduce washcloths, bath

towels, and sheets.
D. Change sheets on an as-needed basis.
E. Sending personal clothing out for commercial pro-

cessing should be limited to underwear and heav-
ily soiled clothing

F. The institution’s spare clothing supply can be used
to supplement patient clothing needs.

Reference 

1. Drapchak J, Ferrer L, Leschek J, et al. Recommenda-
tions for Safe Practices during Water Supply Disruption and/or
Contamination in Healthcare Facilities. New Jersey; 2001.



rapidly,” Monaco says. “The phone lines were
out, and we couldn’t get to the health depart-
ments. I gave the latest updates to the northern
chapter of APIC [Association for Professionals 
in Infection Control and Epidemiology] so they
could bring it back to their hospitals.”

While the area survived the hurricane without
a major waterborne outbreak, another hard les-
son had been learned on the heels of the 1995
water outage. In that situation, water was lost to
about six hospitals and 1 million people. 

“After [both incidents], we sat down and dis-
cussed it with the infection control profession-
als,” he says. “They [suggested] developing a
plan that all health care facilities could use as a
model or at least as talking points when they are
in their emergency planning meetings.”

Get water contracts in place 

At the onset, the guidelines emphasize that
procurement of water from alternate sources is 
a planning function — not something to think
about after a disaster has occurred. Contracts
should be established and maintained so that
potable water will be available immediately in
the event of a disruption. Bulk water (tanker
truck) contracts should be in place with two or
three companies that have the capability to trans-
port potable water in sanitary, food-grade vehi-
cles, the guidelines recommend.

As for bottled water, the amount of water
needed for patients and personnel was estimated
at about 1-2 liters per person per day, depending
on the patient population. Contracts should be
established with two or three companies to ensure
the availability of bottled water in a widespread
emergency, the guidelines stress. An emergency
supply of bottled water should be maintained on
the premises, then additional supplies of bottled
water for drinking obtained as necessary. How-
ever, even unopened bottled water cannot be kept
indefinitely so stocks have to be changed out. 

“Did you know that bottled water has a two
year expiration date?” Drapchak asks. “I didn’t
know that.” And of course, as the ICPs mulled
such newfound facts about water, they discussed
its critical role in infection control: hand washing.

“We talked about using the alcohol-based
[waterless] products and making sure you had
enough available,” Drapchek says. 

While such products are essential — particularly
if there is no water to wash with — a contaminated
water situation may allow washing to continue.

During the flooding, health officials decided to rec-
ommend that health care workers continue hand
washing with the tap water if no alternative was
available. The decision was based in part on the
fact that they had not been finding high counts of
contamination in the water, Monaco says.

“We thought that hand washing was far more
important, and the antimicrobial soap that they
were using could [clear contamination],” he says.
“The only problem we had was that we were also
telling the health care population that it was
unsafe to drink. Yet you are telling them to wash
their hands. It’s a double standard, and people
don’t understand that. It’s a mixed message”

For water-dependent patients, such as those in
hemodialysis, the best-case scenario is to leave a
water disaster area and seek treatment where
water availability and quality is not in question.
If that is impossible and a clean water source is
not available, potentially contaminated water can
be used because dialysis machines should filter
out the impurities, he adds. In the 1995 water
outage, water trucks were brought in for dialysis
patients, Monaco says. 

“If you have hemodialysis patients, you have
two choices: either move them out to a nonaffected
area, which is a major task, or get water to them,”
he explains. “The dialysis machines use water to
mix the dialysate to draw the impurities out of the
blood. Everything is water based. In that situation,
you would actually have to get tankers hooked up
to the existing pipes and deliver water to these
areas. Dialysis was our No. 1 concern right from
the get-go.”

The loss of water also crippled another aspect
of the hospitals that was something of a shock to
investigators. “One thing I didn’t realize — and
was it was one of the first glaring things — was
that [water loss] knocked out the X-ray machines
because the developers are dependent on water.
So we needed to get water into those developers
in order to have X-ray abilities for [the emergency
department].”

Sterilizers are a similar problem if they need
water to create steam, he adds. Again, it was felt
they could be run in the flood situation because
any water contamination should be killed in the
process of creating steam.

Adequate preparation, using the lessons learned
from those who dealt with such experiences, could
help many an ICP faced with a water crisis. 

“Water problems can happen at any time for a
number of reasons,” Monaco says. “When they do
happen, even though hospitals are supposed to
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have emergency plans, there was really no plan on
how to deal with significant episodes like these.”

Now that plan is available, detailed right down
to the coffee question. In that regard, the guide-
lines state that coffee makers can be used in a
potentially contaminated water situation if they
can be brought to and maintained at a tempera-
ture of 170 degrees F for three minutes. Some cof-
fee makers have built-in temperature gauges, but
if not, devise a method to ensure the time and
temperature recommendations are being met, the
guidelines recommend. 

“You wouldn’t think of coffee,” Monaco says.
“But it was a major issue with employees.”

Reference 

1. Drapchak J, Ferrer L, Leschek J, et al. Recommendations
for Safe Practices during Water Supply Disruption and/or
Contamination in Healthcare Facilities. New Jersey; 2001.  ■

CDC drafts new catheter
infection control guidance
Updating insertion, site care, change intervals 

Infection control professionals have until Oct.
22, 2001 to review and submit comments on

proposed new guidelines for prevention of
intravascular catheter-related infections by the
Centers for Disease Control and Prevention.

The draft document is available on your free
subscriber web site at www.HIConline.com under
regulations and guidelines. The document can
also be reviewed at www.cdc.gov/ncidod/hip/
ivguide.htm. Comments can be submitted via 
e-mail to ivcomments@cdc.gov. 

The guideline updates recommendations to
reduce the incidence of intravascular catheter-
related bloodstream infections. It addresses
catheter-related infection, barrier precautions
during catheter insertion, skin antisepsis, inter-
vals for replacement of catheters and intravenous
fluids and administration sets, catheter site care,
the role of specialized intravascular catheter per-
sonnel, and the use of antimicrobial/antiseptic
impregnated catheters, prophylactic systemic
antibiotics, flush solutions, and anticoagulants. 

While ICPs should go to the full document for
complete recommendations, the general guidance
cited below was issued for all intravascular cathe-
ters in adult and pediatric patients. The guidelines

are ranked according to these categories: 
Category IA. Strongly recommended for

implementation and strongly supported by well-
designed experimental, clinical, or epidemiologi-
cal studies.

Category IB. Strongly recommended for
implementation and supported by some experi-
mental, clinical, or epidemiological studies and a
strong theoretical rationale.

Category IC. Required by state or federal regu-
lations, rules, or standards.

Category II. Suggested for implementation
and supported by suggestive clinical or epidemi-
ological studies or a theoretical rationale.

Recommendations

I. Health care worker education and training
A. Educate health care workers regarding indi-

cations for intravascular catheter use, proper pro-
cedures for the insertion and maintenance of
intravascular catheters, and appropriate infection
control measures to prevent intravascular catheter-
related infections. Category IA

B. Assess competence and compliance with
guidelines periodically for all individuals who
insert and manage intravascular catheters.
Category IA

C. Ensure appropriate nursing staff-to-patient
ratios in ICUs. Category IB 

II. Surveillance for catheter-related infection
A. Monitor the catheter sites visually or by pal-

pation through the intact dressing on a regular
basis. The frequency of examination will depend
on the clinical situation for the individual patient.
If the patient has tenderness at the insertion site,
fever without obvious source, or other manifesta-
tions suggesting local or bloodstream infection,
the dressing should be removed to allow thor-
ough examination of the site. Category IB 

B. Encourage patients to report any changes in
their catheter site or any new discomfort to their
health care provider. 

C. Record the operator, date, and time of
catheter insertion and removal, and dressing
changes in a standardized location. Category II.

D. Do not routinely culture catheter tips.
Category IA.

III. Hand hygiene
A. Observe proper hand hygiene either by

washing hands with conventional antiseptic-con-
taining soap and water or with waterless alcohol-
based gels or foams. Observe hand hygiene
before and after palpating catheter insertion sites,
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as well as before and after inserting, replacing, or
dressing an intravascular catheter. Category IA.

B. Use of gloves does not obviate the need for
hand hygiene. Category IA.

IV. Aseptic technique during catheter insertion
and care

A. Maintain aseptic technique for the insertion
and care of intravascular catheters. Category IA

B. Wear clean or sterile gloves when inserting an
intravascular catheter as required by the Occupa-
tional Safety and Health Administration (OSHA)
Bloodborne Pathogens Standard. Category IC.
Wearing clean gloves is acceptable for the inser-
tion of peripheral intravascular catheters if aseptic
technique can be maintained. Sterile gloves must
be worn for the insertion of arterial and central
catheters. Category IA

C. Wear clean or sterile gloves when changing
the dressing on intravascular catheters. Category
IC. 

[Editor’s note: Written comments on the draft can
be submitted to the Resource Center, Attention:
IVGuide, Division of Healthcare Quality Promotion,
Centers for Disease Control and Prevention, Mailstop
E-68, 1600 Clifton Road, N.E., Atlanta, GA 30333.
Fax: (404) 498-1244.]

Reference 

1. Centers for Disease Control and Prevention. Draft
Guideline for Prevention of Intravascular Catheter-Related
Infections. Fed Reg 2001; 66 [174]:46801.  ■

APIC encouraged by
patient safety response
Recent letter opens dialogue with safety officials 

The Association for Professionals in Infection
Control (APIC)and Epidemiology is “encour-

aged” by the response it has received to a letter
criticizing a patient safety group for snubbing
infection control input in compiling a recent report. 

APIC and the Society for Healthcare Epidemi-
ology of America (SHEA) recently sent a jointly
signed letter to John M. Eisenberg, MD, director of
the Agency for Healthcare Research and Quality
(AHRQ) in Washington, DC. (See Hospital
Infection Control September, 2001 at www.HIC
online.com.) At issue was a recently published
AHRQ report Making Health Care Safer: A Critical
Analysis of Patient Safety Practices, which was com-
piled by the Evidence-based Practice Center of the
University of California, San Francisco/Stanford
University. APIC and SHEA expressed disappoint-
ment that they were not consulted in the creation of
the report, emphasizing that “infection prevention
and control is an invaluable and integral compo-
nent of the patient safety effort.”

An immediate concern was that the recom-
mendations would be adopted wholesale in
health care policy and facilities nationwide.
Although the report’s preface downplays the
document’s intent, indicating that it is only a
starting point in such efforts, there is evidence
that, in fact, these recommendations are already
being taken as “policy” by administrators, health
professionals, insurers, and payers nationwide,
APIC said in a press release. 

“APIC members are seeking advice because
their administrators are expecting them to comply
with these recommendations,” said Judith English,
RN, MSN, CIC, APIC president, in a statement.
“This puts infection control professionals in a real
quandary — on one hand, they want to meet the
expectations of their administrators; on the other,
they know very well what works. 

“Their role in outcomes monitoring, infection
prevention, and surveillance is grounded in sci-
entifically proven clinical practices. Many of
these long-held standards of practice do not jibe
with the new recommendations put forth in the
AHRQ report.”

According to the APIC release, Gregg Meyer,
MD, director of patient safety for AHRQ, gave his
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CDC sterilizing, catheter 
guidance on HIConline

Go to your free subscriber’s web site at www.HIC
online.com for new information from the Centers

for Disease Control and Prevention on sterilization
protocols for Creutzfeldt-Jakob Disease. Some of the
stringent measures recommended by the World
Health Organization may damage instruments and
pose a threat to patients, the CDC is warning. 

Also posted on your site in their entirety are the
new CDC guidelines on intravascular catheter-
related bloodstream infections discussed in this
issue. Infection control professionals have until Oct.
22, 2001, to review and submit comments on the
draft document. If you would like to be added to our
list for e-mail updates on important information on
your subscriber web site, please send your e-mail
address to the editor: gary.evans@ahcpub.com. ■



response to the APIC/SHEA letter in a phone con-
versation with English and Christopher Laxton,
APIC’s executive director. “It is . . . beyond the
purview of the agency to endorse any single prac-
tice or group of practices,” said Meyer. 

“Our role, as a federal research agency, is to pull
together the best evidence in a systematic fashion
and make that available to guide wise decisions by
others. The agency does not endorse that list, or
any other list, which could be developed from the
[UCSF/Stanford EPC] report,” he said.

“We are very encouraged by our discussion
with Dr. Meyer,” said Laxton in a statement.
“Both the interest AHRQ showed in our partici-
pating in future infection control work, and the
collegial tone of the conversation, have given us
good reason to expect a strong collaborative rela-
tionship between the agency and the infection
control community going forward.”  ■

Innovators honored 
with HIC awards 

We are pleased to announce the winners of 
the first annual Infection Control Innovation

Awards, a contest sponsored by Hospital Infection
Control to recognize and honor infection pre-
vention through best practices and grass-roots
applications. 

The awards include a certificate recognizing
the recipient, a $1,000 cash prize for first place,
and $500 for second place in each category. One
honorable mention award was given in each cate-
gory, with honorees receiving a certificate and a
2001 edition of Physicians Desk Reference (PDR). 

Look for complete coverage of the winning
entries in a three-part series beginning in the
November 2001 issue of Hospital Infection
Control.

The 2001 winners in our three categories are: 

Protecting Patients
First Place: Teresa Garrison, RN, MSN, CIC
Infection Control Manager 
Barnes-Jewish Hospital, St. Louis
A novel ventilator-associated pneumonia education

program cuts infection rates and costs in half. 
Second Place: Darcy Koch, RN 
Infection Control Professional 
Jefferson Memorial Hospital, Crystal City, MO 
An educational video uses humor and a surprise

ending to open the eyes of health care workers.
Honorable Mention: Lanette Rhodes, RN 
Infection Control Practitioner 
Winchester (VA) Medical Center 
The “isolation caddy” ensures supplies are on hand

and improves compliance.

Protecting Health Care Workers 
First Place: Joanne Hudson, RN, CIC 
former Manager of Occupational 

Health/Infection Control (retired) 
Clearfield (PA) Hospital 
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CE/CMEquestions
13.The Joint Commission on Accreditation of

Healthcare Organizations has taken a huge step
in speeding the transition to needle safety
devices by deciding to enforce regulations from
which agency?
A. Food and Drug Administration
B. Occupational Safety and Health Administration
C.Centers for Disease Control and Prevention
D.Environmental Protection Agency

14.Ruth Carrico, RN, MA, CIC, director of infection
control at the University of Louisville (KY)
Hospital, cited which of the following concerns
about the move to needle safety devices? 
A. Coming into compliance without undermining 

strapped hospital budgets.
B. Conventional needle devices are still used 

during basic medical training.
C.Hospitals have to try to overcome workers’ 

established behavior.
D.all of the above

15.New Jersey infection control professionals who
developed a water disaster plan emphasized
that unopened bottled water can be kept indefi-
nitely, so one-time stocking is all that is needed
to be prepared. 
A. true
B. false

16. In the event of a water contamination problem,
ICPs should focus their surveillance on water-
borne pathogens such as which of the following
A. methicillin-resistant Staphylococcus aureus
B. hepatitis C virus
C.cryptosporidium
D.all of the above



“Latex Lucy” spreads the word about allergic
reactions.

Second Place: Jodene Payne, RN 
Director of Infection Control and 

Employee Health 
University Medical Center, Lubbock, TX 
An infection control “representative” program

reduces employee exposures. 
Honorable Mention: Catherine Jackson
RN, BSN, CIC 
Infection Control Coordinator
Armstrong County Memorial Hospital 
Kittanning, PA
A sharps container that opens with a touch of the foot. 

Preserving Antibiotic Efficacy 
First Place: Mary Neuman, RN, BSN, MM, CIC 
Infection Control Program Manager 
St. Mary’s Mercy Medical Center 
Grand Rapids, MI 
A team effort decreases antibiotic resistance by iden-

tifying patients, educating care providers and target-
ing use of key drugs.

Second Place: Laura Hoogestraat, RN 
Infection Control Coordinator 
Faith Regional Medical Center
Norfolk, NE 
Closing communication gaps between physicians,

lab and pharmacy ensures judicious antibiotic use. 
Honorable Mention: Dianne Reves, LPN II, 
Infection Control Surveillance Officer 
Grenada (MS) Lake Medical Center 
Sounding the alarm on inappropriate prescribing.  ■

Will genome map lead 
to bug’s Achilles’ heel?
Cracking code may open up future clinical benefits

Woodford N, Livermore DM. Reflections and
Reactions: Can we beat MRSA now that we know
its genome sequence? Lancet 2001; 1:9-10.

Methicillin-resistant Staphylococcus aureus
(MRSA) has long been the Tyrannosaurus

Rex of nosocomial pathogens, but newly dis-
covered genetic secrets could one day spell its
extinction. 

“Knowing the genome sequence does not beat
MRSA, but it gives us — for the first time — a
precise coastal chart from which to plan an inva-
sion,” concludes a recently published report by
scientists at the Antibiotic Resistance Monitoring
and Reference Laboratory in London. 

The optimism comes after other researchers
cracked the bug’s code and published the
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genome sequences for two strains of methicillin-
resistant MRSA: Mu50 and N315.1 Of particular
importance, Mu50 is the “prototype” van-
comycin-intermediate S. aureus (VISA) first dis-
covered in Japan. But what is the clinical
significance of this information? 

“What difference will the sequence make?” the
researchers concede. “To the clinician who wants
to know, ‘Can I send MRSA isolates for sequenc-
ing, and will this knowledge help to cure my
patients?’ Both answers are ‘No.’”

Situation could change suddenly

However, automated sequencing and DNA
chip technologies are developing at such a pace
that the situation could change. 

First, based on the sequences now available,
DNA chips can be constructed to represent the
entire S aureus genome and used to study gene
expression in different strains, and under different
growth conditions. Comparison with sequences
for other organisms will open new insights into
pathogenicity. 

The genomes of N315 and Mu50 revealed almost
all of the known staphylococcal virulence factors,
plus 70 new candidates. Those comparative data
may assist the design of tests for VISA, the much-
feared superbug that cannot be detected by routine
disc diffusion tests.

“As more genome sequences are available,
comparative genomics will allow structured
approaches to fundamental questions, such as
why some MRSA strains are better able to colo-
nize, spread, and infect than others,” the authors
note. 

“. . . It is not difficult to imagine a time a few
years from now when bedside molecular tests
will establish not only whether a patient is colo-
nized or infected with an MRSA, but also what
antibiotic resistances the strain has and whether
it is likely to spread. Such information will bene-
fit therapeutic choice and will guide risk man-
agement by infection-control teams,” they add.

Other benefits could include the development
of new anti-staphylococcal agents and a better
understanding of transfer of genetic information
between microorganisms. 

Reference

1. Kuroda M, Ohta T, Uchiyama I, et al. Whole genome
sequencing of methicillin-resistant Staphylococcus aureus.
Lancet 2001;  357:1,225-1,240.  ■
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CE objectives

After reading each issue of Hospital
Infection Control, the infection control

professional will be able to do the following:
• identify the particular clinical, legal, or

educational issue related to epidemiology;
• describe how the issue affects nurses, hos-

pitals, or the health care industry in general;
• cite solutions to the problems associated

with those issues, based on guidelines from
the federal Centers for Disease Control and
Prevention or other authorities, and/or based
on independent recommendations from clini-
cians at individual institutions.  ■
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Vulnerable residents of long-term care facili-
ties continue to die of invasive pneumococcal

disease caused by Streptococcus pneumoniae
because they have not been administered an
available vaccine. 

Doubts about the efficacy of the vaccine and
confusion about whether residents have previ-
ously been immunized appear to be contributing
to a situation that leaves frail, elderly residents
susceptible to a deadly infection.

The latest in a series of outbreaks reported over
the years occurred in a New Jersey nursing home,
where four unvaccinated residents died of inva-
sive pneumococcal disease, the Centers for Disease
Control and Prevention reported. A case-control
study revealed that “illness was strongly associ-
ated with lack of documentation of receipt of
pneumococcal polysaccharide vaccine (PPV), the
CDC concludes.1 (See outbreak summary, p. 2.)

The low rate of PPV vaccination among institu-
tionalized elderly has been attributed, in part, to a
lack of physician emphasis on PPV administration.2

“Some people don’t think it works, but the effi-
cacy in general is good,” says Chris Van Beneden,
MD, medical epidemiologist with the CDC respi-
ratory diseases branch. “The evidence is: It does
provide protection. It is definitely worth giving it,
but there are mixed opinions.”

On the other side of the risk coin, adults in long-
term care are especially vulnerable to pneumococ-
cal disease and death because of at least three
factors: advanced age, the frequent presence of
chronic illnesses, and residence in a setting prone
to secondary spread of an introduced pathogen.
Looking at the fiscal considerations, for once
money does not appear to be the problem. 

Pneumococcal vaccinations are covered by
Medicare, and virtually all state Medicaid plans
cover vaccinations for high-risk groups (e.g., resi-
dents of nursing facilities), the CDC emphasizes.
However, PPV coverage among elderly adults in
long-term care remains low, and outbreaks of
pneumococcal pneumonia still occur in facilities
with low vaccine coverage. In 1999, PPV coverage
among a sample of nursing home residents in the
United States was 38%.3

Incomplete documentation of vaccination his-
tory of nursing home residents and misconcep-
tions about adverse reactions after unintended
revaccination with PPV may discourage health
care providers from vaccinating those with
unknown vaccination history.

“Sometimes they think it has already been
given to them,” Van Beneden says. “The records
can be hard to find.” 

In an attempt to overcome this barrier, the
CDC is emphasizing that the serious adverse
events following revaccination are low.4 Another
confusing element is that revaccination is actually
indicated for certain residents who received their
original immunization before age 65. 

“They are [all] not supposed to be revaccinated
in general,” Van Beneden says. “But if they were
less then 65 when they received the vaccine, and
now they are over 65, and it has been more then
five years, then you give it to them. Unfortunately,
people misinterpret this and say give it every five
years or give it again in five years. That’s wrong.”

Whatever the problem, the bottom line is that
the vaccine is not being offered. A study of
Medicare inpatients indicated that opportunities
to provide pneumococcal vaccines were missed
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Vaccine void: Confusion, inaction imperils LTC residents 
Despite state shot reg, Strep pneumo kills four in nursing home outbreak 



for up to 80% of eligible elderly persons hospital-
ized with pneumonia.5 One of the national health
objectives for 2010 is to achieve 90% pneumococ-
cal vaccination coverage among nursing home
residents and adults aged 65 or older. 

“Historically, people are not getting it that fre-
quently,” she says. “It is usually only about half
the people above the age 65 have gotten it.”

Several methods have been developed for
improving vaccine delivery. For example, consider
implementing standing orders authorizing health
care workers to administer vaccinations according
to institutional and physician-approved protocols.
In addition, regulations that mandate hospitals,
adult day-care facilities, and long-term care set-
tings to offer and document pneumococcal vacci-
nations would seemingly be the answer. 

However, the New Jersey outbreak occurred

despite passage of such a regulation, which
requires hospitals to offer PPV to admitted
patients age 65 and older.

In a follow-up study to the outbreak investiga-
tion, researchers looked at hospitals that had
admitted residents of the nursing home before
their long-term care placement or during the pre-
ceding year. Infection control professionals at the
selected hospitals — which were not identified by
the CDC — were interviewed to clarify hospital
policy on offering the vaccine to PPV-eligible
patients. Investigators randomly selected medical
records of patients aged 65 or older to determine
whether PPV was offered and administered. The
medical records of 52 patients from four hospitals
were reviewed. Forty-nine of the patients already
had been discharged at the time of review. 

Each hospital had a form to facilitate physician
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Lack of vaccination 
prime risk factor 
Seven infected lived in same ward

In underscoring the need for pneumococcal immu-
nization in long-term care facilities, the Centers for

Disease Control released an investigation report of
an outbreak earlier this year in New Jersey. The key
facts reported include:1

• On April 24, 2001, seven cases of pneumococcal
pneumonia with bacteremia among residents of 
a nursing home were reported to the Hamilton
Township (NJ) Department of Health.

• All seven diagnoses were confirmed with blood
cultures positive for Streptococcus pneumoniae.
Illness onset among the residents occurred during
April 3-24; four residents died. 

• The nursing home is a 114-bed facility that employs
approximately 200 staff, including nurses, restora-
tive aides, and other administrative and support
personnel. None of the employees was known to
have pneumonia or laboratory-confirmed pneumo-
coccal disease during this period. 

• On further investigation, two additional residents
were identified to have been hospitalized during
April 3-24 with pneumonia. Seven of the nine
patients had blood cultures positive for S. pneumo-
niae. All isolates were serotype 14, belonged to the
same clonal group and penicillin-sensitive but resis-
tant to erythromycin. Sputum specimens from the
two remaining residents were Gram stain positive
for diplococci and findings from chest radiographs
were consistent with pneumonia. Seven of the resi-
dents lived in the same wing of the nursing home. 

• A case-control study was conducted to determine
risk factors for pneumococcal pneumonia among
residents of the nursing home. Cases included the
nine residents hospitalized with pneumonia. Two
controls per case-patient were selected randomly
from among nursing home residents without pneu-
monia symptoms who resided in the wing where
most of the case-patients resided during March 1-
April 26. Nursing home medical records of case-
patients and controls were reviewed, and a stan-
dardized form was used to abstract data. 

• Case patients had a median age of 86 (78-100);
seven (78%) were women. Controls had a median
age of 85 (58-95), and 17 (94%) were women.
(None of nine case patients vs. nine of 18 controls;
odds ratio = 0; 95% confidence interval = 0 — 0.7).
A case control study revealed that illness was
strongly associated with lack of documentation of
receipt of pneumococcal polysaccharide vaccine
(PPV). 

• At the time of the initial case of pneumococcal ill-
ness on April 3, 2001, 53 (49%) of the 108 resi-
dents had received PPV. When the outbreak was
recognized, PPV was offered to all 55 nonvacci-
nated residents; 37 (67%) received vaccine. The
remaining 18 were either ineligible for PPV or
refused it. 

• The nursing home restricted transfers or admis-
sions of patients with no history of having
received PPV. 

Reference
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identification and documentation of PPV-eligible
patients. In all, 35 (67%) of 52 medical records
contained completed screening or assessment
forms. Investigators determined that 13 (25%) of
the 52 patients had received PPV before hospital
admission. Overall, 34 patients had no history of
having received PPV and no contraindications to
the vaccine. Despite the procedures in place, none
of those 34 patients had documentation of receipt
of PPV while hospitalized. 

“The outbreak occurred in a setting of low
vaccination coverage despite state regulations
designed to improve vaccine delivery,” the CDC
concludes. “A multifaceted approach that both
facilitates delivery through standing orders pro-
grams and increases awareness of the impor-
tance of preventing pneumococcal disease may
be needed to ensure optimal vaccine delivery to
long-term care residents.” 
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Study tries to shed light
on ‘pockets of risk’
Assessing infection risks in nonhospital settings

Delving into unmapped territory, researchers
have embarked on a three-year study to

determine rates and risk factors for occupational
exposures and bloodborne infections in health
care workers beyond the hospital setting. 

“From what we have seen so far these are
pockets of risk that are hidden,” says Robyn

Gershon, MSH, DrPH, principal investigator for
the project at the Mailman School of Public
Health at Columbia University in New York City.
“It doesn’t mean they have the same kind of risk
as hospital [workers]. In many cases of course it
is less, but in other ways it could be more.”

Though the focus on hospital workers and
needlesticks has intensified in recent years, mil-
lions of workers along the health care continuum
remain something of an unknown in terms of
blood exposures and risk. 

While hospitals employ some 5 million workers,
Gershon estimates that some 3 million to 5 million
health care workers are currently employed in
nonhospital settings. For example, 1.7 million
workers are in nursing and personal care facilities;
672,000 work in home health care, and another
200,000 work in medical and dental labs. (See list
of groups to be studied, p. 4.)

In particular, early findings of the study sug-
gest that settings that are not affiliated with a
hospital are less likely to have adequate infection
control personnel and policies.

“If they are not affiliated they really have
potentially greater risk because they don’t have
the infrastructure,” she says. 

“They are not big enough to have to have an
involved safety committee let alone an infection
control committee. They may not have their own
in-house, trained infection control officer. They
might have a nurse who picks up that responsi-
bility, but they may not be trained and certified.
I think that makes a tremendous difference,”
Gershon continues.

Flying below the radar 

Though not wanting to detail observations
about specific settings yet, she described initial
findings of concern in many areas. 

“It is almost like they are doing a do-it-yourself
kind of infection control program,” she says. “They
didn’t have expertise, they aren’t [informed], and
they are doing it by their bootstraps.” 

Such settings are essentially flying below the
regulatory radar, even as a national needlestick
safety mandate is being put in place for hospitals
by the Occupational Safety and Health Admini-
stration (OSHA) and the Joint Commission on
Accreditation of Healthcare Organizations. (See
related story, p. 129.)

But most observers expect that to change as the
momentum on the issue continues to grow. Data
from the study will likely end up being reviewed

October 2001 / Supplement to HOSPITAL INFECTION CONTROL® 3



by regulating agencies because the study is
funded by a grant from the Centers for Disease
Control and Prevention, an agency whose guide-
lines often lead to OSHA and Joint Commission
requirements. 

“From my experience now over the last few
months, I can see that there is a differential appli-
cation of the [OSHA] standards and CDC recom-
mendations,” she says. “They don’t have what
we call a safety climate. That could increase the
risk to these people.”

Interventions available 

It is critical to define the prevalence of blood-
borne infections and risk factors for exposures
because there are now both effective primary
(e.g., engineering devices) and secondary (e.g.,
post-exposure prophylaxis) prevention strategies
for nonhospital workers, she emphasizes. Using
direct observation, surveys and focus groups, 
the study looks to uncover risk factors, rates of
injury, the availability and use of safety devices,
and use of post-exposure prophylaxis (PEP) for
HIV. 

“HIV is one thing, but now we are seeing more
and more hepatitis C virus in our patient popula-
tions,” Gershon adds. “We really what to find out
what are their risk factors and what kind of mech-
anisms are in place to reduce that risk.”

The study is also using “field internships,”
which calls for a researcher to link up with a
worker in one of the settings. “They are really
like guided walkthroughs,” she says. “We are
‘shadowing’ the health care workers in each of
these settings.”

In addition, researchers will randomly select a
sample of 6000 employees (about 600 per non-
hospital group) throughout New York state to
receive a confidential mailed survey. A sample of
1,000 hospital-based nurses will also be randomly
selected to allow for occupational comparisons
between hospital and nonhospital settings. 

“The data that we collect in year two, which is
coming up these coming two months, will be by
participatory action research teams,’ she says.
“That way the frontline workers themselves can
work collaboratively with the researchers to
develop these interventions.”

Ultimately, Gershon hopes to develop some
kind of practical tool or “risk grid” that could 
be used by nonhospital workers to assess their
duties and determine their risk of bloodborne
infection.  ■
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Diverse settings, specific aims

Athree-year observational and survey study on
bloodborne pathogen exposures and risk fac-

tors in nonhospital-based health care workers will
include the following settings and research aims: 

Settings
The study is designed to address important knowl-
edge gaps by collecting data from a wide variety of
nonhospital settings, including: mental disabilities
facilities, nursing homes, drug treatment facilities,
AIDS clinics, emergency medical services, hemodial-
ysis clinics, police departments, correctional facilities,
home health care, and hospice facilities. The groups
chosen for the study were selected either because of
published reports that they may be at high risk (e.g.,
emergency medical services); or anecdotal reports of
potential risk (e.g., correctional officers); because
recent data suggest that they may be at risk (police
officers); or simply because there is a lack of infor-
mation on the population (hospice employees).

Aims
The research aims of the study include:
1. To estimate the occurrence (using a common

denominator such as person days) of occupa-
tional blood/body fluid exposure incidents
over the previous 123 months in a cross-sec-
tion of health care workers employed in hos-
pital settings

2. To identify the independent and joint effects of
risk factors and barriers associated with expo-
sure incidents, including: 

A. worker-centered factors (demographics, psy-
chosocial factors, perception, and knowledge of
risk, etc.); 

B. job/task, job/control variables (work flow, work
pace, etc.);

C. organizational variables (availability and ade-
quacy of resources, including the prevalence of
safety devices and other controls.

3. To collect data from a sample of hospitals-
based nurses working in similar jobs (with simi-
lar tasks) as a cohort of nonhospital nurses to
compare risk between the two settings.

4. To construct a novel “risk grid,” that can readily
identify nonhospital workers at risk and can cat-
egorize that risk in order to simplify and stratify
the adoption of risk control measures.

5. To identify risk reduction opportunities that will
facilitate compliance with Occupational Safety
and Health Administration-required and
Centers for Disease Control and Prevention-
recommended practices using innovative par-
ticipatory action research (PAR) teams.  ■


